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Menrium  treats 
the  menopausal 
symptoms 

that  bother  him 
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er  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome  — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HC1.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu-  • 
locytosis,  jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


5 mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 


10  mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  USP 

Makes  water,  not  waves. 


But 

|f  ; * 4 Fla 

have  you  4 
met  them 
socially? 


lectrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
aurse,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

lygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
lypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
hould  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
erforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
upplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
ursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
i fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
hildbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
litiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare, 
leduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
etermination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
mbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
otassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
atients  receiving  corticosteroids,  ACTH.  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
norexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
iypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
hrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
ancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
ompounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
ay.  How  Supplied:  White,  single- scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
ee  the  complete  prescribing  information. 

1EIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  HY. 


The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet , select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid , select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times £4:150  (Feb.)  1966. 


Announcing  the“Antgasid” 

Silain-Gel 

Tablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


AHROBINS  A.H.  Robins  Company,  Richmond,  Virginia  23220 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


| SYRUP  OR  CHLORAL  HYDRATE  ) 


A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful 


and  T/T 


JONES  and  VAUGHAN 
Richmond  26.  Virginia 


We 


cover  one  advantage 


with  another. 


Peritrate  SA 

(pentaerythritol  i«tiionned 
tetranitrate)  80  mg 

The  advantage  of  duration:  The 

first  advantage  is  built  into  the  large 
dark  green  layer.  To  provide  sustained 
Peritrate  (pentaerythritol  tetranitrate) 
effect  lasting  up  to  8-12  hours,  this 
bottom  layer  is  designed  to  undergo 


gradual  dissolution  in  the  alkaline  en- 
vironment of  the  intestine.1  Laboratory 
tests  confirm  8-12  hour  release  of  60  mg 
of  this  long-acting  nitrate.2 

Covered  by  speed:  Peritrate  goes 
quickly  into  action  through  a special 
“immediate  release"  layer  primed  with 
20  mg  of  active  medication  for  disper- 
sion while  still  in  the  stomach.  In  vitro 
tests  confirm  that  10  minutes’  exposure 
to  a stomach-like  environment  is  all  it 
takes  to  disintegrate  this  smaller  light 
green  layer.1 


For  reassuring  prophylactic  r 
imen:  “One  tablet  immediately  on  a. 
ing  and  1 tablet  12  hours  later  — or 
empty  stomach”— provides  a simple  ri 
imen  which  alleviates  medication  a| 
ieties,  and  is  associated  with  boti 
decrease  in  the  number  of  angina  i 
tacks  and  nitroglycerin  tablets. 

References:  1.  Data  on  file  in  the  Ml 
facturing  Department  of  Warner-Chilcott  Lati 
tories.  2.  Data  on  file  in  the  Medical  Depart: 
of  Warner-Chilcott  Laboratories. 


PERITRATE®  SA  Sustained  Action  (pentaerythri- 
tol tetranitrate)  80  mg 

Each  double-layer,  biconvex,  dark  green/light 
green  tablet  of  Peritrate  SA  Sustained  Action 
contains:  pentaerythritol  tetranitrate  80  mg  (20 
mg  in  immediate  release  layer  and  60  mg  in 
sustained  release  base).  Peritrate®  (pentaeryth- 
ritol tetranitrate)  is  a nitric  acid  ester  of  a tet- 
rahydric  alcohol  (pentaerythritol).  Actions:  The 
exact  cause  of  angina  pectoris  (that  is,  the 
pain  associated  with  coronary  artery  disease) 
remains  obscure,  despite  the  numerous  and 
often  conflicting  hypotheses  concerning  its  path- 
ophysiology. Therapy  at  the  present  time,  there- 
fore, remains  essentially  empirical.  Customarily, 
clinical  improvement  has  been  measured  by: 
reduction  in  (1)  number,  intensity  and  duration 
of  angina  pectoris  attacks  and  (2)  necessity 
for  glyceryl  trinitrate  intake  for  prevention  or 
relief  of  anginal  attacks.  Peritrate  SA  Sus- 
tained Action  (pentaerythritol  tetranitrate)  80 
mg  has  been  reported  in  clinical  usage  to  re- 
duce in  number  and  severity  the  incidence  of 
angina  pectoris  attacks,  with  concomitant  re- 
duction in  glyceryl  trinitrate  intake.  In  the  eval- 
uation of  Peritrate  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  in  angina 
pectoris,  clinical  improvement  has  been  cus- 
tomarily measured  subjectively  by:  reduction  in 
number  and  severity  of  attacks  and  necessity 
for  glyceryl  trinitrate  intake  for  prevention  or 
abortion  of  anginal  attacks.  Individual  patterns 
of  angina  pectoris  differ  widely  as  does  the 
symptomatic  response  to  antianginal  agents 
such  as  pentaerythritol  tetranitrate.  The  pub- 
lished literature  contains  both  favorable  and 
unfavorable  clinical  reports.  In  conjunction  with 
total  management  of  the  patient  with  angina 
pectoris,  Peritrate  SA  Sustained  Action  (penta- 
erythritol tetranitrjate)  60  mg  has  been  accepted 


as  safe  for  prolonged  administration  and  widely 
regarded  as  useful.  Indications:  Peritrate  SA 
Sustained  Action  (pentaerythritol  tetranitrate)  80 
mg  is  indicated  for  the  relief  of  angina  pectoris 
(pain  associated  with  coronary  artery  disease). 
It  is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in  the 
prophylactic  treatment  of  angina  pectoris. 
Contraindications:  Peritrate  SA  Sustained  Ac- 
tion (pentaerythritol  tetranitrate)  80  mg  is  con- 
traindicated in  patients  who  have  a history  of 
sensitivity  to  the  drug.  Warning:  Data  supporting 
the  use  of  Peritrate  (pentaerythritol  tetranitrate) 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable) 
are  insufficient  to  establish  safety.  This  drug 
can  act  as  a physiological  antagonist  to  nor- 
epinephrine, acetylcholine,  histamine,  and 
many  other  agents.  Precautions:  Should  be  used 
with  caution  in  patients  who  have  glaucoma. 
Tolerance  to  this  drug,  and  cross-tolerance  to 
other  nitrites  and  nitrates  may  occur.  Adverse 
Reactions:  Side  effects  reported  to  date  have 
been  predominantly  related  to  rash  (which  re- 
quires discontinuation  of  medication)  and  head- 
ache and  gastrointestinal  distress,  which  are 
usually  mild  and  transient  with  continuation  of 
medication.  In  some  cases  severe  persistent 
headaches  may  occur.  In  addition,  the  follow- 
ing adverse  reactions  to  nitrates  such  as  penta- 
erythritol tetranitrate  have  been  reported  in  the 
literature:  (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness  and 
weakness,  as  well  as  other  signs  of  cerebral 
ischemia  associated  with  postural  hypotension, 
may  occasionally  develop.  „(c)  An  occasional 
individual  exhibits  marked  sensitivity  to  the  hy- 
potensive effects  of  nitrite  and  severe  responses 
(nausea,  vomiting,  weakness,  restlessness,  pal- 


lor, perspiration  and  collapse)  can  occur, 
with  the  usual  therapeutic  doses.  Alcohol 
enhance  this  effect.  Dosage:  Peritrate  SA 
tained  Action  (pentaerythritol  tetranitrate)  8(! 
(b.i.d.  on  an  empty  stomach),  1 tablet  imr 
ately  on  arising  and  1 tablet  12  hours  I 
Supplied:  Peritrate  SA  Sustained  Action  ( 
taerythritol  tetranitrate)  80  mg,  bottles  of  i 
and  1000  tablets.  Additional  Dosage  Foi 
Peritrate  (pentaerythritol  tetranitrate)  10  mgi 
20  mg  tablets  with  or  without  phenobarbitc: 
mg,  bottles  of  100  and  1000  tablets.  Peri:, 
with  Phenobarbital  SA  Sustained  Action  — ps 
erythritol  tetranitrate  80  mg  and  phenobar 
45  mg,  bottles  of  100  and  1000  tabli 
(WARNING:  Tablets  containing  phenobar 
may  be  habit  forming.)  Peritrate  with  Nitroc 
erin  — pentaerythritol  tetranitrate  10  mg  witr 
troglycerin  0.3  mg,  bottles  of  50  tablets.  An 
Pharmacology:  In  a series  of  carefully  desk 
studies  in  pigs,  Peritrate  (pentaerythritol  teti 
trate)  was  administered  for  48  hours  befors 
artificially  induced  occlusion  of  a major  c 
nary  artery  and  for  seven  days  thereafter, 
pigs  were  sacrificed  at  various  intervals  for 
riods  up  to  six  weeks.  The  result  shows 
significantly  larger  number  of  survivors  in: 
drug-treated  group.  Damage  to  myocardiali 
sue  in  the  drug-treated  survivors  was  lessi 
tensive  than  in  the  untreated  group.  Studiej 
dogs  subjected  to  oligemic  shock  through 
gressive  bleeding  have  demonstrated 
Peritrate  (pentaerythritol  tetranitrate)  is  v: 
active  at  the  postarteriolar  level,  producing 
creased  blood  flow  and  better  tissue  perfusj 
These  animal  experiments  cannot  be  transll 
to  the  drug's  actions  in  humans.  T 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey  07950 


oesthe 
ntianxiety 
gent 
ounow 
rescribe.. 


assure  you  of  smooth 
predictable  action? 


have  a 30-year 
safety  record? 

minimize 

side  effect  surprises? 


consider  your 
patient's  pocketbook? 


Here's  one  that  does! 


SODIUM’ 

(SODIUM  BUTABARBITAL) 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic 
disease.  Elderly  or  debilitated  patients  may  react  with  marked 
excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover”  and  systemic  disturbances  are 
seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i.d.  or  q.i.d.  For  hypnosis.  50  mg.  to  100  mg.  Available  as: 
Tablets.  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc. 
(ale  ohol  7%).  Buticaps®  [Capsules  Butisol  Sodium  (sodium 
butabarbital)]  1 5 mg.,  30  mg.,  50  mg.,  1 00  mg. 

( Tt/T  i\t T71  T T 1 McNeil  Laboratories,  Inc., 

| MC 1M  -Mil  X Jj  J Fort  Washington,  Pa.  19034 


Remember  when 
you  went  to  Peoples 
in  a horse  and 
buggy  to  get  a 
prescription  filled? 
We  do. 


120  million  prescriptions  later ; Peoples  still  remembers  that  all 
prescriptions  must  be  filled  one  at  a time. 


Since  1905,  all  Peoples  Drug  Stores  have 
filled  more  than  one  hundred  twenty  million 
prescriptions.  We  can’t  help  but  mark  this 
impressive  number  with  some  justifiable  pride. 
We  think  it’s  a real  tribute  to  peoples’  con- 
fidence in  Peoples. 

We  remember  those  horse-and-buggy  days. 
Of  course,  many  things  have  changed.  The 


drug  industry  has  come  a long,  long  way.  The 
skills  of  the  prescribing  physician  have  be- 
come much  more  sophisticated.  But,  one  thing 
has  remained  constant.  A pharmacist  still 
fills  every  prescription— one  at  a time.  For, 
the  next  prescription  we  fill  for  you  is  every 
bit  as  important  as  all  120  million  that  came 
before. 


PRESCRIPTION  DRUG  STORES 


IF  YOU  HAVE  CHILDREN  ASK  FOR  A “SAFETY  CAP”  CONTAINER  WHEN  PEOPLES  DRUG  FILLS  YOUR  PRESCRIPTIONS. 
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“VtefcOOH 

e back,  Ann” 

■k 

«i 

A 

BUILDING  BLOCK 
TO  RECOVERY 


recovery 


Jive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


T'TPiHt  100  000  K.f.  Urutv  Oirmo4rypun  8 000N.F  UntB. 
,n  Irypfcc  activity  to 40  m*.  otM.F  trypun 

Reduces  swelling 
Hastens  healing 


One  fab/etq.I.d. 


Indications  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  place  bo- treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

One  tablet  q.i.d. 


I THE  NATIONAL  DRUG  COMPANY 

D<VlS*ON  Of  RICHARDSON  MERRELL  INC- 

| PHILADELPHIA,  PENNSYLVANIA  19U4 

TIAIXMAK : BiTaBS  U.S.  PATtNT  NO.  3.004.S93  917 0 O-OOVA  161 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  M 8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


The  causes  of  vaginitis 
are  multiple 


sindications:  Known  sensitivity  to  sulfonamides, 
jtions/ Adverse  Reactions:  The  usual  precautions  for  topical 
'Stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticario  or  other  manifestations  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  Intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-007A  7/70  Y.I49 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


AVC 

The  treatment  is  singular 


For  the  Discriminating 
Eye  Physician 


Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 
A.  G.  JEFFERSON 

INC. 


Main  Office  Branch  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Toad 


REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES-WE  MAKE  THEM 


Con- 

ven- 

ience! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's  — 144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


ESTABLISHING  A PROFESSIONAL  CORPORATION 
OR  INTERESTED  IN  A KEOGH  ACT  PLAN? 


Jha,  Tlaw  VYl&dkoL  Socisdi^  ofc  UbiqimoL 

WlsmbuhAl  (RsdjUwmnL  (plrniA,  CbiSL  (foaibablsL . . . 


FOR  INFORMATION  CALL  OR  WRITE: 

The  Trustees  of  The  Medical  Society  of  Virginia 
Members'  Retirement  Plan 

2425  Wilson  Boulevard 
ARLINGTON,  VIRGINIA  22201 

703/525-6700  (collect  calls  accepted) 
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—The  lowest  priced  tetracycline— nystatin  combination  available— 


THE  MEDICAL  SOCIETY  OF  VIRGINIA 

Sponsored  and  Approved  Group  Insurance  Plans 
DISABILITY  INCOME  — GUARANTEED  RENEWABLE  TO  AGE  65 
DAILY  IN-HOSPITAL  INCOME  — GUARANTEED  ISSUE 
PROFESSIONAL  OVERHEAD  EXPENSE 
MAJOR  HOSPITAL  NURSING 
Group  Insurance  Exclusively 

DAVID  A.  DYER  INSURANCE  AGENCY,  ADMINISTRATOR 

Medical  Arts  Building  — Roanoke,  Virginia 
Phone  (collect)  344-5000  for  complete  details 
FRED  W.  HALL,  Associate 
8924  Orange  Hunt  Lane,  Annandale,  Va.  461-8087 
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The  pain 
of  arthritis 


relieved  with 

MEASURIN  q.  8h.  dosage 


Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.0.  Box  141 
Fairview,  N.J.  07022 


IS 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


1 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythaimycin  Estolale 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  prolession  on  request 
Eli  Lilly  and  Company 
Indianapolis.  Indiana  46206 
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Guest  Editorial . . . . 


A Neglected  Discipline 

"CROM  A MEDICAL  VIEWPOINT,  we  have  been  unusually  com- 
placent  about  malnutrition  in  the  United  States.  Although  physi- 
cians have  recognized  for  a long  time  that  a large  proportion  of  our  pop- 
ulation is  afflicted  with  some  degree  of  obesity  and  its  concomitant  com- 
plications and  shortened  life  span,  it  has  been  a great  shock  to  many  to 
learn,  through  the  publicity  attending  the  nutrition  surveys  in  Texas  and 
Louisiana,  that  we  may  have  a great  deal  of  serious  under-nutrition,  es- 
pecially among  the  poor  and  most  ignorant  segments  of  our  population. 

Although  the  complete  data  is  not  yet  available,  Dr.  Arnold  Schaefer 
of  the  Public  Health  Service,  in  his  second  progress  report  to  the  U.S. 
Senate  Select  Committee  on  Nutrition  and  Human  Needs,  on  April  27, 
1970,  said  that  the  surveys  have  shown  a high  prevalence  of  signs  asso- 
ciated with  inadequate  nutrition,  including  growth  retardation,  and  that 
anemia  and  unacceptable  levels  of  serum  albumin,  vitamin  A,  vitamin  C 
and  urinary  riboflavin  were  very  common.  It  seems  clear,  therefore,  that 
we  do  have,  at  least  in  Texas  and  Louisiana,  more  under-nutrition  than 
previously  recognized,  which  may  be  adversely  affecting  the  growth, 
development  and  health  of  many  children. 

The  White  House  Conference  on  Food,  Nutrition  and  Health,  held  in 
Washington,  D.  C.,  in  December,  1969,  made  many  recommendations  of 
special  interest  to  physicians.  The  section  on  Nutrition  and  Public  Health, 
Nutrition  and  Hospital  Care,  Medical  Care  and  the  role  of  outpatient 
services  recommended  a federal  and  state  policy  on  nutrition  which  in- 
cluded professional  education.  The  medical  profession  was  called  on  to 
recognize  the  growing  importance  and  changing  aspects  of  nutrition  as 
a part  of  total  medical  care,  such  as  for  example  in  patients  under  inten- 
sive care,  in  coronary  care,  and  in  renal  and  metabolic  units.  It  also  rec- 
ommended that  nutrition  be  a part  of  total  medical  service  and  that 
strong  emphasis  be  placed  on  the  nutritional  aspects  of  patient  care 
through  greater  application  of  nutritional  science  to  clinical  medicine. 

The  panel  on  Nutrition  Teaching  in  Medical  Schools  called  attention 


to  the  changes  being  made  in  the  curricula  of  medical  schools.  In  many 
schools  the  teaching  of  basic  science  is  being  coordinated  with  clinical 
information  and  the  student  is  being  given  an  early  introduction  to  clin- 
ical problems.  These  changes  offer  an  opportunity  to  include  the  teach- 
ing of  clinical  nutrition  in  a meaningful  way.  Above  all,  clinical  nutrition 
should  be  taught  at  the  bedside  and  in  the  clinic  as  part  of  the  practice 
of  medicine.  Unfortunately  the  teaching  of  nutrition  in  many  of  our 
medical  schools  is  very  inadequate  and  in  some  schools  almost  nonexistent 
at  the  present  time. 

In  view  of  the  fundamental  importance  of  nutrition  in  normal  growth 
and  development  and  in  convalescence  from  most  medical  conditions  and 
surgical  procedures,  it  is  essential  that  physicians  receive  some  training 
in  basic  nutrition  and  its  application  in  preventive  and  therapeutic  health 
care.  The  American  Medical  Association  has  recognized  the  problem  and 
many  medical  schools  are  trying  to  find  the  best  way  to  teach  clinical 
nutrition  in  the  present  curriculum.  This  is  a complicated  problem  to 
which  there  is  no  immediate  best  answer.  Each  medical  school  will  prob- 
ably have  to  adjust  according  to  staff  interest  and  ability.  Some  post- 
graduate programs  now  include  sessions  on  nutrition  for  the  interested 
physician.  It  is  a subject  that  cannot  be  learned  in  one  or  two  lectures. 
The  old  idea  that  malnutrition  only  manifests  itself  by  diseases  such  as 
beriberi,  pellagra  and  scurvy  has  long  since  been  abandoned.  With  the 
growing  knowledge  of  the  interrelationship  of  nutrients,  including  such 
complex  subjects  as  trace  minerals  and  electrolyte  and  acid-base  balance, 
it  is  apparent  that  nutritional  inadequacies  affect  the  enzyme  systems 
controlling  metabolic  pathways  long  before  clinical  manifestations  are 
evident.  The  correction  of  these  metabolic  abnormalities  is  not  a simple 
matter  that  can  be  handled  with  a multivitamin  and  mineral  pill  or  a 
standardized  diet  sheet. 

In  some  schools  a faculty  committee  or  an  individual  may  be  assigned 
responsibility  for  the  adequacy  of  clinical  nutrition  teaching  done  in  the 
various  departments  of  the  school.  This  requires  integration  between 
departments,  such  as  pediatrics,  medicine,  and  biochemistry.  In  other 
schools  consideration  is  given  to  the  establishment  of  a department  or  a 
division  of  clinical  nutrition.  Units  in  clinical  nutrition  should  be  es- 
tablished in  teaching  hospital  and  community  centers  to  demonstrate 
the  value  of  such  units  in  providing  better  patient  care. 

The  number  of  specialists  in  clinical  nutrition  is  very  limited  and  few 
young  physicians  are  stimulated  to  become  specialists  in  this  area.  There 
are  a number  of  reasons  for  this.  Perhaps  one  of  the  most  important  is 
that  the  word  nutrition  has  no  identity  and  it  is  difficult  to  distinguish 
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between  the  clinical  investigator  of  nutrition  problems  and  the  home 
economist.  A professor  of  nutrition  can  be  either  a physician  or  a dieti- 
tian. Furthermore,  the  food  faddists,  commercially  motivated  groups  and 
a large  number  of  publications  and  books  of  little  scientific  merit  have 
damaged  the  image  of  nutrition  as  a respectable  scientific  discipline. 

Although  there  is  a reputable  American  Society  for  Clinical  Nutrition 
and  an  American  Board  of  Nutrition,  with  high  standards  of  certification, 
clinical  nutrition  is  not  officially  recognized  as  a subspecialty  in  medicine 
such  as  cardiology,  hematology,  or  gastroenterology.  This,  in  addition  to 
the  fact  that  there  are  few  places  where  adequate  training  in  clinical 
nutrition  can  be  obtained  tends  to  limit  the  number  of  young  physicians 
who  take  up  clinical  nutrition. 

There  are  great  health  benefits  inherent  in  the  prevention  and  treat- 
ment of  the  multiple  forms  of  malnutrition.  However,  the  exposure  of 
medical  students  to  nutritional  problems  under  present  conditions  is 
usually  so  inadequate  that  the  chance  of  stimulating  interest  in  the  sub- 
ject is  small  unless  more  physicians  become  interested  in  clinical  nutrition 
and  we  do  a better  job  of  recognizing  its  medical  importance. 

W.  H.  Sebrell,  Jr.,  M.D. 


Dr.  Sebrell  is  Director,  Institute  of  Human  Nutrition,  Columbia  University,  College 
of  Physicians  and  Surgeons,  New  York,  New  York  10032. 
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Thomas  Jefferson  and  Medicine 


The  Sage  of  Monticello  speaks 
across  the  years  on  health , medi- 
cine, and  doctors. 


T WOULD  TAKE  MORE  TEMERITY 
than  I possess  to  try  to  say  something  new 
about  Thomas  Jefferson.  But  I am  more 
concerned  with  saying  what  is  true  than 
what  is  new.  We  can  agree,  I suppose,  that 
among  his  contemporaries  he  was  a genius 
second  only  to  Benjamin  Franklin.  You 
will  recall  what  President  Kennedy  said  of 
him  at  the  White  blouse  dinner  for  the 
American  Nobel  Prize  winners.  He  ad- 
dressed them  as  "the  most  extraordinary 
collection  of  talent,  of  human  knowledge, 
that  has  ever  been  gathered  together  at  the 
White  House,  with  the  possible  exception 
of  when  Thomas  Jefferson  dined  alone.” 

He  was  indeed  such  a universal  man  that 
one  can  turn  to  him  for  information  on 
almost  any  subject  from  Abolition  or  Abori- 
gines to  Xenophon  or  the  X.  Y.  Z.  plot,  and 
not  exhaust  the  subject — only  one’s  self.  I 
have  chosen  medicine  here  because  it  repre- 
sents a subject  that  interests  me  and  about 
which  I am  supposed  to  know  something. 
Jefferson’s  virtues  and  virtuosity  were  such 
that  all  I can  hope  to  do  is  to  sketch  in  his 
knowledge  of  medicine  lightly. 

It  is  not  my  intention  to  try  to  weigh 
Jefferson  in  the  balance.  History  has  done 
this  for  us  and,  in  fact,  constantly  continues 
to  do  so.  I intend  only  to  review  some  as- 

Presented  as  the  Eleventh  Annual  David  C.  Wil- 
son Lecture  at  the  University  of  Virginia  School  of 
Medicine  on  April  17,  1 969.  (condensed  version) 


CARL  A.  L.  BINGER,  M.D. 

Cambridge,  Massachusetts 

pects  of  his  personality — especially  those 
that  touch  on  medicine. 

On  August  18,  1793,  Mr.  Jefferson  wrote 
to  his  daughter,  Martha,  from  Philadelphia, 
saying  that  "Maria  and  I are  scoring  off  the 
weeks  which  separate  us  from  you.  They 
wear  off  slowly,  but  time  is  sure  though 
slow.”  Actually,  events  in  the  next  few 
weeks  moved  rapidly  and  fiercely.  On  Sep- 
tember 1 he  wrote  in  a letter  to  Mr.  Madi- 
son: 

"A  malignant  fever  has  been  generated 
in  the  filth  on  Water  Street,  which  gives 
great  alarm.  About  seventy  people  had  died 
of  it  two  days  ago,  and  as  many  more  were 
ill  of  it.  It  has  now  got  into  most  parts  of 
the  city  and  is  considerably  infectious.  At 
first  three  out  of  four  died,  now  about  one 
out  of  three.  It  comes  on  with  pain  in  the 
head,  sick  stomach,  then  a little  chill,  fever, 
black  vomiting  and  stools,  and  death  from 
the  second  to  the  eighth  day.  Everybody, 
who  can,  is  flying  from  the  city,  and  the 
panic  of  the  country  people  is  likely  to  add 
famine  to  disease.  Though  becoming  less 
mortal,  it  is  still  spreading,  and  the  heat  of 
the  weather  is  very  unpropitious.  I have 
withdrawn  my  daughter  from  the  city,  but 
am  obliged  to  go  to  it  every  day  myself.” 

A week  later  he  again  wrote  to  Mr.  Madi- 
son, telling  him  that  the  yellow  fever  is  on 
the  increase;  eleven  a day  have  died,  and  330 
patients  have  come  down  with  it;  they  were 
much  scattered  through  the  town.  In  the 
opinion  of  the  physicians  there  is  no  possi- 
bility of  stopping  it.  No  two  agree  on  the 
process  of  cure.  Among  the  victims  were 
Alexander  Hamilton  and  his  wife,  but  they 
had  light  cases.  In  three  more  days  the  death 
rate  had  mounted  to  200  per  week.  The 
President,  according  to  an  arrangement 
made  some  time  previously,  had  set  out  for 
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Mount  Vernon  the  day  before.  Jefferson, 
however,  had  to  continue  his  daily  trips  to 
the  city. 

There  were  few  doctors  of  medicine  in 
town.  Some  had  fled  for  safety;  others  had 
died  of  the  epidemic.  One  stalwart  figure 
who  towered  above  all  for  his  bravery,  if  not 
for  his  wisdom,  was  Thomas  Jefferson’s  close 
friend,  Dr.  Benjamin  Rush.  Between  the 
8th  and  13  th  of  September,  Dr.  Rush  had 
visited  and  prescribed  for  between  100  and 
120  patients  a day,  and  his  pupils  between 
twenty  and  thirty  more.  He  had  lost  his 
mother  and  his  sister,  many  of  his  friends 
and  colleagues  and  assistants,  but  he  con- 
tinued his  heroic  ministrations  of  bleeding 
and  purging.  It  is  probable  that  he  killed 
as  many  patients  as  he  saved.  Between  the 
1st  of  August  and  the  9th  of  November, 
1793,  a total  of  4,044  had  died  of  the  dis- 
ease. By  mid-November  on  the  arrival  of 
cold  weather,  the  epidemic  had  spent  itself; 
but  it  recurred  during  the  succeeding  years, 
with  especial  severity  in  1797. 

Rush  was  idolized  and  excoriated  for  his 
beliefs  and  practices.  Because  of  his  sym- 
pathy with  the  French  Revolution,  Dr. 
Rush  was  called  a "French  Democrat” 
which  has  been  likened  to  calling  a "New 
Dealer”  a "Red”.  Of  course,  the  arch 
"French  Democrat”  was  Thomas  Jefferson 
himself,  and  it  was  he  who  was  really  being 
attacked,  but  it  was  safer  to  substitute  Rush 
for  him. 

Jefferson  had  been  Dr.  Rush’s  devoted 
patient  and  was  loyal  to  him  as  a friend; 
but  he  could  never  swallow  all  of  his  bitter 
medical  theories.  There  are  several  letters 
which  passed  between  them  concerning 
matters  of  health.  On  January  16,  1811, 
two  years  after  his  second  term  as  President, 
Jefferson  wrote  from  Monticello: 

"My  present  course  of  life  admits  less 
reading  than  I wish.  From  breakfast,  or 
noon  at  latest,  to  dinner,  I am  mostly  on 
horseback,  attending  to  my  farm  or  other 
concerns,  which  I find  healthful  to  my 
body,  mind  and  affairs;  and  the  few  hours  I 


can  pass  in  my  cabinet,  are  devoured  by 
correspondences;  not  those  with  my  intimate 
friends,  with  whom  I delight  to  interchange 
sentiments,  but  with  others,  who,  writing  to 
me  on  concerns  of  their  own  in  which  I 
have  had  an  agency,  or  from  motives  of 
mere  respect  and  approbation,  are  entitled 
to  be  answered  with  respect  and  a return 
of  good  will.  My  hope  is  that  this  obstacle 
to  the  delights  of  retirement,  will  wear 
away  with  the  oblivion  which  follows  that, 
and  that  I may  at  length  be  indulged  in 
those  studious  pursuits,  from  which  nothing 
but  revolutionary  duties  would  ever  have 
called  me.  ...  I shall  receive  your  proposed 
publication  and  read  it  with  the  pleasure 
which  everything  gives  me  from  your  pen. 
Although  much  of  a sceptic  in  the  practice 
of  medicine,  I read  with  pleasure  its  in- 
genious theories.” 

Jefferson  had  little  patience  with  medical 
theorizing  or  indeed  with  the  medical  pro- 
fession. His  thought  about  doctors  must  have 
been  shaped  by  the  Indian  medicine  men  of 
his  day,  who,  he  said,  "inculcate  a sancti- 
monious reverence  for  the  customs  of  their 
ancestors;  that  whatsoever  they  did,  must 
be  done  through  all  time  . . . that  their  duty 
is  to  remain  as  their  Creator  made  them, 
ignorance  being  safety,  and  knowledge  full 
of  danger.”  Like  his  revered  mentor,  Dr. 
Franklin,  Jefferson  too  was  a radical  em- 
piricist who  had  no  truck  with  doctrinaire 
and  global  hypotheses. 

On  many  occasions  in  his  letters  Jefferson 
expressed  his  views  about  medicine  and  med- 
ical men.  He  saw  the  good  in  them  as  well 
as  the  bad.  In  May  1806  he  wrote  to  Ed- 
ward Jenner  congratulating  him  on  his 
epoch-making  discovery  of  vaccination  for 
smallpox.  He  had  early  entered  into  cor- 
respondence with  Jenner  and  was  one  of  the 
first  in  America  to  appreciate  the  blessings 
of  vaccination  and  to  praise  Jenner  for  his 
monumental  discovery.  Even  before  this  he 
had  taken  his  children  to  Ampthill,  in  Ches- 
terfield County,  the  estate  of  his  friend 
Colonel  Archibald  Cary,  to  have  them  in- 
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oculated  by  variolation  with  pustular  mate- 
rial from  a case  of  smallpox. 

Jefferson  had  strong  convictions  about 
medicine.  Each  sick  man,  he  thought,  must 
be  his  own  patient  as  well  as  his  own  phy- 
sician. No  one  can  delegate  his  healing 
powers  to  another  person  any  more  than  to 
the  state.  As  each  man  is  the  guardian  of 
his  liberty,  so  also  must  he  be  the  guardian 
of  his  healing  powers.  Therapy  is  part  of 
his  nature.  This  was  undoubtedly  true  of 
Thomas  Jefferson,  for  he  had  great  reserves 
of  strength  and  health  and  a fundamental 
belief  in  the  goodness  of  life. 

Educated  as  he  had  been  in  the  spirit  of 
humanism  and  rationalism  and  thoroughly 
persuaded  by  the  philosophy  of  Rousseau, 
Jefferson  trusted  to  the  beneficence  of  na- 
ture rather  than  to  the  floundering  minis- 
trations of  the  medical  profession.  Efe  was 
always  skeptical  of  medical  theories  and 
systems,  whether  of  Efippocrates  or  of  his 
own  friend  Benjamin  Rush.  He  considered 
the  placebo  "a  pious  fraud”  but  preferable 
to  most  medication.  Mesmer’s  experiments 
with  animal  magnetism  he  characterized  as 
a compound  of  fraud  and  folly.  Like  his 
learned  friend  Dr.  Franklin,  Jefferson,  how- 
ever, missed  the  real  significance  of  these 
striking  observations. 

To  Dr.  Caspar  Wistar,  who  was  professor 
of  anatomy  and  surgery  at  the  University  of 
Pennsylvania  and  succeeded  Jefferson  as 
president  of  the  American  Philosophical  So- 
ciety, he  wrote,  knowing  him  to  be  as  op- 
posed as  he  was  himself  to  excessive  blood- 
letting: 

".  . . the  disorders  of  the  animal  body,  and 
the  symptoms  indicating  them,  are  as  various 
as  the  elements  of  which  the  body  is  com- 
posed. The  combinations,  too,  of  these 
symptoms  are  so  infinitely  diversified,  that 
many  associations  of  them  appear  too  rarely 
to  establish  a definite  disease;  and  to  an  un- 
known disease,  there  cannot  be  a known 
remedy.”  "Here  then,”  Jefferson  contin- 
ues, "the  judicious,  the  moral,  the  humane 
physician  should  stop.  ...  If  the  appearance 


of  doing  something  be  necessary  to  keep 
alive  the  hope  and  spirits  of  the  patient,  it 
should  be  of  the  most  innocent  character. 
One  of  the  most  successful  physicians  I have 
ever  known  has  assured  me  that  he  used 
more  bread  pills,  drops  of  colored  water,  and 
powders  of  hickory  ashes,  than  all  other 
medicines  put  together.  It  was  certainly  a 
pious  fraud.  But  the  adventurous  physician 
goes  on  and  substitutes  presumption  for 
knowledge.  From  the  scanty  field  of  what 
is  known,”  Jefferson  says,  the  physician 
"launches  into  the  boundless  region  of  what 
is  unknown”  and  "establishes  for  his  guide 
some  fanciful  theory  of  corpuscular  attrac- 
tion, of  chemical  agency,  or  mechanical 
powers,  of  stimuli,  of  irritability  accumu- 
lated or  exhausted,  of  depletion  by  the  lan- 
cet and  repletion  by  mercury,  or  some  other 
ingenious  dream,  which  lets  him  into  all 
nature’s  secrets  at  short  hand.” 

The  adventurous  physician  then  "forms 
his  table  of  nosology,  arrays  his  diseases  into 
families,  and  extends  his  curative  treatment, 
by  analogy,  to  all  the  cases  he  has  thus  arbi- 
trarily marshalled  together.  I have  lived 
myself,”  says  Jefferson,  "to  see  the  disciples 
of  Hoffman,  Boerhaave,  Stahl,  Cullen, 
Brown,  succeed  one  another  like  the  shifting 
figures  of  a magic  lantern,  and  their  fancies, 
like  the  dresses  of  the  annual  doll-babies 
from  Paris,  becoming,  from  their  novelty, 
the  vogue  of  the  day.  . . . The  patient, 
treated  on  the  fashionable  theory,  sometimes 
gets  well  in  spite  of  the  medicine.  The 
medicine,  therefore,  restored  him,  and  the 
young  doctor  receives  new  courage  to  pro- 
ceed in  his  bold  experiments  on  the  lives  of 
his  fellow-creatures.  ...  It  is  in  this  part 
of  medicine  that  I wish  to  see  a reform,  an 
abandonment  of  hypothesis  for  sober  facts, 
the  first  degree  of  value  set  on  clinical  ob- 
servation, and  the  lowest  on  visionary  the- 
ories. I would  wish  the  young  practitioner, 
especially,  to  have  deeply  impressed  on  his 
mind,  the  real  limits  of  his  art,  and  that 
when  the  state  of  his  patient  gets  beyond 
these,  his  office  is  to  be  a watchful,  but  quiet 
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spectator  of  the  operations  of  nature,  giving 
them  fair  play  by  a well-regulated  regimen, 
and  by  all  the  aid  they  can  derive  from  the 
excitement  of  good  spirits  and  hope  in  the 
patient.  ...”  I believe  that  no  better  state- 
ment of  the  proper  role  of  a physician  could 
be  made  today. 

Nearly  a decade  after  this  letter  to  Dr. 
Wistar,  the  ex-President,  then  seventy-five, 
wrote  to  Dr.  Vine  Utley,  in  answer  to  a let- 
ter requesting  the  history  of  Jefferson’s 
physical  habits.  The  same  doctor  appears 
to  have  been  collecting  information  from 
various  citizens,  for  he  had  written  also  to 
Dr.  Rush  inquiring  "how  you  keep  your 
body  in  health,  and  intellects  in  a state  of 
such  regular  excitement,  as  to  write  with 
such  correctness  at  all  times.”  Part  of  Jef- 
ferson’s reply  to  Dr.  Utley  is  worth  quoting: 

"I  live  so  much  like  other  people,  that  I 
might  refer  to  ordinary  life  as  the  history  of 
my  own.  Like  my  friend  the  Doctor 
[Rush],  I have  lived  temperately,  eating 
little  animal  food,  and  that  not  as  an  ali- 
ment, so  much  as  a condiment  for  the  vege- 
tables, which  constitute  my  principal  diet. 
I double,  however,  the  Doctor’s  glass  and  a 
half  of  wine,  and  even  treble  it  with  a 
friend;  but  halve  its  effects  by  drinking  the 
weak  wines  only.  The  ardent  wines  I cannot 
form.  Malt  liquors  and  cider  are  my  table 
drink,  nor  do  I use  ardent  spirits  in  any 
drinks,  and  my  breakfast,  like  that  also  of 
my  friend,  is  of  tea  and  coffee.” 

"I  have  been  blest  with  organs  of  diges- 
tion which  accept  and  concoct,  without 
ever  murmuring,  whatever  the  palate 
chooses  to  consign  to  them,  and  I have  not 
yet  lost  a tooth  by  age.  . . . My  fondness  for 
reading  and  study  revolts  me  from  the 
drudgery  of  letter-writing.  And  a stiff  wrist, 
the  consequence  of  an  early  dislocation, 
makes  writing  both  slow  and  painful.  I am 
not  so  regular  in  my  sleep  as  the  Doctor  says 
he  was,  devoting  to  it  from  five  to  eight 
hours,  according  as  my  company  or  the 
book  I am  reading  interests  me;  and  I never 
go  to  bed  without  an  hour,  or  half  hour’s 


previous  reading  of  something  moral,  where- 
on to  ruminate  in  the  intervals  of  sleep. 
But  whether  I retire  to  bed  early  or  late,  I 
rise  with  the  sun.  I use  spectacles  at  night, 
but  not  necessarily  in  the  day,  unless  in 
reading  small  print.  My  hearing  is  distinct 
in  particular  conversation,  but  confused 
when  several  voices  cross  each  other,  which 
unfits  me  for  the  society  of  the  table.  I 
have  been  more  fortunate  than  my  friend 
in  the  article  of  health.  So  free  from 
catarrhs  that  I have  not  had  one  (in  the 
breast,  I mean)  on  an  average  of  eight  or 
ten  years  through  life.  I ascribe  this  exemp- 
tion partly  to  the  habit  of  bathing  my  feet 
in  cold  water  every  morning,  for  sixty  years 
past.  A fever  of  more  than  twenty-four 
hours  I have  not  had  above  two  or  three 
times  in  my  life.  A periodical  headache  has 
afflicted  me  occasionally,  once,  perhaps,  in 
six  or  eight  years,  for  two  or  three  weeks  at 
a time,  which  seems  now  to  have  left  me; 
and  except  on  a late  occasion  of  indisposi- 
tion, I enjoy  good  health;  too  feeble,  indeed, 
to  walk  much,  but  riding  without  fatigue 
six  or  eight  miles  a day,  and  sometimes  thirty 
or  forty.  I may  end  these  egotisms,  there- 
fore, as  I began,  by  saying  that  my  life  has 
been  so  much  like  that  of  other  people,  that 
I might  say  with  Horace,  to  every  one 
'nomine  mutato,  narratur  fabula  de  te’ 
(With  a change  of  name,  the  tale  can  be 
told  of  you.)” 

So  he  thought,  or  was  pleased  to  say.  But 
of  the  co-signers  of  the  Declaration  of  In- 
dependence, he  was  one  of  the  last  survivors. 

In  fact,  throughout  most  of  his  long  life, 
Thomas  Jefferson  enjoyed  singularly  vigor- 
ous health.  He  had,  to  be  sure,  a few  minor 
illnesses  and  disabilities.  He  seems  to  have 
suffered  from  occasional  migraine  headaches 
and  to  these  his  compulsive  meticulousness 
undoubtedly  contributed.  There  is  reason 
to  believe  that  he  was  given  to  depressions 
and  may  even  have  been  accident-prone. 
This  would  have  been  consistent  with  his 
sharply  controlled  temper. 

In  many  respects  he  resembled  his  father, 
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except  that  Peter  Jefferson  died  at  fifty  and 
Thomas  lived  to  the  age  of  eighty-four. 

The  elder  Jefferson  was  a man  of  pro- 
digious strength,  hewn  out  of  live  oak,  who, 
single-handed,  experienced  the  naked  truth 
of  the  wilderness.  He  had  learned  the  art 
of  surveying,  which  amounted  to  a kind  of 
liberal  profession  in  a new  country.  When 
surveying  in  the  wilderness,  Peter  Jefferson 
could  tire  out  his  slaves  and  his  mules  and 
continue  to  work  until  nightfall.  When  he 
was  finished,  he  would  sleep  in  the  hollow 
of  a tree  to  the  accompaniment  of  the  howl- 
ing of  wolves. 

Thomas  resembled  his  father  not  only  in 
his  physical  stamina  but  also  in  his  thirst 
for  knowledge  and  his  surpassing  energy  of 
character.  From  his  mother,  Jane  Randolph, 
Thomas  got  his  gentleness  and  sensitivity, 
his  artistic  gifts  and  also  his  aristocratic 
bearing.  All  his  life  he  was  prouder,  how- 
ever, of  his  simpler,  self-reliant,  democratic 
Jefferson  blood  than  of  the  privileged  Ran- 
dolphs’. He  seems  to  have  combined  a happy 
blend  of  these  contrasting  strains  and  this, 
perhaps  more  than  anything  else,  contrib- 
uted to  his  genius  and  to  what  I have  called 
his  well-tempered  mind;  a mind  distin- 
guished by  its  inner  harmony  and  by  a happy 
reconciliation  of  opposites.  Of  these,  per- 
haps the  most  telling  elements  are  the  mas- 
culine and  feminine,  combined  as  they  were 
in  Jefferson  to  release  his  singular  creative- 
ness and  also  a certain  toughness  of  fiber 
that  helped  him  withstand  the  buffeting  of 
time. 

The  female  part  of  our  natures  speaks  for 
the  unconscious,  the  irrational  and,  perhaps, 
the  creative  side  of  ourselves.  From  this 
come  our  inspiration,  our  artistic  gifts,  our 
poetry  and  even,  I suspect,  our  scientific 
hunches.  From  the  male  side  come  our 
closely-knit  reasoning,  our  aggressiveness, 
our  executive  power  and  our  insatiable 
intrusiveness. 

An  infant  born  in  the  year  1745  could 
hardly  have  been  expected  to  survive  into 
the  next  century.  Indeed,  the  average  life 


span  was  then  but  thirty-odd  years.  Early 
deaths  from  puerperal  sepsis  were  almost  the 
rule  rather  than  the  exception.  Man’s  un- 
certain steps  were  constantly  shadowed  by 
the  specter  of  infection,  which  took  a toll 
on  the  lives  of  both  mothers  and  their  babies. 
If  you  will  examine  the  graves  in  almost 
any  old  cemetery  in  New  England,  you  will 
find  a string  of  headstones  many  attesting 
to  the  early  deaths — perhaps  in  the  first  few 
months  of  life — of  a series  of  infants.  Often 
the  same  Christian  name  was  repeated  until 
at  last  a male  heir  survived. 

Those  who  withstood  the  rigors  of  in- 
fancy and  childhood,  who  did  not  succumb 
to  puerperal  sepsis,  to  infantile  diarrheas,  to 
malnutrition  and  marasmus  or  to  the  acute 
exanthematous  diseases,  would  have  to  take 
their  chances  in  later  life  with  such  disor- 
ders as  typhoid,  dysentery,  tuberculosis, 
smallpox,  pneumonia,  malaria  and  yellow 
fever.  It  took  a stalwart  man  to  grow  to 
maturity.  One  of  these  was  the  hero  we  are 
celebrating  today,  Thomas  Jefferson,  who 
lived — much  of  his  life  in  excellent  health — 
until  the  age  of  eighty-four.  His  vigorous 
and  variable  friend,  John  Adams,  lived  to 
ninety-two;  George  Wythe,  Jefferson’s 
mentor  and  companion,  died  at  eighty; 
Samuel  Adams,  at  eighty-one;  Benjamin 
Franklin,  at  eighty-four;  and  Charles  Car- 
roll  of  Carrollton  outlived  all  the  other  sign- 
ers, dying  at  ninety-five,  in  1832. 

Jefferson’s  was  a life  of  enormous  indus- 
try, of  the  tenderest  affections,  of  disap- 
pointments and  frustration,  of  heartache 
and  tragedy,  of  rigorous  discipline  and  self- 
control,  of  joy  and  merriment  and  love,  and 
of  the  most  intense  aesthetic  satisfaction  all 
balanced  in  well-tempered  harmony.  Such 
traits  are  partly  inborn,  partly  the  result 
of  early  influence,  partly  cultivated  through 
long  practice.  One  cannot  come  much  closer 
than  this  in  assigning  their  origins. 

It  would  be  foolish  to  think  of  his  life  as 
one  without  conflict;  no  valuable  life  can 
be.  But  he  learned  to  manage  his  conflicts 
and  to  convert  the  tensions  they  engendered 
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in  him  into  almost  unparalleled  creative 
energy. 

At  seventy-one  Jefferson  remarked  that 
"the  decays  of  age  had  enfeebled  the  useful 
energies  of  the  mind,”  but  the  evidence 
seems  clear  that  until  the  very  end  he  main- 
tained his  alertness,  his  encyclopaedic  curi- 
osity and  his  tremendous  capacity  for  work. 
At  seventy-three  he  wrote  Charles  Thom- 
son: "I  retain  good  health,  and  am  rather 


feeble  to  walk  much,  but  ride  with  ease, 
passing  two  or  three  hours  a day  on  horse- 
back. . . . My  greatest  oppression  is  a cor- 
respondence afflictingly  laborious.  . . .”  He 
said  that  if  he  could  reduce  this,  his  life 
would  be  as  happy  as  the  infirmities  of  age 
would  permit. 


21  Lou  ell  Street 

Cambridge,  Massachusetts  02138 


National  Health  Policy  Forthcoming 


President  Nixon  has  set  wheels  in  motion 
for  the  formulation  of  a National  Health 
Policy  to  present  to  Congress  early  next 
year.  The  President  directed  HEW  Assist- 
ant Secretary  for  Health  and  Scientific 
Affairs,  Roger  O.  Egeberg,  M.D.,  to  appoint 
a health  options  task  force  to  produce  a 
report  on  alternatives  in  health  care,  re- 
search, consumer  protection,  and  the  en- 
vironment. 


The  environment  subcommittee  of  the 
task  force,  headed  by  Paul  Kotin,  M.D.,  Di- 
rector of  the  National  Institute  of  Environ- 
mental Health  Sciences,  has  already  sub- 
mitted its  report  for  review  by  HEW 
Secretary  Elliot  Richardson.  The  report 
covers  program  options  in  air  and  water 
pollution,  water  hygiene,  solid  waste,  occu- 
pational health,  radiological  health,  and 
community  environmental  health. 


Volume  98,  January,  1971 


9 


Reflections  on  Anti-Globulin  Antibodies 


The  presence  of  anti-globulin  an- 
tibodies in  health , and  their  be- 
havior and  significance  in  disease 
states  is  examined. 


AVAST  ARRAY  of  anti-globulin  anti- 
bodies have  been  described  in  human 
sera.  They  may  be  found  in  health,  albeit 
in  low  titer.  In  disease  states,  and  particu- 
larly in  certain  diseases,  very  high  titers  of 
these  antibodies  may  be  demonstrable. 

The  so-called  rheumatoid  factors  are  one 
group  of  these  antibodies.  Although  a va- 
riety of  techniques  exist  for  the  demonstra- 
tion of  these  antibodies,  this  discussion  will 
be  confined  to  the  agglutination  reactions  of 
rheumatoid  factors  with  Rh  positive  ery- 
throcytes that  have  been  coated  with  non- 
agglutinating anti-Rh  antibody.  This  tech- 
nique was  first  described  at  the  Medical 
College  of  Virginia  here  in  Richmond.  Un- 
fortunately, not  all  anti-Rh  antibodies  are 
suitable  reagents  for  the  demonstration  of 
rheumatoid  factor.  The  anti-Rh  serum  Rip- 
ley which  was  first  used  for  this  technique 
has  not  been  supplanted  by  a superior 
reagent,  and  it  is  used  by  research  labora- 
tories throughout  the  Western  world. 

Almost  all  adult  patients  with  rheumatoid 
arthritis  have  in  their  serum  a macroglobulin 
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which  will  bind  to  and  thereby  agglutinate 
the  coated  Rh  positive  erythrocytes.  The 
macroglobulin  once  established  in  high  titer 
in  the  patient’s  serum  shows  little  fluctua- 
tion despite  therapy  and  duration  of  the 
disease. 

The  pathogenetic  significance  of  this 
macroglobulin  is  not  known,  but  there  is  a 
growing  feeling  that  we  all  have  the  poten- 
tial to  produce  this  macroglobulin.  Presum- 
ably, what  is  seen  in  rheumatoid  arthritis 
and  in  certain  patients  with  bacterial  endo- 
carditis and  lupus  erythematosus  is  an  exag- 
gerated or  exuberant  response  of  the  normal 
state.  Most  juvenile  patients  with  chronic 
symmetrical  polyarthritis  do  not  produce 
rheumatoid  factor  in  the  high  titers  which 
we  associate  with  the  adult  form  of  rheu- 
matoid arthritis.  However,  recent  studies  in 
England  have  shown  that  many  juvenile 
rheumatoids  develop  into  adult  spondylitis 
in  their  mature  years,  and  spondylitis  is  not 
associated  with  positive  tests  for  rheumatoid 
factor. 

There  is  no  evidence  that  the  macro- 
globulin is  harmful  and  high  titers  of  the 
globulin  have  been  observed  and  studied  in 
certain  rare  people  who  have  remained  in 
good  health  for  many  years.  Nevertheless, 
high  titers  of  rheumatoid  factors  are  more 
closely  associated  with  rheumatoid  arthritis 
than  any  other  disease. 

IgG  or  7 S globulin  molecules  can  be  split 
by  proteolytic  enzymes,  such  as  papain,  into 
two  different  types  of  antibody  fragments: 
Fab  fragments  and  Fc  fragments.  The  Fab 
fragments  retain  their  ability  to  specifically 
bind  to  antigen  and  in  our  discussion  the 
antigen  is  the  Rh  positive  erythrocyte.  The 
Fc  fragment  is  rich  in  polysaccharide,  larger 
than  the  Fab  fragment,  less  resistant  to  pro- 
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teolysis  and  thus  may  be  reduced  to  dia- 
lyzable  peptides  during  proteolysis.  How- 
ever, the  Fc  fragment  is  associated  with 
some  important  biological  functions  of  anti- 
bodies, such  as  complement  fixation,  and  it 
is  the  site  of  most  of  the  antigens  that  dis- 
tinguish one  person’s  globulins  from  an- 
other’s. It  is  to  this  polysaccharide-rich 
fragment  that  rheumatoid  factor  binds. 

The  rheumatoid  factors  are  usually  a mix- 
ture of  specific  antibodies  which  will  react 
with  a variety  of  antigens  of  the  Fc  frag- 
ment. Similar  macroglobulins  in  low  titer 
are  found  in  the  sera  from  normal  individ- 
uals, and  they  are  usually  specific  for  a single 
antigen.  However,  if  we  test  the  erythro- 
cytes that  have  bound  to  their  surface,  the 
anti-Rh  antibodies  that  have  been  hydro- 
lyzed with  various  proteolytic  enzymes — 
the  Fab  fragments  of  the  antibodies — we 
find  that  almost  all  humans  have  anti-Fab 
antibodies  or  serum  agglutinators  in  their 
serum. 

Unlike  the  rheumatoid  factors,  the  serum 
agglutinators  are  almost  always  IgG  globu- 
lins, and  they  specifically  bind  to  the  Fab 
fragment.  Unlike  the  macroglobulin  anti- 
bodies— the  rheumatoid  factors — the  speci- 
ficity of  these  antibodies  is  dependent  upon 
hidden  antigens  in  the  Fab  fragment  that 
have  become  available  following  digestion 
of  the  7 S globulin  molecule.  Different  pro- 
teolytic enzymes  split  the  globulin  molecule 
in  different  ways,  and  the  serum  agglutina- 
tors are  named  for  the  fragmentation  char- 
acteristic of  the  enzyme;  thus  we  have 
pepsin  agglutinators,  papain  agglutinators, 
and  so  on.  These  agglutinators  are  found  in 
most  human  sera  although  the  titers  of  the 
different  agglutinators  will  vary  from  one 
individual  to  another.  The  titers  of  these 
antibodies  tend  to  be  lower  than  the  rheu- 
matoid factor  titers  found  in  the  sera  of 
patients  with  rheumatoid  arthritis.  There 
are  other  interesting  differences  between 
these  two  groups  of  antibodies.  The  rheu- 
matoid factors  or  macroglobulin  antibodies 
will  also  bind  to  the  7 S globulins  of  species 


other  than  human.  Thus  we  may  find  in 
the  serum  of  a patient  with  high  titer  of 
rheumatoid  factor  equally  high  titer  of  an- 
tibody to  horse,  goat,  rabbit  or  guinea  pig 
globulin.  However,  the  anti-Fab  antibodies 
or  serum  agglutinators  are  quite  species  re- 
strictive, and  they  will  not  bind  to  the  Fab 
fragments  of  antibodies  from  other  species. 

It  might  be  of  interest  to  speculate  about 
the  biological  significance  of  these  two 
groups  of  antibodies. 

When  fragmented  globulin  antibodies  are 
injected  into  an  animal,  the  Fab  fragments 
are  readily  excreted  in  the  urine  and  lost 
making  the  fragmented  antibody  of  little 
value  therapeutically  or  prophylactically. 
This  is  of  clinical  interest  because  it  is  well 
known  that  isolated  gamma  globulins  may 
spontaneously  fragment  in  storage  because 
of  the  presence  of  small  amounts  of  plasmin. 

Now  we  know  that  we  have  a natural 
antibody  to  the  Fab  fragment  of  the  7S 
globulin  molecule  and  other  animals  have 
these  antibodies  also.  The  discovery  of  these 
antibodies  is  so  recent  that  the  animals  in- 
jected with  the  Fab  fragments  have  not  been 
tested  for  these  antibodies.  However,  we 
know  that  most  animals  have  these  agglu- 
tinators and,  therefore,  we  may  presume  for 
the  present  that  the  agglutinator  will  not 
bind  to  the  Fab  fragment  in  the  absence  of 
antigen.  In  the  body,  most  of  the  antibody 
globulin  is  used  up  by  binding  to  its  specific 
antigen.  The  antibody  to  begin  with  is 
intact  and  thus  the  agglutinators  will  not 
bind  to  it.  There  are  many  sources  of  pro- 
teolytic enzymes  in  animals.  They  may  be 
produced  by  invading  microorganisms  or  by 
the  different  phages  of  the  reticuloendo- 
thelial system.  In  the  early  hours  and  even 
days  following  invasion  by  pathogens,  we 
may  have  very  little  specific  antibody  avail- 
able. At  this  time,  we  must  rely  on  certain 
auxiliary  mechanisms  to  hold  the  line  as  it 
were  until  enough  specific  antibody  can  be 
produced.  We  know  that  phagocytes  readily 
ingest  pathogens  when  they  are  coated  with 
specific  antibody,  but  we  have  little  knowl- 
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edge  about  what  happens  to  the  precious 
antibody  that  was  engulfed  along  with  the 
pathogen.  Is  it  possible  that  the  Fab  frag- 
ment is  extruded  by  the  phagocyte  so  that 
it  can  bind  to  another  pathogen?  We  know 
that  Fab  fragments  when  bound  to  antigens 
readily  attract  these  serum  agglutinators, 
and  we  also  know  that  the  serum  agglutina- 
tors can  restore  to  the  Fab  fragments  some 
of  the  original  biologic  competence.  Thus, 
it  is  possible  that  the  serum  agglutinators  are 
part  of  an  auxiliary  immune  mechanism 
whose  chief  role  is  in  early  infection  when 
there  is  little  specific  antibody. 

Now,  what  about  the  rheumatoid  fac- 
tors? These  macroglobulin  antibodies  will 
only  bind  to  the  intact  antibody.  They 


compete  with  complement  and  in  some  in- 
stances they  block  complement  fixation  and 
thereby  inhibit  the  destructive  effects  of 
complement  binding.  Although  most  of  us 
have  serum  agglutinators,  only  a few  of  us 
develop  rheumatoid  factor.  Serum  agglu- 
tinators are  not  significantly  elevated  in  in- 
dividuals producing  the  rheumatoid  factors, 
and  the  few  individuals  studied  with  very 
high  titers  of  agglutinators  did  not  develop 
rheumatoid  factors.  It  is  possible  that  both 
of  these  antibodies  act  as  auxiliary  factors  in 
immune  reactions  and  are  not  directly  re- 
lated to  pathogenesis. 


Medical  College  of  Virginia 
Richmond , Virginia  2)219 


A Word  to  the  Wise 

Our  attention  has  been  called  to  the  fact  that  some  physicians  leave 
prescription  pads  in  examining  rooms  and  other  places  where  they  are 
readily  accessible  to  patients  and  visitors.  The  possibility  that  these  pads 
can  be  converted  to  illegal  use  cannot  be  ignored. 

The  safeguarding  of  prescription  blanks  can  be  one  more — and  very 
effective — means  of  combating  the  drug  abuse  problem. 
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The  American  Semmelweis 


JOHN  CRAWFORD,  M.D. 
Virginia  Beach,  Virginia 


Dr.  Spencer’s  discoveries  were  not 
understood  by  hint  and  were  not 
passed  on  to  others.  They  had  to 
wait  for  rediscovery  in  another 
country  years  later  to  be  given  to 
the  world. 


Full  many  a gem  of  purest  ray  serene  the 
dark  unfathomed  caves  of  oceans  bear. 

Full  many  a flower  is  born  to  blush  un- 
seen and  waste  its  sweetness  on  the  desert 
air. — Thomas  Gray1 

SUCH  WAS  THE  LIFE  and  professional 
career  of  Dr.  Pitman  Clemens  Spencer. 
Although  he  has  moldered  in  the  grave  for 
over  a hundred  years  he  went  thereunto  not 
unwept  and  unmourned.  However  he  has 
lain  therein  unhonored  and  unsung. 

The  three  medical  greats  of  the  nineteenth 
century,  produced  by  our  Commonwealth, 
were  John  Peter  Mettauer,  Hunter  McGuire 
and  Walter  Reed.11'  Because  he  was  the  first, 
probably  by  over  thirty  years,  to  use  anti- 
septic surgery,  Dr.  Spencer  certainly  ranks 
with  this  group  of  celebrities.  To  preserve  a 
record  of  his  accomplishments  and  to  give 
him  due  credit  for  them  is  the  motivating 
reason  for  publishing  this  paper.  Except 
for  his  obituary  in  a long-dead  medical 
journal"  and  a rather  detailed  account  of  his 
surgical  technique  in  a book  that  hardly 
survived  its  first  edition'  he  would  be  lost 
to  posterity. 

Dr.  Spencer  was  born  July  28,  1793.  He 
was  the  second  son  of  Gideon  and  Catherine 
Spencer  of  Charlotte  County.  His  father, 


a Lieutenant  in  the  Army  during  the  Rev- 
olution, later  had  extensive  holdings  in  his 
home  county  and  became  one  of  its  leading 
citizens.  He  served  in  the  State  Legislature 
and  was  Colonel  of  the  Militia  at  the  time 
of  the  War  of  1812  for  which  he  volun- 
teered. His  mother  was  from  Essex  County 
and  was  the  daughter  of  Dr.  John  Clemens 
(or  Clements  as  it  was  also  spelled).  She 
must  have  exerted  a strong  influence  on  her 
family  as  both  her  sons  bore  her  maiden 
name  and  followed  in  her  father’s  profes- 
sional footsteps. 

Little  is  known  of  Dr.  Spencer’s  early  life. 
From  our  knowledge  of  the  economically 
depressed  years  of  that  era,  he  must  have 
known  much  hard  physical  work  and  few 
cultural  advantages.  What  education  he  ob- 
tained must  have  been  from  such  instructors 
as  the  more  affluent  families  could  hire  at 
uncertain  intervals.  One  of  these  was  John 
Holt  Rice,4  a Presbyterian  clergyman,  who 
had  a church  at  Cub  Creek  from  1804-14. 
Like  many  other  reverend  brothers  in  the 
religiously  dark  days  following  The  Dises- 
tablishment he  was  forced  to  supplement  his 
sacerdotal  stipend  with  the  wages  of  peda- 
gogical pursuits.  This  man  was  most  pro- 
gressive in  his  thinking  and  advocated  such 
things  as  the  abolition  of  slavery  and  a 
system  of  public  education  fifty  years  ahead 
of  others.  At  the  time  of  his  death  in  1831 
he  was  one  of  the  literary  giants  of  the  na- 
tion. Young  Spencer  attended  the  school 
conducted  by  Rice  during  this  period.  Such 
an  association  must  have  left  a permanently 
beneficial  influence  on  the  pupil. 

In  1810  Dr.  Spencer  began  to  study  medi- 
cine under  his  older  brother,  Mace,  who  was 
apparently  a well  established  physician  in 
their  home  county.  When  the  second  war 
with  England  started  he  volunteered  and 
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was  attached  to  the  5 th  Regiment  of  Vir- 
ginia Militia  as  a Surgeon’s  mate.'1  This  out- 
fit was  transferred  to  federal  service  and 
stationed  around  Norfolk.  Army  records 
reveal  a Pitman  C.  Spencer  who  served  as 
a private  in  the  4th  Regiment  and  was  from 
Monroe  County — now  West  Virginia.  He 
enlisted  on  July  14,  1814,  and  was  separated 
from  this  group  on  orders  on  October  31st. 
Coincident  with  this  date  the  name  appears 
on  the  rolls  of  the  5 th  Regiment  as  a Sur- 
geon’s mate.  If  these  two  are  the  same 
person  he  must  have  left  home  and  settled 
as  a physician  in  Monroe  County  which  was 
a frontier  community  and  a rich  farming 
section.  Economic  factors  of  this  period 
were  forcing  younger  sons  to  leave  for  what 
was  then  the  "Far  West”. 

Sanitary  conditions  and  camp  life  being 
what  they  were  at  this  time  he  must  have 
been  exposed  to  a wide  variety  of  xanthe- 
mata,  respiratory  infections  and  enteric  dis- 
eases plus  the  age  old  military  hazards  of 
sexual  indiscretions.  It  is  quite  likely  he 
was  involved  in  the  Battle  of  Craney  Island 
in  which  the  enemy  suffered  a bloody  and 
decisive  repulse.  His  formal  military  service 
terminated  February  22,  1815.  The  pay  of 
a private  in  those  days  was  eight  dollars  a 
month  and  that  of  a surgeon’s  mate  forty- 
five.  This  probable  transfer  from  the  infan- 
try was  duplicated  almost  fifty  years  later 
by  Dr.  J.  W.  Claiborne  who  wrote  Dr. 
Spencer’s  obituary.3  In  1861  he  enlisted  as 
a private  in  the  4th  Virginia  Battalion  and 
later  became  its  surgeon  when  a vacancy 
occurred. 

Dr.  Spencer  must  have  matured  a great 
deal  during  this  period  and  realized  that  an 
apprenticeship  was  no  way  to  learn  medi- 
cine. It  is  possible  the  general  economic  im- 
provement of  the  post  war  years  may  have 
been  beneficial  as  he  is  next  found  enrolled 
at  the  University  of  Pennsylvania  in  1815, 
or  1816.  He  received  his  M.D.  in  April 
1818/’  Not  only  was  Philadelphia  at  that 
time  one  of  the  most  advanced  seats  of  cul- 
ture in  the  Western  Hemisphere  but  this 


institution  of  learning  was  also  probably 
the  best  in  the  country.  Drs.  Wistar,  Chap- 
man, Physick  and  others  were  outstanding 
physicians  and  mere  contact  with  them 
would  do  much  to  add  a polished  finish  to 
a provincial  and  rustic  personality.  Follow- 
ing graduation  he  settled  in  Nottoway  Court 
House  in  practice  with  a Dr.  Archibald 
Campbell.  They  remained  close  friends  for 
the  rest  of  their  lives  even  though  they  sep- 
arated in  1827  when  Dr.  Spencer  went  to 
Europe  for  more  training  and  study.  What 
factors  influenced  him  in  this  decision  are 
unknown  but  it  can  be  assumed  he  realized 
his  limitations  and  was  ambitious  enough 
to  obtain  the  best  education  possible.  He 
spent  time  in  Fondon,  toured  Italy  and 
Switzerland  but  remained  most  of  this 
period  in  Paris  studying  under  Dupuytren, 
Civiale  and  Heurtelope.  The  last  two  devised 
the  lithotrite  and  acquired  an  international 
reputation  in  the  use  of  this  instrument  for 
crushing  vesical  calculi  via  the  urethra.  The 
first  of  these  was  one  of  the  great  surgeons 
of  this  era  and  was  then  at  his  clinical 
zenith.7  Dr.  Spencer  obviously  worked  hard 
and,  when  he  returned  to  the  United  States 
in  1830,  was  professionally  finished  and  a 
cultured  gentleman.  He  located  in  Peters- 
burg where  he  remained  for  the  rest  of  his 
life. 

Very  little  is  known  of  Dr.  Spencer’s  day- 
to-day  life  except  for  observations  of  a few 
intimate  friends  and  his  contributions  to 
medical  literature.  With  his  training  and 
talents  he  could  have  gained  admission  to 
any  of  the  better  academic  centers  then  ex- 
isting. Instead  he  chose  to  locate  in  a scien- 
tifically isolated  outpost.  He  probably  was 
homesick  and  may  have  had  friends  in  the 
area  dating  from  his  practice  in  a neighbor- 
ing county.  Also  Petersburg  was  thriving 
economically  being  the  financial  and  mer- 
cantile center  for  much  of  Southside.3 

If  Spencer  was  the  retiring  person  he 
seems  to  have  been  it  is  quite  likely  he  had 
a hard  time  becoming  professionally  estab- 
lished. Once  this  period  was  over  it  can  be 
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assumed  he  had  a flourishing  practice  and 
was  respected  by  his  colleagues.  The  first 
tangible  evidence  we  have  of  him  is  a report8 
dated  May  19,  1832,  in  which  he  used  his 
lithotrite  to  crush  a stone  weighing  one 
ounce,  that  had  been  present  for  five  years. 
The  outcome  was  very  successful  but  within 
eighteen  months  he  abandoned  this  mode  of 
therapy  for  surgical  removal  of  calculi  and 
apparently  never  returned  to  it.  He  un- 
doubtedly was  influenced  by  adverse  reports 
from  persons  whose  opinion  he  respected. 

In  September  1833  and  again  in  October 
183  5,  Dr.  Spencer  operated  upon  his  first 
two  cases  of  vesical  calculi.9  It  must  have 
been  a very  dark  period  as  these  were  the 
only  fatalities  he  ever  experienced  in  this 
type  of  surgery.  He  mentioned  in  his  re- 
port that  he  felt  he  had  not  given  them  the 
close  attention  he  thought  the  situation  de- 
manded. Both  apparently  had  been  operated 
upon  at  home  and  were  a great  distance 
from  Petersburg.  His  contemporary,  Dr. 
Luke  White/  must  have  been  a great  source 
of  comfort  and  reassurance.  This  man  was 
a great  humanitarian  and  was  beloved  by 
his  patients.  He  had  referred  both  of  these 
cases  to  Dr.  Spencer  and  continued  to  be 
his  ardent  supporter  until  his  death  many 
years  later.13  In  spite  of  these  misfortunes, 
Dr.  Spencer’s  true  worth  must  have  gained 
recognition  by  this  time.  From  thenceforth 
for  the  next  twenty-five  years  he  enjoyed 
tremendous  success  and  a growing  reputa- 
tion. 

Dr.  Spencer  is  not  heard  from  again  until 
January  9,  1844, 10  when  he  reported  the 
removal  of  a twelve  pound  benign  tumor 
from  a man’s  neck.  It  had  been  present  for 
thirty  years  and  no  one  else  had  the  courage 
to  attack  the  problem.  The  operating  time 
was  forty  minutes  and  required  removal  of 
the  lower  half  of  the  sternocleidomastoid 
muscle  and  exposure  of  the  carotid  artery 
throughout  much  of  its  course.  He  ligated 
several  vessels  and  must  have  left  the  sutures 
buried — catgut  being  many  years  away. 
This  is  his  first  and  only  reference  to  use 


of  creosote  in  his  surgery.  He  applied  it  to 
this  wound  as  a hemostatic  agent.  The  pa- 
tient did  splendidly  and  the  wound,  that 
had  been  closed  for  cosmetic  purposes, 
healed  by  primary  intention. 

In  185  0°  he  reported  the  results  of  his 
first  fifteen  lithotomies  and  except  for  the 
initial  two,  all  others  survived  and  did  well. 
He  cut  a major  artery  in  case  number  nine 
(probably  the  pudendal)  and  almost  lost 
the  patient.  However,  he  applied  digital 
compression  for  five  hours  and  controlled 
the  hemorrhage.  This  must  have  happened 
on  other  occasions  if  indirect  testimony  is 
to  be  believed.  However  it  never  seemed  to 
bother  him  again  as  it  appears  he  learned 
from  this  misfortune  how  to  handle  the 
complication.  He  entered  the  rectum  twice 
but  time  and  silver  nitrate  healed  the  fis- 
tulae.  He  must  have  recognized  that  uro- 
logical faeces,  like  their  obstetrical  counter- 
part, are  sterile.  He  operated  upon  the  first 
ten  cases  without  anesthesia  as  they  occurred 
prior  to  1846.  He  mentions  the  use  of 
chloroform  and  ether  by  18  50  but  must 
have  used  them  before  this.  A prominent 
surgeon  in  Richmond,  Dr.  Charles  Bell  Gib- 
son,10 introduced  these  agents  locally  shortly 
after  their  employment  in  Boston.  Dr. 
Spencer  probably  was  too  well  read  and 
knew  the  leaders  of  the  profession  intimately 
enough  to  keep  abreast  of  advances  in 
medicine. 

A patient  was  referred  to  Dr.  Spencer  in 
1846  because  of  amenorrhea  of  seven  years 
duration  resulting  from  occlusion  of  the 
lower  vagina  from  obstetrical  trauma.  He 
excised  the  cicatrix  successfully  as  evidenced 
by  a resumption  of  menstrual  flow  and  a 
subsequent  successful  delivery — reported  in 
185 1. 11 

In  18  5 51*  he  saw  in  consultation  a four- 
teen year  old  boy  with  empyema.  This  was 
successfully  drained  and  the  patient  made 
a complete  recovery. 

In  1 8 5 8 1 ; came  his  last  contribution  to 
medical  literature  in  which  he  described  all 
twenty-eight  lithotomies  he  had  done.  He 
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must  have  operated  upon  others  later  as  he 
was  now  widely  known  for  his  success  in  this 
field.  However  nothing  more  is  heard  of 
him  until  his  obituary  in  I860.' 

It  is  indeed  our  loss  that  we  do  not  know 
more  intimate  details  of  Dr.  Spencer’s  per- 
sonal life.  Who  among  us,  that  is  busily 
engaged  in  chasing  the  elusive  dollar,  expects 
to  be  remembered  by  posterity?  He  was  no 
different.  We  can  only  pass  judgment  on 
him  from  such  contributions  as  he  made  to 
medical  literature  or  from  the  plaudits  of 
his  contemporaries.  His  obituaryJ  by  Dr.  J. 
W.  Claiborne  leaves  no  doubt  that  he  was 
highly  esteemed  as  a person.  It  also  praises 
his  abilities  as  a diagnostician  and  a surgeon. 
He  performed  a wide  variety  of  procedures 
with  unusually  successful  results.  Certainly 
his  record  as  lithotomist  bears  this  out  as 
his  mortality  rate  was  unequaled  anywhere 
in  the  world  at  that  time,  or  for  another 
thirty  years.  Until  Dr.  Hunter  McGuire 
introduced  the  suprapubic  incision  in  1 8 8 8lt5 
all  bladder  surgery  was  done  through  the 
perineum  with  greater  hazard  to  the  patient. 

Dr.  Spencer  was  one  of  the  founders  of 
the  Petersburg  Faculty  of  Medicine  and 
once  its  president.11'  He  also  served  as  vice- 
president  of  The  Medical  Society  of  Virginia 
and  was  one  of  the  few  physicians  outside 
of  Richmond  to  attend  its  meetings — sel- 
dom being  absent.11’ 

Had  it  not  been  for  Dr.  John  Herbert 
Claiborne'1  we  would  have  no  insight  into 
the  secret  of  Dr.  Spencer’s  success.  The 
former  survived  the  latter  by  many  years 
and  lived  long  enough  to  be  able  to  explain 
his  accomplishments  in  the  light  of  modern 
medical  developments.  First  and  foremost 
he  got  his  patients  in  the  best  operative  con- 
dition possible  by  a generous  diet  and  plenty 
of  fluids.  Secondly,  he  put  them  at  physical 
and  mental  rest  with  large  doses  of  lauda- 
num and  scopolamine.  Thirdly,  he  used  soap 
and  water  freely  on  himself  and  the  opera- 
tive area.  Lastly,  and  most  important,  he 
applied  a mixture  of  alcohol  and  creosote 
to  his  hands,  his  instruments  and  the  surgical 


sight.  Modern  preoperative  care  has  little 
more  to  offer.  Postoperatively  he  avoided 
the  use  of  the  catheter  and  left  the  wound 
open  for  drainage.  He  kept  the  patient’s 
legs  strapped  together  to  promote  closure 
of  the  incision.  He  must  have  realized  that 
this  maneuver  avoided  trauma  to  the  ure- 
thra. Also  surgical  drainage  healed  infection 
and  reduced  edema  that  so  often  compli- 
cated the  efficiency  of  bladder  emptying. 
Medical  advances  have  revealed  that  many 
cases  of  lithiasis  complicate  obstructive 
uropathy  which  in  that  era  was  most  fre- 
quently undiagnosed.  Progress  has  since 
taught  us  that  once  vesical  evacuation  is 
improved  by  relief  of  infection  and  edema 
it  may  function  for  prolonged  periods  be- 
fore causing  serious  trouble  a second  time. 
Dr.  Spencer  must  have  realized  surgery 
helped  his  patient  in  this  respect  without 
knowing  why.  How  he  discovered  these 
basic  principles  and  when  he  started  to  use 
them  will  forever  remain  a mystery. 

From  our  meager  knowledge  of  Dr.  Spen- 
cer and  the  history  of  the  times  it  is  possible 
to  draw  certain  conclusions  about  these 
enigmas.  Basically  he  must  have  been  a 
man  of  better  than  average  intellect,  a good 
student  and  a keen  observer.  His  desire  to 
better  himself  medically  and  his  profes- 
sional success  amply  attest  to  this.  Anyone 
who  has  treated  a urological  patient  realizes 
there  is  a golden  hour  when  he  is  an  opti- 
mum operative  risk.  He  looks  and  feels 
better,  he  is  more  euphoric,  his  temperature 
is  down  and  his  pulse  is  slower.  Such  findings 
certainly  were  likely  obvious  to  a man  of 
his  diagnostic  abilities.  The  soothing  effect 
of  opiates  and  belladonna  alkaloids  on  fre- 
quency and  dysuria  must  have  been  equally 
as  evident. 

Even  as  late  as  18  50  America  was  a very 
dirty  place  inhabited  by  very  dirty  people, 
the  majority  of  whom  went  to  their  graves 
unwashed  and  frequently  unwiped.  The 
chinch-bug  was  accepted  as  a part  of  their 
way  of  being.  Certainly  Dr.  Spencer’s  life 
on  the  frontier  of  civilization  did  nothing 
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to  promote  a sense  of  cleanliness.  However 
some  persons  are  by  nature  perfectionists 
and  innately  clean.  He  undoubtedly  was  of 
such  a make-up.  Perhaps  his  stay  in  Phila- 
delphia or  Europe  introduced  him  to  soap 
and  water,  following  which  he  developed 
an  aversion  to  dirt  and  vermin.  This  must 
have  motivated  him  to  cleaning  his  patients. 

Creosote  was  discovered  in  183014  and  was 
quickly  recognized  as  the  agent  that  pre- 
served meats  when  they  were  smoked.  In 
a few  years  it  was  being  used  in  medicine  as 
an  anticoagulant.  By  1 8 4 5 1 ' it  was  reported 
that  those  wounds  so  treated  frequently 
failed  to  suppurate  and  healed  more  kindly. 
Such  an  observation  must  have  been  rec- 
ognized early  by  Dr.  Spencer.  Like  Lord 
Lister  a generation  later,  his  nose  must  have 
equated  the  putrefaction  of  meat  to  that  of 
operative  wounds  and  suggested  that  this 
new  chemical  might  be  beneficial  in  the  field 
of  surgery.  The  fact  that  he  did  not  lose 
another  case  of  bladder  stone  after  1 83  5 is 
evidence  that  he  could  have  used  it  by  that 
time.  Creosote  is  more  soluble  in  alcohol 
than  water  and  produces  a greater  concen- 
tration when  dissolved  therein.  Use  of  this 
mixture  seems  proof  that  Dr.  Spencer  rec- 
ognized the  value  of  increasing  the  potency 
of  the  drug  when  needed  as  an  antiseptic. 
Very  likely  he  found  out  the  hard  way  that 
the  aqueous  solution  was  a better  hemostatic. 

The  concept  of  contagion  had  been 
known  for  centuries  but  the  mode  of  trans- 
mission of  infection  was  a complete  enigma. 
Dr.  Holmes  emphasized  this  in  the  early 
1840’s  and  Semmelweis  shortly  thereafter 
discovered  that  physicians  were  the  offend- 
ing agents  in  the  majority  of  cases.  His 
use  of  chemical  sterilization  broke  the  cycle 
of  patient-doctor-patient. 

Dr.  Spencer  certainly  did  not  adopt  these 
principles  of  clean  surgery  suddenly  but 
must  have  developed  them  over  a period  of 
time  by  continued  study  and  observation  of 
patients.  It  is  highly  probable  that  he  ante- 
dated Semmelweis  and  Holmes  in  the  use 
of  antiseptic  measures — or  at  least,  he  could 


have  been  an  independent  co-discoverer.  By 
1844, 10  when  he  operated  upon  the  man 
with  the  huge  tumor  on  his  neck,  he  was 
a well  established  surgeon  who  was  known 
far  beyond  Petersburg  as  one  whose  patients 
survived  the  knife  in  an  age  when  this  was 
the  last  and  desperate  resort  to  the  cure  of 
human  ills.  Surely  sometime  between  183  5 
and  1844  he  developed  these  concepts  of 
what  are  now  good  surgical  procedures. 

Dr.  Spencer  surely  realized  that  his  prac- 
tice of  surgery  was  different  from  that  of 
his  contemporaries  and  that  he  was  em- 
inently more  successful  in  curing  his  pa- 
tients. If  this  be  the  case  why  did  he  not 
do  more  to  publicize  his  results?  This  can 
only  be  explained  on  the  basis  of  his  psychic 
make-up.  It  has  been  mentioned  that  he 
was  probably  a perfectionist  and  must  have 
been  shy  and  retiring.  The  fact  that  he 
never  married  emphasizes  this — even  though 
he  enjoyed  female  companionship  and  was 
socially  popular.  ’ This  is  borne  out  also  by 
his  limited  number  of  professional  friends. 
Among  all  his  local  fellow  physicians  his 
writings  seem  to  indicate  a constant  associa- 
tion with  a few  of  them.  These  gave  their 
loyal  support  while  the  remainder  appeared 
to  have  ignored  him.  It  is  also  possible  that 
he  was  familiar  with  the  opposition  encoun- 
tered within  the  profession  to  new  ideas 
introduced  by  Semmelweis  and  Marion  Sims. 
He  very  likely  was  cognizant  of  Mattauer’s 
success  in  treating  vesico-vaginal  fistulae 
and  McDowell’s  removal  of  ovarian  tumors. 
During  a span  of  thirty  years  he  could  have 
seen  a few  of  each  at  least.  If  this  be  true 
why  should  he  not  have  attempted  to  op- 
erate upon  them?  Possibly  prevailing  medi- 
cal principles  stifled  any  urge  to  attack 
these  problems.  He  always  believed  in 
laudable  pus  and  must  have  felt  abdominal 
surgery  contraindicated.  A person  who  is 
not  aggressive  by  nature  is  the  one  least 
likely  to  introduce  revolutionary  ideas. 
What  he  knew  and  did  well  and  what  he 
could  explain  in  the  knowledge  of  his  era 
made  him  as  bold  as  any.  However,  where 
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he  was  likely  to  encounter  opposition  and 
criticism  he  must  have  preferred  to  pursue 
the  tenor  of  his  own  way  in  an  unobtrusive 
manner. 

When  Dr.  Spencer  first  arrived  in  Peters- 
burg easy  communication  with  Farmville 
had  existed  for  many  years  as  a result  of 
canalization  of  the  Appomattox  River.  This 
was  facilitated  in  the  eighteen  forties  when 
the  Southside  Railroad  went  into  operation. 
At  this  time  Dr.  Mettauer  was  at  the  peak 
of  his  medical  career.  While  he  lacked  his 
competitor’s  formal  training  he  compen- 
sated for  this  by  hard  work  and  intensive 
study.  Furthermore  he  was  an  individualist 
and  very  likely  aggressive  and  domineering. 
Undoubtedly  professional  jealousy  existed 
and  although  there  is  no  proof  of  it  Dr. 
Mettauer  could  have  resented  another  sur- 
geon whose  morbidity  and  mortality  records 
may  have  been  better  than  his  own.  If  this 
theory  is  factual  it  is  very  easy  to  realize 
how  one  personality  could  have  dominated 
the  other  and  forced  Dr.  Spencer  to  hide 
his  light  under  a bushel. 

Fiis  contemporaries  recognized  him  as  an 
excellently  well-trained  and  accomplished 
surgeon  and  one  who  was  extremely  suc- 
cessful in  an  age  where  others  were  fre- 
quent failures.  However  because  of  the  lack 
of  medical  knowledge  and  scientific  insight 
he  and  they  were  unable  to  explain  his  suc- 
cess. Consequently  such  facts  as  he  discov- 
ered died  with  him  and  remained  unnoticed 
for  fifty  years.  If  he  had  been  able  to  pro- 
mulgate his  principles  many  thousands 
would  have  survived  in  the  debacle  that  fol- 
lowed fast  upon  his  death.  Had  circum- 
stances been  different  Petersburg,  and  not 
Edinburgh,  would  have  been  the  birthplace 


of  modern  surgery.  Like  his  Hungarian 
counterpart,  he  was  a prophet  without 
honor  in  his  own  generation. 
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The  Lethal  Effect  of  Relative  Humidity  on  Air- 
Borne  Bacteria  and  Viruses 

CHARLES  S.  SALE,  M.D. 

Norfolk,  Virginia 


The  survival  of  air-borne  bacteria 
and  viruses  increases  as  the  rela- 
tive humidity  falls  beloiv  about 
50°/0.  Local  resistance  to  infec- 
tion of  the  nasal  mucous  mem- 
brane also  appears  to  suffer  from 
excessive  dryness  of  inspired  air. 
Controlled  humidification  of  the 
air  in  living  spaces  may  prove  to 
be  an  important  aid  in  the  control 
of  air-borne  infections. 


"PREVENTION  of  respiratory  infections 
continues  to  be  one  of  the  major  health 
problems  of  our  time.  Numerous  attempts 
to  reduce  the  frequency  of  these  diseases 
have  been  discarded  with  the  passages  of 
the  years.  Immunization  against  viral  dis- 
eases has  been  most  encouraging  in  recent 
years.  Poliomyelitis  is  practically  a disease 
of  the  past.  Influenza  vaccination  has  proved 
to  be  quite  successful.  However,  at  times, 
certain  strains  have  been  prevalent  that  have 
not  been  covered  by  routine  immunization. 
The  common  cold  remains  the  most  fre- 
quent of  all  man’s  diseases.  Every  year  ad- 
ditional viruses  are  added  to  the  long  list 
of  agents  that  are  responsible  for  colds.  No 
practical  polyvalent  vaccine  has  yet  been 
found.  Air-borne  bacteria  and  viruses  exist 
in  a very  delicately  balanced  state.  Any 
disturbance  of  their  equilibrium  is  incom- 


patible with  the  complex  life  of  the  cell. 
The  purpose  of  this  paper  is  to  review  the 
findings  of  bacteriologists  and  virologists  re- 
garding the  effects  of  humidity  on  air-borne 
agents.  If  the  use  of  humidification  can 
break  the  chain  of  events  in  the  spread  of 
air-borne  bacteria  and  viruses  it  may  be  very 
beneficial  as  a method  of  preventive  medi- 
cine. 

For  centuries  man  has  considered  the  air 
in  his  environment  to  be  the  vehicle  of 
transmission  of  infectious  diseases.  Bac- 
teriology began  as  a science  when  Louis 
Pasteur  proposed  the  germ  theory  of  disease. 
In  1 8 6 1 1 he  published  his  historical  proof 
that  microscopic  germs  in  the  air  caused 
fermentation  and  putrefaction.  This  report 
resulted  in  the  universal  acceptance  of  air  as 
the  source  of  contagion.  Lister2  felt  micro- 
scopic organisms  floating  in  the  air  could 
contaminate  open  wounds  during  an  opera- 
tion causing  "putrefaction  or  sepsis”.  He 
markedly  reduced  the  rate  of  surgical  in- 
fections by  spraying  solutions  of  phenol  in 
the  air  of  the  operating  room.  This  was  the 
first  step  in  the  development  of  modern 
aseptic  surgical  technic  and  the  first  appli- 
cation of  preventive  medicine  using  the 
germ  theory  of  air-borne  disease.  Koch, ; in 
1882,  published  his  findings  of  a bacillus  as 
the  cause  of  tuberculosis.  Contagion  was 
assumed  to  be  respiratory  and  air-borne  due 
to  the  lesion  being  located  in  the  lungs. 
Koch  felt  the  bacillus  was  resistent  to  drying 
in  the  air.  He  concluded  the  transmission  of 
the  disease  was  in  small  dust  particles  float- 
ing in  the  air.  During  the  last  two  decades 
of  the  nineteenth  century  bacteriology  tech- 
nics developed  rapidly.  A large  number  of 
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bacterial  agents  were  demonstrated  as  the 
cause  of  specific  diseases.  However,  trans- 
mission by  various  routes  other  than  the  air 
was  recognized  for  many  of  these  diseases. 
The  interest  in  air  as  the  usual  route  of 
transmission  of  infection  diminished.  In 
1898  Flugge4  described  recovery  of  respira- 
tory organisms  on  culture  plates  within  a 
few  feet  of  infected  persons  coughing  or 
sneezing.  He  failed  to  recover  organisms 
several  feet  away.  Flugge  concluded  that  all 
organisms  quickly  settled  out  of  the  air  in 
a very  short  distance  from  the  source.  Be- 
cause of  his  conclusions  the  theory  of  air- 
borne transmission  of  infection  was  prac- 
tically abandoned  and  was  not  evaluated 
further  for  several  years. 

Iwanowski5  reported,  in  1892,  living 
agents  invisible  under  the  microscope  and 
capable  of  passage  through  filters  which 
would  retain  ordinary  bacteria.  These  fil- 
terable agents  were  found  to  be  the  cause 
of  tobacco-mosaic  disease.  Numerous  viruses 
affecting  man  have  been  discovered  in  this 
century.  Kruse'1  in  1914  and  Foster'  in 
1916  reported  filtered  agents  to  successfully 
transmit  colds  experimentally  in  man. 
Dochezs  used  filtrates  to  transmit  the  com- 
mon cold  to  chimpanzees  and  man  in  1930. 
Smith,1'  in  193  3,  recovered  influenza  A vi- 
ruses from  the  throat  washings  of  patients. 
In  1936  Smith  and  Stuart  Harris1"  demon- 
strated the  capability  of  influenza  A virus 
to  cause  an  attack  of  influenza  in  man  after 
its  passage  through  experimental  animals. 
Smorodintseff,"  in  1937,  used  intranasal 
inoculation  of  animal  cultured  influenza 
virus  to  infect  man. 

Droplets  and  Droplet  Nuclei 

In  193  5 Wells1"  reported  a simple  air  cen- 
trifuge instrument  to  quantitatively  meas- 
ure the  effect  of  bacteria  dispersed  as  fine 
droplets  in  the  air  of  a chamber  with  con- 
trolled atmosphere.  This  apparatus  allowed 
accurate  measurement  of  the  effect  of  phys- 
ical and  chemical  agents  on  the  viability  of 
air-borne  bacteria  in  the  environment.  The 


results  of  his  experiments  drastically  modi- 
fied the  views  of  bacteriologists  regarding 
the  inability  of  air  to  transmit  infectious 
agents.  Wells' " explained  droplets  expelled 
into  the  air  by  sneezing  or  coughing  as  be- 
ing variable  in  size.  They  leave  the  nose 
and  throat,  an  environment  of  100%  rela- 
tive humidity,  and  enter  the  atmosphere  of 
a room  which  has  a lower  relative  humidity. 
Large  droplets,  as  in  Flugge’s  experiments, 
are  larger  than  0.1,  mm.  They  rapidly  fall 
from  the  air  by  gravity  within  a short  dis- 
tance from  their  source.  Wells  described 
smaller  particles  as  droplet  nuclei.  He  was 
more  concerned  with  their  viability  in  air. 
In  a dry  atmosphere  they  fall  more  slowly 
due  to  their  smaller  size  and  the  rapid  evap- 
oration of  moisture  from  their  surfaces. 
After  evaporation  the  residue  of  the  droplet 
nuclei  remaining  is  so  small  they  float  and 
drift  in  the  air.  Wells  felt  their  physical 
status  comparable  to  a particle  of  smoke. 
Microorganisms  may  remain  viable  and  sus- 
pended in  dry  air  for  prolonged  periods  of 
time.  Buoyancy  of  the  air  accounts  for  wide 
dissemination  of  droplet  nuclei.  Ventilating 
currents  may  disperse  infected  nuclei 
throughout  an  entire  building.  The  dura- 
tion of  infectivity  and  the  distance  droplet 
nuclei  travel  suspended  in  air  depends  more 
on  the  viability  of  the  air-borne  organism 
than  on  the  rate  they  settle  out  of  the  air 
by  gravity. 

The  Effect  of  Relative  Humidity  on 
Air-Borne  Bacteria 

During  the  last  three  decades  many  studies 
have  been  reported  regarding  the  viability 
of  air-borne  bacteria  with  various  degrees 
of  relative  humidity.  The  initial  report  was 
by  Wells14  in  1937.  He  found  the  disappear- 
ance rate  of  B.  Coli  to  double  by  increasing 
the  relative  humidity  from  45  to  90  per- 
cent. Wells  felt  this  lethal  effect  of  hu- 
midity revealed  a factor  of  hygienic  sig- 
nificance. In  1944  DeOme1  ’ published  his 
experiments  with  S.  Pullorum.  He  reported 
the  death  rate  to  increase  as  the  relative 
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humidity  was  raised  from  15  percent  to  80 
percent.  He  felt  the  results  obtained  were 
due  to  lethal  effects  within  the  organisms 
rather  than  mechanical  removal  from  the 
air.  Dunklin  and  Puck16  studied  the  via- 
bility of  pneumococcus,  Type  1.  A very 
high  mortality  rate  was  observed  at  relative 
humidities  in  the  vicinity  of  50  percent. 
They  demonstrated  this  to  be  a true  lethal 
effect  rather  than  a manifestation  of  aerosol 
collision  process.  Cultures  of  hemolytic 
streptococcus,  group  C,  and  staphylococcus 
exhibited  the  same  general  survival  patterns 
to  relative  humidity.  They  felt  the  results 
were  significant  in  considering  certain  as- 
pects of  the  epidemiology  of  air-borne  in- 
fections. In  1960  Webb1*  reported  the  death 
rate  of  several  air-borne  bacteria  to  peak  at 
relative  humidities  of  60  to  65  percent.  He 
observed  the  killing  effect  to  be  due  to  the 
action  of  solutes  within  the  cell,  in  particu- 
lar NaCl.  McDade  and  Hall,1'  in  1963, 
found  a progressive  reduction  of  the  viable 
count  of  staphylococcus  aureus  with  relative 
humidity  between  5 3 and  59  percent.  They 
felt  there  is  a definite  relationship  between 
relative  humidity  and  the  death  rate  of 
staphylococci.  In  1964  McDade  and  Hall11' 
reported  acceleration  and  progressive  die- 
away  of  several  Gram-negative  bacteria 
with  relative  humidity  between  53%  and 
8 5%.  They  felt  the  environmental  humid- 
ity tends  to  exert  a pronounced  effect  on 
the  viability  of  Gram-negative  bacteria. 
Hatch  and  Dimmick2"  concluded  from  their 
experiments  in  1966  that  changes  in  rela- 
tive humidity  influence  subsequent  survival 
of  air-borne  bacteria.  They  stated  air  sterili- 
zation processes  might  lower  the  air  con- 
tamination of  public  places,  such  as  hos- 
pitals, schools,  institutions,  etc.  Wright,1’1  in 
1968  studied  the  survival  of  air-borne 
Mycoplasma  pneumoniae,  a frequent  cause 
of  pneumonia  in  children.  He  found  expo- 
sure to  relative  humidity  at  60  to  80  percent 
to  be  lethal.  Fewer  than  1%  of  the  organ- 
isms survived  after  a four  hour  exposure.  He 
felt  contagion  control  of  air-borne  infec- 

Volume  98,  January,  1971 


tions  should  be  possible  through  control  of 
relative  humidity  within  living  spaces. 

The  Effect  of  Relative  Humidity  on 
Air-Borne  Viruses 

In  1936  Wells  and  Brown2-  described  the 
initial  experiments  of  influenza  virus  sus- 
pensions atomized  in  an  air  chamber  for 
sampling  at  later  intervals.  The  virus  per- 
sisted in  the  air  up  to  one  hour.  Trillat  and 
Beauvillain,2  ’ in  1937,  infected  ferrets  with 
influenza  by  placing  them  in  an  atmosphere 
in  which  a suspension  of  the  virus  had  been 
atomized.  Infection  was  due  to  inhalation 
of  the  virus.  Edward,24  in  1943,  infected 
mice  with  both  the  P.R.  and  W.S.  strains 
of  influenza  in  the  same  manner.  He  found 
dry  air  in  the  chamber  to  allow  a superior 
persistence  of  infective  nuclei  carrying  in- 
fluenza virus  when  compared  to  humid  air. 
In  1943  Loosli2’  reported  the  rapid  disap- 
pearance of  influenza  A virus  with  gradual 
elevation  of  relative  humidity.  He  found 
the  duration  of  infectivity  of  the  virus  to 
be  greatest  at  low  humidity  and  much  less 
at  higher  humidities.  He  felt  these  observa- 
tions have  an  important  bearing  on  the 
spread  of  infectious  agents  by  the  aerial 
route.  Lester,21'  in  1948,  confirmed  the  re- 
sults obtained  by  Loosli.  He  concluded  that 
relative  humidity  may  constitute  one  of  the 
most  important  factors  in  determining  the 
survival  of  respiratory  pathogens  issuing 
from  an  infected  host.  In  1959  Kingdon2' 
studied  the  effect  of  relative  humidity  on 
influenza  virus.  He  felt  influenza  virus 
could  survive  for  long  periods  indoors,  es- 
pecially during  the  winter  heating  season. 
Hemmes2'  determined  the  death-rate  for 
influenza  and  poliomyelitis  viruses  in  various 
ranges  of  relative  humidity.  Influenza  virus 
was  found  to  have  a high  death  rate  at  5 0 
to  90  percent  humidity.  In  the  range  of  15 
to  40  percent  relative  humidity  there  was 
a very  low  death  rate.  The  reverse  was  true 
for  poliomyelitis  virus.  Inactivation  was 
very  slow  at  high  relative  humidity  and  very 
fast  at  low  readings.  Influenza  is  generally  a 
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disease  of  winter  when  the  indoor  heating 
of  the  air  results  in  low  relative  humidity. 
In  the  past  polio  usually  occurred  during 
warm  summer  months  when  the  relative 
humidity  was  optimal  for  survival  of  the 
virus.  Hemmes  felt  the  indoor  relative  hu- 
midity to  be  an  important  environmental 
factor  in  the  seasonal  occurrence  of  these 
two  virus  diseases.  Harper,'”  in  1961,  tested 
the  survival  of  air-borne  particles  of  vac- 
cinia, influenza,  Venezuelan  equine  enceph- 
alomyelitis and  poliomyelitis.  He  demon- 
strated poliomyelitis  virus  to  survive  best  at 
high  relative  humidity.  The  other  three 
viruses  survived  best  at  low  relative  humidi- 
ties. He  stated  air-borne  viral  particles  re- 
main viable  in  the  air  for  a considerable  time 
in  favorable  conditions.  In  1964  Dejong 
and  Winkler5"  examined  the  survival  of 
measles  virus  (Edmonston  strain)  at  room 
temperature  with  varying  degrees  of  rela- 
tive humidity.  It  was  shown  that  virus 
survival  was  markedly  dependent  on  relative 
humidity.  Survival  was  good  at  low  rela- 
tive humidity.  Virus  decay  increased  quickly 
in  the  range  of  50-70  percent  relative  hu- 
midity. They  suggested  that  relative  hu- 
midity indoors  might  be  an  important  factor 
in  the  seasonal  variation  of  measles.  Won 
and  Ross31  demonstrated  an  abrupt  loss  of 
viable  Pasteurella  pestis  organisms  in  aerosols 
exposed  to  atmosphere  of  high  relative  hu- 
midity (65  and  85%).  At  low  humidities 
(20  to  50%)  the  contaminated  cloud  ex- 
hibited a slower  biological  decay.  Studies  by 
Akers,  ' in  1966,  demonstrated  three  strains 
of  Columbia  SK  (col-SK)  viruses  to  have 
rapid  virus  inactivation  within  the  relative 
humidity  range  of  40  to  60  percent.  In 
1967  Songer"'  reported  the  results  of  sur- 
vival of  Newcastle  disease  virus  (NDV), 
infectious  bovine  rhinotracheitis  virus 
(IBR),  Vesicular  stomatitis  virus  (VSV), 
and  E.  Coli  Bacteriophage  T3  (T3  phage) 
in  different  levels  of  relative  humidity.  All 
viruses  tested  survived  better  at  10  percent 
than  at  3 5 percent  relative  humidity. 
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Discussion 

Whenever  a person  sneezes  or  coughs 
thousands  of  airborne  droplet  nuclei  may 
remain  suspended  in  a dry  atmosphere.  When 
several  persons  occupy  an  enclosed  space  the 
exchange  of  bacteria  and  viruses  is  inevit- 
able. In  good  health  the  nose  is  extremely 
efficient  in  controlling  the  temperature  and 
humidity  of  inspired  air.  It  also  removes 
foreign  particles  from  the  air.  The  respira- 
tory mucosa  is  covered  by  a continuous 
mucous  blanket.  Foreign  substances  become 
adherent  to  the  mucus  which  is  continuously 
being  moved  along  by  ciliary  action  to  the 
pharynx.  Nasal  mucus  is  also  capable  of 
destroying  bacteria  and  viruses  which  are 
implanted  on  or  enter  its  substance.  In  1922 
Fleming34  described  the  presence  of  lyso- 
zyme in  the  mucus.  Lysozyme  is  a bac- 
teriocidal proteolytic  enzyme.  Burnet"’  in 
1939  reported  a virus  inactivating  agent 
(VIA)  in  the  normal  mucous  secretion  of 
the  nose.  It  is  capable  of  inactivating  the 
virus  of  influenza  and  certain  other  respira- 
tory viruses.  He  felt  VIA  to  be  an  enzyme 
distinct  from  lysozyme.  Frances3''  reported 
in  1940  a substance  existing  in  nasal  secre- 
tions capable  of  inactivating  relatively  large 
amounts  of  influenza  virus.  In  1943  Fran- 
ces3, also  demonstrated  that  subcutaneous 
influenza  virus  vaccination  increases  the 
capacity  of  nasal  secretions  to  inactive  in- 
fluenza virus. 

Maintaining  the  normal  physiological 
function  of  the  respiratory  mucous  mem- 
brane for  each  individual  patient  will  assist 
in  the  prevention  of  air-borne  respiratory 
infectious  disease.  The  nasal  mucosa  may 
become  sensitized  by  repeated  exposure  to 
dust,  pollen,  and  other  allergic  antigens  in 
the  environment.  The  nasal  membrane  can 
become  one  of  the  main  shock  tissues  of  the 
body  for  allergic  symptoms.  Patients  with 
allergic  tendencies  are  much  more  suscept- 
ible to  respiratory  membrane  changes  than 
normal  persons.  After  allergic  sensitivity 
develops  in  the  nasal  mucosa  it  may  then 
react  to  antigen  exposure  in  such  a way  as 
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to  resemble  and  be  confused  with  the  mu- 
cosal reaction  to  a bacterial  or  virus  invasion. 
In  allergic  rhinitis  the  nasal  mucosa  is  highly 
susceptible  to  secondary  infection  by  the 
common  respiratory  viruses  and  bacteria. 
Allergic  children  have  ordinary  colds  more 
frequently  than  non-allergic  children.  Al- 
lergy must  be  strongly  considered  with  any 
patient  who  is  unusually  susceptible  to  head 
colds.  The  use  of  antihistamines  to  obtain 
allergy  control  in  milder  cases  and  antigen 
desensitization  by  an  allergist  in  the  more 
difficult  cases  is  of  paramount  importance. 

With  the  onset  of  cool  weather  each  fall 
the  windows  are  closed  and  furnace  heat  is 
turned  on.  The  relative  humidity  content 
of  our  surroundings  practically  vanishes 
after  long  periods  of  overheating.  Dry  air 
thickens  the  mucus  and  reduces  ciliary  mo- 
tion. Excessive  dry  air  will  cause  marked 
destruction  of  the  cilia  and  columnar  cells. 
The  dry  mucous  membrane  then  becomes 
permeable  to  infection.  The  majority  of 
ear,  nose,  and  throat  problems  during  the 
winter  months  are  probably  the  result  of 
physiological  failure  of  the  mucous  mem- 
brane. In  our  modern  heating  systems 
humidification  of  the  warm  air  during  the 
winter  seasons  has  been  considered  only  in 
recent  years.38,39,40  Practical  and  inexpensive 
humidification  equipment  is  now  available 
to  the  public.  The  author41 4J  has  found 
humidity  control  to  be  an  excellent  aid  in 
assisting  patients  to  be  less  susceptible  to 
respiratory  infections.  The  application  of 
the  principle  of  humidification,  as  illustrated 
by  the  foregoing  experiments,  could  be  part 
of  the  answer  to  reduce  the  incidence  of 
these  conditions.  In  the  future  years  humi- 
dification of  public  buildings  and  homes, 
especially  where  young  children  are  present, 
will  prove  or  disprove  this  hypothesis. 

References 

1.  Pasteur,  L.:  Memoire  sur  Les  Corpuscules  Organi- 
sees  Qui  Exitent  dans  L’Atmosphere,  Examen 
de  la  Doctrine  des  Generations  Spontan.  Ann. 
Sc.  Naturelles,  Partie  Zoologique  16:  5,  1861. 


2.  Lister,  J.  B.:  "Lister  and  Ligature”.  New  Bruns- 
wick, Johnson  and  Johnson,  1925. 

3.  Koch,  R.:  Die  Aetiologie  der  Tuberculose.  Ber- 

liner Klin.  Wschr.  19:  221,  1882. 

4.  Flugge,  C.:  Die  Verbreitung  der  Phthise  Durch 

Staubformiges  Sputum  und  Husten  Verspizte 
Tropfeden  Ztschr.  of  Hyg.  u.  Infektionskr. 
30:  107,  1898. 

5.  Iwanowski,  D.:  Uber  die  Mosaikkrankheit  der 

Tabakspflange.  Bull.  Acad.  Imp.  Sci.  3:  67, 
1892. 

6.  Kruse,  W.:  Die  Erreger  von  Husten  und  Schnup- 

fen.  Munch.  Med.  Wchnschr.  61:  1547,  1914. 

7.  Foster,  G.  B.,  Jr.:  The  Etiology  of  Common 

Colds.  The  Probable  Role  of  a Filterable 
Virus  as  the  Causative  Factor.  J.A.M.A.  66: 
1180,  1916. 

8.  Dochez,  A.  R.,  Shibley,  G.  S.,  and  Mills,  K.  C.: 

Studies  in  the  Common  Cold.  IV.  J.  Exper. 
Med.  52:  701,  1930. 

9.  Smith,  W.,  Andrews,  C.  H.  and  Laidlaw,  P.  P.: 

A Virus  Obtained  from  Influenza  Patients. 
Lancet  2:  66,  1933. 

10.  Smith,  W.  and  Stuart-Harris,  C.  H.:  Influenza 

Infection  of  Man  from  the  Ferret.  Lancet  2: 
121, 1936. 

11.  Smorodintseff,  A.  A.,  Tuskinsky,  M.D.,  Droby- 

shevskaya,  A.  I.,  Korovin,  A.  A.  and  Osetroff, 
A.  I.:  Investigations  on  Volunteers  Infected 
with  the  Influenza  Virus.  Am.  J.  Med.  Sci. 
194:  159,  1937. 

12.  Wells,  W.  F.:  Apparatus  for  Study  of  the  Bac- 

terial Behavior  of  Air.  Am.  J.  Pub.  Health 
23:  58,  1935. 

13.  Wells,  W.  F.:  On  Air-Borne  Infection:  11.  Drop- 

lets and  Droplet  Nuclei.  Am.  J.  Hyg.  20: 
611,  1934. 

14.  Wells,  W.  F.,  and  Riley,  E.  C.:  An  Investigation 

of  the  Bacterial  Contamination  of  the  Air  of 
Textile  Mills  with  Special  Reference  to  the 
Influence  of  Artificial  Humidification.  J. 
Indus.  Hyg.  & Tox.  19:  514,  1937. 

15.  DeOme,  K.  B.:  The  Effect  of  Temperature,  Hu- 

midity, and  Glycol  Vapor  on  the  Viability  of 
Air-Borne  Bacteria.  Am.  J.  Hyg.  40:  239, 
1944. 

16.  Dunklin,  E.  W.  and  Puck,  T.  T.:  The  Lethal 

Effect  of  Relative  Humidity  on  Air-Borne 
Bacteria.  J.  Exper.  Med.  87:  87,  1948. 

17.  Webb,  S.  J.:  Factors  Affecting  the  Viability  of 

Airborne  Bacteria.  11.  The  Affect  of  Chem- 
ical Additives  on  the  Behavior  of  Airborne 
Cells.  Canadian  J.  Microbiol.  6:  71,  1960. 

18.  McDade,  J.  J.  and  Hall,  L.  B.:  Survival  of 

Staphylococcus  Aureus  in  the  Environment. 
Am.  j.  Hyg.  78:  330,  1963. 

19.  McDade,  J.  J.  and  Hall,  L.  B.:  Survival  of  Gram- 

Negative  Bacteria  in  the  Environment.  Am. 
J.  Hyg.  80:  192,  1964. 

20.  Hatch,  M.  T.  and  Dimmick,  R.  L.:  Physiological 

Responses  of  Airborne  Bacteria  to  Shifts  in 
Relative  Humidity.  Bact.  Rev.  30:  597,  1966. 


Volume  98,  January,  1971 


23 


21.  Wright,  D.  N.,  Bailey,  G.  D.  and  Hatch,  M.  T.: 

Role  of  Relative  Humidity  in  the  Survival  of 
Airborne  Mycoplasma  Pneumoniae.  J.  Bact. 
95:  251, 1968. 

22.  Wells,  W.  F.,  and  Brown,  H.  W.:  Am.  J.  Hyg. 

24:  407,  1936. 

23.  Trillat,  A.  and  Beauvillain,  A.:  C.  R.  Acad.  Sci., 

Paris,  205;  1 186,  1937. 

24.  Edward,  D.  G.,  Elford,  W.  J.  and  Laidlaw,  P.: 

Studies  on  Airborne  Infections.  J.  Hyg.  43: 
1,  1943. 

25.  Loosli,  C.  G.,  Lemon,  H.  M.,  Robertson,  O.  H. 

and  Appel,  E.:  Experimental  Air-borne  In- 
fluenza Infection.  Proc.  Soc.  Exper.  Biol.  Med. 
53:  205, 1943. 

26.  Lester,  W.  B.,  Jr.:  The  Influence  of  Relative 

Humidity  on  the  Infectivity  of  Air-Borne 
Influenza  A Virus  (PR8  Strain).  J.  Exper. 
Med.  88:  361,  1948. 

27.  Kingdon,  K.  H.:  Relative  Humidity  and  Air- 

Borne  Infections.  Am.  Rev.  Resp.  Dis.  81: 
504, 1959. 

28.  Hemmes,  J.  H.,  Winkler,  K.  C.,  Kool,  S.  M.: 

Virus  Survival  as  a Seasonal  Factor  in  In- 
fluenza and  Poliomyelitis.  Nature  188:  430, 
1960. 

29.  Hirper,  G.  J.,  Airborne  Micro-Organisms:  Sur- 

vival Tests  with  Four  Viruses.  J.  Hyg.  59: 
479,  1961. 

30.  Dejong,  J.  G.  and  Winkler,  K.  C.:  Survival  of 

Measles  Virus  in  Air.  Nature  201:  1054, 
1964. 

31.  Won,  W.  D.  and  Ross,  H.  R.:  Effect  of  Diluent 

and  Relative  Humidity  on  Apparent  Viability 
of  Airborne  Pasteurella  Pestis.  App.  Microb. 
14:  742,  1966. 

32.  Akers,  T.  G.,  Bond,  S.  B.  and  Goldberg,  L.  J.: 

Effect  of  Temperature  and  Relative  Humidity 


on  Survival  of  Airborne  Columbia  SK  Group 
Viruses.  Appl.  Microb.  1 5:  3 5,  1967. 

33.  Songer,  J.  R.:  Influence  of  Relative  Humidity 

on  the  Survival  of  Some  Airborne  Viruses. 
Appl.  Microb.  1 5:  3 5,  1967. 

34.  Fleming,  A.:  Observations  on  a Bacteriolytic 

Substance  ("Lysozyme”)  Found  in  Secretions 
and  Tissues.  British  J.  Exper.  Path.  3:  2 52, 
1922. 

3 5.  Burnet,  F.  M.,  Lush,  D.  and  Jackson,  A.  V.:  A 
Virus-Inactivating  Agent  from  Human  Nasal 
Secretion.  British  J.  Exper.  Path.  20:  377, 
1939. 

36.  Frances,  T.,  Jr.:  The  Inactivation  of  Epidemic 

Influenza  Virus  by  Nasal  Secretions  of  Hu- 
man Individuals.  Science  91:  198,  1940. 

37.  Frances,  T.,  Jr.,  Pearson,  H.  E.  and  Brown,  P. 

M.:  The  Effect  of  Subcutaneous  Vaccination 
with  Influenza  Virus  upon  the  Virus-Inacti- 
vating Capacity  of  Nasal  Secretions.  Am.  J. 
Hyg.  37:  294,  1943. 

38.  Proetz,  A.  W.:  Humidity,  A Problem  in  Air- 

conditioning.  Ann.  Otol.  65:  376,  384,  1956. 

39.  Cramer,  Irving  I.:  Heat  and  Moisture  Exchange 

of  Respiratory  Mucous  Membrane.  Ann.  Otol. 
66:  327-343,  1957. 

40.  Cramer,  Irving  I.:  Atmospheric  Moisture  Con- 

tent and  Respiratory  Mucous  Membrane.  Ann. 
Allergy  24:  5 52-5  54,  1966. 

41.  Sale,  C.  S.:  Reducing  Upper  Respiratory  Infec- 

tions by  Allergy  Control  and  Humidity  Con- 
trol. Virginia  M.  Monthly  96:  368,  1969. 

42.  Sale,  C.  S.:  Control  of  Allergy  and  Humidity  in 
Secretory  Otitis  Media  of  Children.  Southern  M. 
J.  63:  1042, 1970. 


610  Medical  Tower 
Norfolk,  Virginia  2)507 


24 


Virginia  Medical  Monthly 


Intraspinal  Neurilemmomas  Simulating  Lumbar 
Disc  Disease 


Although  lumbar  disc  disease  is 
often  the  cause  of  loir  back  pain , 
many  other  conditions  must  be 
considered.  Among  the  less  fre- 
quently seen  causes  are  intra- 
spinal neurilemmomas  which  are 
discussed  here.  Four  cases  are  re- 
ported. 

ANAGEMENT  OF  PATIENTS  hav- 
ing low  back  pain  is  a problem  con- 
cerning most  practicing  physicians.  When 
low  back  pain  is  associated  with  pain  radiat- 
ing into  the  lower  extremities,  especially 
when  sensory  disturbances,  weakness,  or 
diminution  of  reflex  activity  accompany 
such  pain,  herniation  of  an  intervertebral 
disc  is  usually  suspected  and  frequently  ac- 
counts for  the  clinical  findings.  Realizing, 
however,  that  such  findings  may  be  caused 
by  disease  of  lumbar  or  sacral  nerve  roots 
at  any  level  from  their  origins  in  the  caudal 
end  of  the  spinal  cord  to  their  terminations 
as  peripheral  nerves,  makes  the  differential 
diagnosis  more  extensive.  Attention  is  di- 
rected to  the  occurrence  of  intraspinal  neu- 
rilemmomas simulating  lumbar  disc  disease 
to  emphasize  the  necessity  of  careful  neuro- 
logic evaluation  of  patients  having  lumbar 
pain,  and  to  demonstrate  the  value  as  well 
as  the  hazards  of  myelography  in  patients 
having  neurologic  abnormalities.  The  lesions 
when  recognized  are  usually  curable,  and 
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when  unrecognized  or  improperly  managed 
may  cause  profound  neurologic  deficit, 
often  paraplegia. 

The  four  cases  to  follow  demonstrate  the 
variety  of  the  lesions,  certain  clinical  fea- 
tures of  the  tumor  which  may  suggest  their 
presence,  the  myelographic  appearance  of 
such  lesions,  and  the  mechanisms  by  which 
they  may  obstruct  the  spinal  canal  and  in- 
crease neurologic  deficit  following  spinal 
puncture  or  myelography. 

Case  Presentations 

Case  1.  K.  H.  ( UVH  No.  568911),  a 45 
year-old  female  was  admitted  to  the  Neu- 
rosurgical Service  of  the  University  of  Vir- 
ginia Hospital  in  November,  1966,  because 
of  a four  year  history  of  intermittent  pain 
in  the  low  back  and  right  leg.  She  described 
her  discomfort  as  an  aching  pain  in  the 
right  hip  and  posterolateral  aspect  of  the 
thigh  and  leg.  The  pain  was  not  affected  by 
coughing  or  sneezing  and  was  aggravated 
by  bed  rest.  Her  pain  was  relieved  when  she 
walked.  Sciatic  stretching  maneuvers  pro- 
duced pain  in  the  right  thigh;  however,  no 
motor,  sensory  or  reflex  abnormalities  were 
noted.  Radiographs  of  the  lumbar  spine 
were  normal.  The  protein  concentration  of 
the  cerebrospinal  fluid  was  111  mg'T. 

A clinical  diagnosis  of  herniated  nucleus 
pulposus  at  L-4  was  made  prior  to  and  after 
myelography  (Fig.  l)  which  showed  a filling 
defect  in  the  dye  column  between  the  4th 
and  5th  lumbar  vertebrae.  This  defect  was 
thought  to  be  a herniated  disc  compressing 
the  right  fifth  lumbar  nerve  root.  At  op- 
eration, however,  the  intervertebral  disc 
appeared  normal,  and  a tumor  of  the  nerve 
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root  was  recognized.  Total  removal  of  the 
tumor  was  accomplished  by  gentle  dissec- 
tion of  the  mass  from  the  surrounding  in- 


Fig.  1.  Postero-anterior  view  of  the  lumbar  myelogram 
(Case  1)  shows  a filling  defect  entirely  consistent 
with  a herniated  intervertebral  disc  at  the  L-4  level. 
The  defect  is  caused  by  a neurilemmoma  distally  placed 
on  the  nerve  root. 

tradural  rootlets.  A pathologic  diagnosis  of 
neurilemmoma  confirmed  the  operative 
findings. 

Case  2.  A.  A.  ( UVH  No.  >77752),  a 34 
year-old  male  was  admitted  to  the  Neuro- 
surgical Service  of  the  University  of  Vir- 
ginia in  April,  1967,  after  a myelogram, 
made  at  another  hospital,  demonstrated  a 
complete  block  of  the  spinal  canal  at  the 
level  of  the  second  lumbar  vertebra  (Fig. 
2).  The  patient’s  complaints  of  pain  in  the 
low  back  and  right  leg  were  unusual  in  that 
they  were  not  only  made  worse  by  cough- 
ing and  sneezing,  but  also  by  lying  down. 
His  right  Achilles  reflex  was  diminished  and 
he  had  an  area  of  hypalgesia  on  the  lateral 
aspect  of  his  leg.  Prior  to  myelography,  he 
was  thought  to  have  a herniated  disc  at  L-5. 
The  cerebrospinal  fluid  protein  was  1120 
mg%. 


Immediately  after  admission,  he  had 
laminectomies  on  the  1st,  2nd  and  3rd  lum- 
bar vertebrae  with  total  removal  of  an  in- 


Fig.  2.  Postero-anterior  view  of  the  lumbar  myelogram 
(Case  2)  demonstrates  a complete  block  of  the  spinal 
canal  at  L-2  due  to  an  intradural  mass.  No  dye  flows 
above  the  tumor. 

traspinal  neurilemmoma.  His  postoperative 
course  was  uncomplicated,  and  he  was  dis- 
charged without  pain.  His  right  Achilles 
reflex  was  absent,  and  a hypalgesia  in  the 
first  sacral  dermatome  was  present,  but  he 
had  no  functionally  significant  weakness. 

Case  3.  /.  /.  ( CAB  No.  112704),  a 33 
year-old  man  was  air-evacuated  to  USAF 
Hospital,  Clark  Air  Base,  Philippines,  in 
November,  1968,  for  evaluation  of  back 
pain.  His  lumbar  pain  occasionally  radiated 
into  his  left  buttock  and  testicle,  and  cu- 
riously was  made  worse  by  the  application 
of  a heating  pad  to  his  back  but  not  by 
coughing  or  sneezing.  Neurologic  examina- 
tion disclosed  absence  of  the  left  Achilles 
reflex  but  no  motor  or  sensory  deficit.  Ra- 
diographs of  the  lumbar  spine  were  normal. 
The  cerebrospinal  fluid  protein  concentra- 
tion was  38  mg%. 

A clinical  diagnosis  of  herniated  lumbar 
disc  was  considered  most  likely,  and  after 
a course  of  conservative  treatment  without 
improvement,  a lumbar  myelogram  was 
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made.  The  myelogram  (Fig.  3)  showed  a 
mass  lesion  at  the  level  of  the  2nd  lumbar 
vertebra.  Immediate  laminectomy  of  the 


Fig.  3.  Postero-anterior  view  of  the  lumbar  myelogram 
(Case  3)  shows  the  lower  end  of  a tumor  at  L-2.  This 
view  was  made  with  the  patient  in  the  head-down  posi- 
tion at  which  time  the  lower  end  of  the  tumor  is  seen 
at  the  upper  middle  part  of  the  L-2  vertebral  body.  The 
twelfth  rib  is  shown  as  a landmark. 

1st,  2nd  and  3rd  lumbar  vertebrae  allowed 
total  removal  of  a lobulated  intraspinal 
neurilemmoma.  Very  slight  weakness  of  the 
left  anterior  tibial  and  extensor  hallucis 
longus  was  present  postoperatively,  but  no 
sensory  deficit  could  be  demonstrated.  The 
left  Achilles  reflex  remained  absent. 

Case  4.  K.  B.  ( WPAFB  No.  188661),  a 
3 5 year-old  male  was  referred  to  the  Neu- 
rosurgical Service,  USAF  Flospital,  Wright- 
Patterson  Air  Force  Base,  Ohio,  in  April, 
1969,  for  treatment  of  chronic  low  back 
and  right  hip  pain.  He  had  had  exacerba- 
tions of  pain  for  eight  years,  severe  enough 
to  necessitate  admission  to  a hospital  six 
times  for  treatment.  Various  forms  of  con- 
servative treatment,  including  bed  rest  and 
traction,  offered  temporary  relief,  but  re- 


currences were  easily  brought  on  by  bending 
or  straining.  His  pain  was  increased  by 
coughing  or  sneezing  and  was  improved  by 
bed  rest.  Sciatic  stretching  maneuvers  pro- 
duced pain  in  the  right  buttock  and  pos- 
terior thigh,  but  his  neurologic  examination 
was  repeatedly  normal.  Radiographs  of  his 
lumbar  spine  showed  narrowing  of  the  space 
between  the  4th  and  5 th  lumbar  vertebrae. 
The  protein  concentration  of  the  cerebro- 
spinal fluid  was  48  mg%. 

Because  of  the  chronicity  of  the  patient’s 
problem  and  the  narrowed  intervertebral 
space,  a clinical  diagnosis  of  a central  to 
right-sided  herniated  4th  lumbar  disc  was 
made.  A lumbar  myelogram  did,  indeed, 
confirm  the  clinical  diagnosis,  but  when  the 
contrast  material  was  allowed  to  flow  ros- 
trally  in  the  subarachnoid  space,  an  intra- 
dural filling  defect  was  seen  (Fig.  4).  At 
operation,  a herniated  disc  was  removed  at 
L-4  and  the  intraspinal  neurilemmoma  was 
also  excised.  Postoperatively  the  patient  had 
barely  detectable  weakness  of  the  right  an- 
terior tibial  and  the  extensor  hallucis  longus 
muscles  and  a hypalgesia  in  the  5 th  lumbar 
dermatome.  His  pain  subsided  and  he  was 
able  to  return  to  duty.  Two  months  later 
his  neurologic  examination  was  normal. 


Discussion 

Neurilemmomas,  or  Schwannomas  as  they 
are  sometimes  called,  are  benign,  smoothly 
encapsulated  tumors  which  may  occur  on 
nerve  roots  at  any  level  of  the  craniospinal 
axis.  They  occur  most  frequently  in  the 
thoracic  region  of  the  spinal  canal,  where 
they  produce  the  signs  and  symptoms  of  a 
myelopathy,  due  to  compression  of  the 
spinal  cord.  In  the  lumbar  region,  neurilem- 
momas may  produce  symptoms  and  signs 
localized  to  the  root  from  which  they  arise, 
or  the  larger  tumors  may  cause  compression 
of  the  entire  cauda  equina  causing  para- 
paresis and  loss  of  bowel  and  bladder  func- 
tion. Almost  all  of  these  tumors  arise  from 
the  sensory  portions  of  the  roots. 


Volume  98,  January,  1971 


27 


All  of  the  patients  in  this  group  had  a 
primary  complaint  of  low  back  pain.  In 


two  of  the  patients,  the  pain  was  made 
worse  by  lying  down  and  relieved  by  walk- 
ing. One  patient  had  no  relief  from,  and 
indeed  was  made  worse  by,  heat  applied  to 
the  back.  These  unusual  historical  findings 
may  well  be  clues  to  the  presence  of  an 
intraspinal  tumor  rather  than  discogenic 
disease.  Only  one  patient  had  a history  typi- 
cal for  lumbar  disc  disease;  he  indeed  had  a 
large  herniated  lumbar  disc  which  undoubt- 
edly was  symptomatic,  and  the  small  neu- 
rilemmoma was  an  incidental  finding  on  the 
myelogram.  Generally,  some  neurologic  ab- 
normality is  present.  There  may  be  diminu- 


tion of  a patellar  or  Achilles  reflex  and  more 
commonly  in  smaller  tumors,  since  they  arise 
from  the  sensory  portion  of  the  nerve  root, 
a small  patch  or  dermatome  of  hypalgesia 
or  hypesthesia  may  be  found.  Atrophy  of 


Fig.  4.  Postero-anterior  view  (Left)  and  lateral  view 
(Right)  of  the  lumbar  myelogram  of  patient  R.  B.  (Case 
4).  A typical  disc  defect  is  seen  at  L-4  and  a circum- 
scribed defect  at  the  upper  border  of  the  body  of  L-4  is 
seen.  The  upper  defect  proved  to  be  due  to  an  intra- 
spinal neurilemmoma. 

musculature  in  the  thigh  or  calf  may  only 
be  appreciated  by  careful  measurements. 

Radiographs  of  the  lumbar  spine  are 
usually  normal.  The  neural  foramina  in  the 
lumbar  region  are  of  sufficient  size  that  a 
large  tumor  may  be  present  on  a nerve  root 
before  any  enlargement  of  the  involved 
neural  foramen  occurs.  Frequently,  scolio- 
sis will  be  noted  on  the  x-rays,  as  well  as 
on  the  physical  examination,  and  should  be 
considered  a significant  finding. 

Myelography  is,  of  course,  most  helpful 
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in  locating  the  tumors,  and  in  considering 
myelography,  certain  points  should  be  em- 
phasized. For  example,  if  a patient  has  low 
back  and  sciatic  pain  associated  with  loss  of 
his  Achilles  reflex  and  a hypalgesia  on  the 
lateral  aspect  of  his  leg  and  foot,  it  is  prob- 
able that  he  has  some  pathology  related  to  his 
first  sacral  nerve  root.  The  nerve  root  may 
be  compressed  by  a ruptured  disc  at  the  L- 
5 S-l  level,  or  it  may  be  involved  by  a 
neurilemmoma  arising  on  the  proximal  part 
of  the  nerve  root  which  originates  at  the 
T-12  L-l  level  in  the  spinal  canal.  It  is 
imperative,  then,  when  performing  mye- 
lography in  patients  with  low  back  and  leg 
problems  that  the  dye  be  positioned  in  the 
low  thoracic  and  upper  lumbar  regions  in 
order  to  examine  adequately  the  entire  in- 
traspinal  course  of  the  lumbar  and  sacral 
nerve  roots.  This  should  be  done  even  if 
a defect  is  found  at  a lower  level,  because, 
as  shown  in  Case  4,  a tumor  may  be  found 
in  addition  to  a ruptured  disc.  Moreover, 
studies  of  lumbar  myelograms  made  inci- 
dentally in  patients  having  posterior  cranial 
fossa  myelograms,  indicate  that  spurious 
defects  in  the  lumbar  region  may  be  present 
in  as  many  as  37%  of  patients  who  are  to- 
tally asymptomatic  with  regard  to  the  low 
back  and  lower  extremities.1  Thus,  at  worst, 
a patient  could  have  a spurious  myelo- 
graphic  defect  in  the  lower  lumbar  spine 
associated  with  low  back  and  leg  pain.  He 
then  may  have  an  exploration  of  his  lum- 
bar spine  for  a ruptured  disc  and  have  no 
pathologic  findings  whatsoever  at  the  time 
of  surgery.  His  continued  complaints  could 
then  be  passed  over  until  he  developed  gen- 
eralized dysfunction  of  his  cauda  equina 
at  a later  date,  at  which  time  his  intraspinal 
tumor  might  be  located  by  an  adequate 
myelographic  examination. 

In  cases  where  the  spinal  canal  is  blocked 
by  the  presence  of  a large  tumor,  as  in  Case 
2,  the  protein  concentration  is  usually  very 
high.  Froin’s  syndrome,  characterized  by  a 
low  spinal  fluid  pressure  and  xanthochromic 
fluid,  may  be  present.  In  such  cases,  it  is 


wise  to  introduce  only  small  amounts  of 
contrast  material  into  the  spinal  canal  to 
localize  the  level  of  the  block.  It  is  also 
advisable  to  leave  the  dye  in  place  as  removal 
of  the  dye  by  the  usual  suction  techniques 
may  indeed  cause  the  tumor  to  herniate 
downwards  and  acutely  increase  the  pa- 
tient’s neurologic  deficit.  In  Case  3,  the 


Fig.  5.  Postero-anterior  view  of  the  lumbar  myelogram 
in  Case  3,  but  in  this  view  the  patient  is  in  the  head- 
up  position.  Now  dye  caps  the  superior  edge  of  the 
tumor  which  is  located  at  the  same  position  that  the 
bottom  of  the  tumor  was  in  the  head-down  position. 
The  3 cm  long  tumor  has  moved  caudally  obstructing 
the  return  of  the  dye.  Again  the  twelfth  rib  is  shown 
as  a landmark.  (Compare  to  Figure  3.) 

lower  end  of  the  tumor  is  well  visualized  at 
the  upper  half  of  the  body  of  L-2.  The 
radiograph  (Fig.  3)  showing  this  was  made 
with  the  patient  in  the  head-down  posi- 
tion. Figure  5 shows  another  radiograph  of 
the  same  patient  made  in  the  head-up  posi- 
tion. In  this  view,  the  top  of  the  tumor  is 


Volume  98,  January,  1971 


29 


shown  at  the  upper  half  of  the  body  of  L-2, 
and  the  dye  caps  the  tumor,  resulting  in  a 
complete  block.  Since  the  tumor  was  three 
centimeters  in  length,  it  is  apparent  that  the 
tumor  has  herniated  three  centimeters 
downward  and  a complete  obstruction  of 
the  spinal  canal  has  been  produced  by  the 
pressure  gradient  established  during  the 
myelographic  procedure. 

In  the  two  cases  in  which  a myelographic 
block  was  demonstrated,  immediate  lam- 
inectomy was  accomplished  in  order  to  pre- 
vent progression  of  neurologic  deficit.  Thus, 
the  need  then  for  a neurosurgical  facility 
should  be  borne  in  mind  by  physicians  who 
are  performing  myelography;  certainly 
myelography  should  not  be  performed  on  a 


patient  in  whom  an  intraspinal  tumor  is 
suspected,  if  neurosurgical  facilities  are  not 
immediately  available. 

Summary 

Four  cases  of  intraspinal  neurilemmomas 
simulating  lumbar  disc  disease  are  presented. 
Certain  clinical  features  of  the  tumors  are 
discussed  with  special  reference  to  the  use 
and  hazards  of  myelography. 
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Carcinoma  of  the  Endometrium 


A case  of  polypoid  adenocarcino- 
ma of  the  endometrium  in  a twen- 
ty-nine year  old  female  is  pre- 
sented. The  various  facets  of  the 
disease  are  briefly  presented. 


ARCINOMA  OF  THE  ENDOME- 
TRIUM is  usually  a disease  of  post- 
menopausal females  and  when  this  disease 
occurs  earlier,  it  becomes  noteworthy. 

Case  Report 

Miss  M.  B.,  A 29-8  12  year  old  white  fe- 
male was  admitted  to  the  Lynchburg  Gen- 
eral Hospital  on  October  11,  1965,  because 
of  severe  weakness,  anemia,  and  abnormal 
vaginal  bleeding.  For  several  years  she  had 
experienced  heavy  menstrual  bleeding  with 
intermenstrual  flow  requiring  five  to  six 
pads  per  day.  No  real  change  had  been  noted 
in  the  pattern  recently.  Two  weeks  prior 
to  admission  she  began  to  notice  severe  weak- 
ness, headache  and  malaise.  She  consulted 
her  physician  who  referred  her  to  the  hos- 
pital. Past  history,  family  history  and  review 
of  systems  were  negative  except  as  related 
to  the  present  illness,  and  for  some  mild 
indigestion.  Physical  examination  on  admis- 
sion revealed  the  following  normal  vital 
signs:  T.  98.8,  P.  96,  R.  20,  BP  140  70.  She 
was  an  obese,  pale,  hirsute  young  white  fe- 
male in  no  real  distress.  There  was  pallor 
of  mucous  membranes.  The  chest  was  clear 
to  percussion  and  auscultation.  The  heart 
rate  and  rhythm  were  regular.  A soft  Gr 
I VI  systolic  murmur  was  detected  at  the 
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base.  No  cardiomegaly  was  found.  No  or- 
gans or  masses  were  felt  in  the  abdomen. 
Examination  of  the  external  genitalia  re- 
vealed no  abnormalities.  A virginal  introi- 
tus  was  present.  The  uterus  was  normal  in 
size,  shape  and  position.  Blood  was  noted 
exuding  from  a normal  appearing  cervix. 
Both  ovaries  were  enlarged  to  twice  normal 
size. 

Laboratory  studies  on  admission  revealed 
hgb  3.4  gms;  hematocrit  12.5%;  RBC 
1,960,000;  WBC  7,910  with  91  polys,  6 
lymphs  and  3 monos.  The  peripheral  smear 
showed  markedly  microcytic,  hypochromic 
red  cells  with  anisopoikilocytosis  and  in- 
creased regeneration.  Platelets  and  WBC, 
normal.  Reticulocytes  9.4%  Coombs’  test 
negative,  VDRL  non-reactive,  urine,  nega- 
tive, BUN  6.2  mgm%,  bilirubin  0.94  total 
(0.26  direct  and  0.68  indirect).  PBI  8.8 
micrograms  percent.  Stools  were  negative 
for  blood.  An  upper  GI  series  was  reported 
as  showing  a small  esophageal  hiatus  hernia 
and  a slight  deformity  of  the  duodenum 
thought  not  to  be  an  active  ulcer  crater. 

She  was  transfused  with  eight  units  of 
whole  blood  over  the  next  few  days  with 
her  hemoglobin  rising  to  1 1 gms.  on  October 
16.  She  felt  much  better  and  her  pallor 
improved. 

On  October  16,  1965,  under  general  anes- 
thesia, a dilatation  and  curettage  of  the 
uterus  was  carried  out  and  a large  quantity 
of  hemorrhagic  endometrium  was  obtained. 
Microscopically  the  endometrium  showed 
tremendous  proliferation  of  glands  with 
cellular  disarray,  back-to-back  crowding 
and  frank  necrosis.  A diagnosis  of  adeno- 
carcinoma of  the  endometrium  was  made. 

(Figs.  1,  2 & 3 ) . 
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The  patient  recovered  from  the  D & C Pathologic  specimen : The  uterus  meas- 
without  incident,  was  discharged  and  read-  ured  11x8x5  cm.  The  cervix  was  normal 
mitted  for  hysterectomy  on  October  26,  in  appearance.  The  myometrium  measured 


Fig.  1.  Endometrial  Currettings  (H  & E Stain  X 40) 


1965.  Physical  examination  was  as  before 
and  on  October  27,  1965,  an  abdominal 
hysterectomy  and  bilateral  salpingo-oopho- 


up  to  2 cm.  in  thickness.  In  the  fundus  of 
the  uterus  was  noted  a firm  fleshy  gray- 
white  polypoid  structure  which  extended 


Fig.  2.  Endometrial  Currettings  (H  & E Stain  X 450) 


rectomy  was  carried  out.  No  evidence  of 
malignancy  was  noted  in  the  pelvis  and  a 
wide  vaginal  cuff  was  removed  unopened 
with  the  uterus. 


into  the  endometrial  cavity  and  was  2 cm. 
in  greatest  dimension.  Attached  to  the 
lateral  extremities  of  the  uterus  were  two 
normal-appearing  Fallopian  tubes,  each 
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measuring  7 cm.  in  length.  Attached  were 
two  ovaries,  the  larger  measuring  5 cm.  in 
greatest  dimension.  Both  had  very  thick 


glands  composing  a polypoid  mass  which 
extended  into  the  myometrium  for  a short 
distance.  (Figs.  4,  5 & 6).  The  Fallopian 


Fig.  3.  Endometrial  Currettings  (H  & E Stain  X 450) 


capsules  and  were  studded  with  multiple 
cystic  structures,  the  largest  measuring  .5 
cm.  in  greatest  dimension.  The  appendix 
was  unremarkable.  Microscopic  section  re- 


tubes were  unremarkable.  The  ovaries  con- 
tained many  follicle  cysts  and  a very  thick 
fibrotic  capsule. 

The  diagnosis  was  polypoid  adenocar- 


Fig.  4.  Uterus  (H  & E Stain  X 40) 


vealed  the  cervix  to  be  chronically  inflamed. 
The  mass  in  the  fundus  of  the  uterus  was 
composed  of  actively  proliferating  bizarre 


cinoma  of  endometrium;  and  follicle  cysts 
of  ovary,  bilateral  (?  Stein-Leventhal  Syn- 
drome). 
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The  patient  had  a satisfactory  postopera- 
tive course  and  was  discharged  on  November 
3,  1965.  She  has  remained  well  to  date,  feels 
fine  and  has  no  evidence  of  recurrence. 


Discussion 

The  mean  age  of  females  with  carcinoma 
of  the  endometrium  is  54  to  5 8 and  an  age 
range  of  2 5 to  88  has  been  seen.1 3 Estrogenic 


thology  has  been  noted.  Cortical  stromal 
hyperplasia,  Stein-Leventhal  ovaries  and  fol- 
licular cysts  have  been  seen  along  with 
Granulosa-Theca  cell  tumors.  Our  patient 


exhibited  ovaries  indistinguishable  from 
those  described  as  Stein-Leventhal  in  type. 
She  exhibited  obesity  and  hirsutism.  Steril- 
ity could  not  be  evaluated.  She  exhibited  a 


(Fig.  5.  Uterus  (H  & E Stain  X 100) 


Fig.  6.  Uterus  (H  & E Stain  X 450) 


stimulation  has  generally  been  indicated  as 
the  etiologic  factor  in  most  cases4S  and  in 
some  cases  definite  evidence  of  ovarian  pa- 


polypoid  form  of  endometrial  carcinoma 
and  thus  her  prognosis  is  much  better  than 
the  diffuse  type.  She  has  remained  well  with- 
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out  evidence  of  recurrence  for  three  and  one 
half  years. 

Summary 

A case  of  polypoid  adenocarcinoma  of 
the  endometrium  in  a twenty-nine  year  old 
female  is  presented.  The  various  facets  of 
the  disease  are  briefly  presented. 
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Noise  Harms  More  Than  Hearing 


Research  revealing  noise  as  a probable 
cause  of  irrevocable  damage  to  human 
health  is  presented  in  a new  book.  Physio- 
logical Effects  of  Noise  contains  consoli- 
dated information  on  the  effects  of  audible 
sounds  on  cardiovascular,  reproductive,  en- 
docrine, metabolic,  and  neurophysical  func- 
tion. 

The  authors,  Annemarie  Welch  and  Dr. 
Bruce  Welch,  discuss  noise  as  possibly  con- 
tributing to  such  disorders  as  heart  attacks, 
high  blood  pressure,  mental  illness,  suscepti- 
bility to  infection,  irritability,  tension,  and 
insomnia.  One  study  gives  evidence  of 
the  vulnerability  of  the  human  fetus  and  its 
subsequent  behavioral  pattern  after  birth  to 
a myriad  of  environmental  stresses. 


The  perceived  loudness  of  noise  in  many 
urban  areas  doubles  approximately  every 
decade — some  communities  already  register 
noise  levels  comparable  to  those  found  in 
heavy  industries.  Perhaps  half  the  heavy 
machines  in  industrial  use  produce  noise 
levels  intense  enough  to  be  hazardous  to 
health,  causing  more  than  seventeen  million 
workers  to  daily  be  exposed  to  damaging 
noise. 

Physiological  Effects  of  Noise  is  based 
upon  the  proceedings  of  an  international 
symposium  on  the  Physiological  Effects  of 
Sound,  held  in  Boston,  Massachusetts,  in 
1969,  and  sponsored  by  the  American  Asso- 
ciation for  the  Advancement  of  Science. 
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Drug  Abuse 

Fad  and  Symptom 


Unwarranted  drug  use  by  children 
and  adolescents  is  becoming  epi- 
demic. In  many  cases  concomi- 
tants of  depression  or  severe 
personality  problems  will  be  en- 
countered. Drug  experimentation 
can  be  largely  prevented  with  ed- 
ucation. Routine  individual  evalu- 
ation is  suggested. 


FEW  SUBJECTS  have  deserved  as  much 
public  and  professional  concern  over  the 
past  decade  as  that  of  the  use  or  misuse 
of  drugs.  With  almost  predictable  regular- 
ity, one  can  be  certain  to  be  reminded  of  the 
problem  by  all  news  media.  In  daily  papers, 
one  may  read  that  somebody  was  peddling 
drugs  or  that  someone  else  was  found  to 
possess  them,  and  in  all  likelihood  will  be 
brought  before  the  court  as  a felon.  Con- 
troversial letters  to  the  editor  and  magazine 
articles  authored  by  both  laymen  and  scien- 
tists range  from  those  who  view  drug  abuse 
as  a criminal  situation  to  those  who  regard 
it  as  a purely  medical  issue,  including  ad- 
vocates of  an  open  drug  market  so  that  just 
about  everyone  could  make  a legal  purchase 
across  the  counter.  Another  similarly  con- 
troversial topic  is  that  of  sex  education.  We 
do  not  seem  to  be  able  to  reach  a consensus 
as  to  whether  sex  education  should  be  taught 
in  public  schools,  whether  it  should  remain 
in  the  domain  of  the  church,  or  become  the 
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sole  responsibility  of  the  parents,  or  even  if 
it  should  be  mentioned  at  all  by  anybody. 

These  much-talked-about,  yet  undefined 
matters  are  just  some  of  the  indicators  that 
it  behooves  us  to  live  through  a most  diffi- 
cult period  in  which  few  social  institutions, 
customs  and  public  beliefs  remain  unques- 
tioned or  unchallenged.  A quick  look  around 
reveals  sweeping  changes  in  contemporary 
society.  Witness  the  notion  of  decreased 
differences  in  gender  with  lessened  mascu- 
linity in  the  male,  and  a leaning  toward  a 
type  of  matriarchal  family  organization; 
sexual  role  diffusion  is  well-exemplified  by 
the  vogue  of  Unisex  style.  Or  else  consider 
the  nation’s  involvement  in  an  undeclared 
war  where  soldiers  wear  peace  medallions 
and  are  afflicted  with  considerable  demoral- 
ization; the  increasing  alarm  about  over- 
population with  the  prospect  of  regulated 
and  perhaps  state-restricted  procreation;  the 
wider  acceptance  of  abortion  with  a trend 
to  render  it  a matter  of  personal  choice 
and  prerogative. 

We  are  becoming — for  the  sake  of  our 
own  survival  and  emotional  stability — more 
used  or  less  responsive  to  ideas  and  visions 
that  might  have  shocked  our  senses  a few 
years  ago.  Sexual  behavior  and  violence  in 
profuse  assortment  are  presented  to  us  and 
to  our  children  in  countless  movies  and  TV 
programs.  A popular  magazine1  reported  on 
the  unusually  low  physiological  responses  in 
a grade  school  child  who  is  an  average  tele- 
vision spectator.  The  minimal  reactions  to 
a violence-packed  program  indicate  that 
the  youngster  has  become  immune  to  scenes 
of  suspense  or  horror  to  which  he  has  seem- 
ingly become  addicted. 
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A symptom  of  the  present  state  of  mass 
maladjustment  is  the  nonsensical,  hazard- 
ous use  of  drugs  by  a vast  segment  of  our 
youth.  We  have  become  all  too  accustomed 
to  learn  that  in  colleges,  first,  then  in  high 
schools,  and  now  even  in  the  upper  elemen- 
tary grades  across  the  country,  students 
have  been  experimenting  with  drugs  in  a 
proportion  which  reaches  as  high  as  40%. 

Mind-altering  drugs  have  been  known 
to  man  since  the  dawn  of  civilization.  They 
have  been  made  use  of  under  various  cir- 
cumstances, sometimes  with  the  acquiescence 
of  cultural  norms.  However,  their  use  never 
became  generalized  or  preponderant  among 
young  people.  It  is  alarming  that  children 
that  are  just  entering  puberty  talk  with 
certain  delectation  about  their  smoking  pot, 
having  LSD  trips,  taking  "speed”  to  get 
high,  or  just  trying  a whole  gamut  of  any- 
thing they  get  their  hands  on.  Included  are 
items  such  as  nutmeg,  catnip  and  banana 
peelings. 

While  recognizing  their  honesty  in  freely 
recounting  their  drug  experiences,  one  can- 
not help  but  feel  rather  distraught  at  their 
potentially  self-destructive  attitude.  These 
youngsters  may  have  heard  that  LSD  or 
glue-sniffing,  for  instance,  are  suspected  of 
breaking  chromosomes  and  that  their  off- 
spring may  bear  the  imprint  of  birth  de- 
fects, mental  retardation,  or  develop  leu- 
kemia. With  an  air  of  indifference,  such 
considerations  are  brushed  aside.  The  com- 
ment, "I  will  worry  about  that  when  the 
time  comes”,  is  fairly  typical. 

Many  a student  may  find  himself  under 
group  pressure  to  partake  of  a drug,  not 
unlike  the  manner  he  might  be  driven  into 
experimenting  with  cigarettes,  alcohol  or 
sex.  For  these  youngsters,  it  is  the  thing  to 
do,  because  if  you  don’t  turn  on,  the  group 
turns  you  out.  In  the  upper  teenage  group 
particularly,  there  is  the  thrill-seeker  type. 
It  becomes  a matter  of  sophistication  and 
status  to  recount  with  an  air  of  knowledg- 
ability  the  experience  of  having  taken  a 
mind-expanding  drug.  A rather  popular 


notion  has  been  that  its  use  was  somehow 
inspirational  and  it  is  possible  that  many 
would-be  writers  or  artists  have  expected  to 
be  rewarded  with  a sudden  ability  to  create 
a masterpiece.  I would  not  be  particularly 
concerned  about  isolated  instances  of  ex- 
perimentation if  by  this  we  refer  to  non- 
repetitive  episodes  protagonized  by  young- 
sters whose  personality  make-up  is  basically 
a healthy  one,  and  more  so  if  one  knows  that 
the  family  atmosphere  is  reasonably  conflict- 
free.  On  the  other  hand,  one  is  reminded 
that  indiscriminate  drug  use  may  even  with- 
out intervention  of  adverse  circumstances 
lead  to  states  of  addiction  to  narcotics. 

Psychological  factors  play  a preponderant 
role  in  determining  both  proneness  to  addic- 
tion and  a predilection  for  certain  types  of 
drugs.  Heroin  users  are  frequently  diag- 
nosed as  sociopathic  personalities.  Diagnos- 
tic studies  at  Bellevue  Psychiatric  Hos- 
pital* indicated  that  50%  of  those  admitted 
for  amphetamine  and  marijuana  abuse  were 
schizophrenic  prior  to  taking  drugs.  The 
schizoid  individual  who  feels  lonesome,  in- 
adequate, unaccepted,  may  seek  to  regain 
through  marijuana  or  LSD  a sense  of  self- 
acceptance, tolerance  and  even  social  be- 
longing. Marijuana  users,  like  members  of 
a fraternity,  readily  accept  each  other, 
encouraging  inquirers  to  try  the  drug  by 
themselves  and  discover  what  the  effects  are 
like.*  Some  of  these  factors  can  be  exempli- 
fied by  the  following  case  history. 

Case  1.  Mike  B. — age  19.  This  boy  was 
referred  with  presenting  complaints  of  dis- 
interest for  school  (had  discontinued  college 
three  months  before)  ; never  felt  close  to  his 
parents.  The  latter  had  "kicked  him  out” 
of  home  four  times.  Both  parents  had  the 
habit  of  alcoholic  indulgence.  The  father, 
a Navy  man  on  the  verge  of  retirement,  was 
becoming  anxious  over  his  uncertain  future 
and  it  was  apparent  that  he  was  venting 
many  of  his  personal  frustrations  on  his 
family.  The  patient  had  usually  been  a 
passive,  retiring,  withdrawn  boy,  somewhat 
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suspicious  of  people,  and  self-conscious  about 
his  appearance.  He  dressed  as  a more  or 
less  typical  hippie,  with  shoulder-long  hair, 
leather  pants  and  boots.  He  stated  that 
he  was  a worrier  by  nature,  pessimistic; 
he  used  to  suffer  from  a nervous  stomach. 
While  in  college,  he  began  to  use  amphet- 
amines and  hallucinogens  at  the  instigation 
of  some  of  his  classmates.  At  the  time  of 
the  initial  interview,  he  was  smoking  mari- 
juana and  was  a regular  LSD  user.  He  esti- 
mated that  he  had  been  under  its  effects  for 
over  150  hours.  During  the  sessions,  he 
talked  at  length  about  family  quarrels,  his 
sense  of  alienation,  and  his  desire  and  plans 
to  be  part  of  a musical  group,  making  am- 
bitious, but  rather  impractical  plans  for  his 
future.  For  several  weeks,  he  continued  to 
move  in  and  out  of  his  home.  Two  months 
after  therapy  had  begun  he  discontinued 
all  drug  use.  A crisis  ensued  when  he  was 
called  for  a pre-induction  military  examina- 
tion. He  became  quite  anxious,  was  unable 
to  concentrate,  and  indulged  more  and  more 
in  a world  of  fantasy.  He  admitted  he  had 
experienced  no  sexual  drive  for  the  last  year 
or  so:  "I  don’t  want  all  that  ungodly  sex 
stuff.”  His  fluctuating  contact  with  reality 
was  best  exemplified  by  his  saying  that  he 
had  "a  reality  band  and  a fantasy  band”. 
He  wanted  to  buy  a pirate  suit  to  become 
a buccaneer.  He  again  started  using  LSD, 
stating  with  pride  that  he  was  able  to  take 
four  times  the  maximum  amount.  His  in- 
tent was  to  build  himself  as  an  "acid  person- 
ality”: meaning  a state  of  peace  of  mind 
with  more  security  and  lesser  concern  for 
external  events.  A letter  was  then  sent  to 
the  local  board  requesting  that  he  be  excused 
from  military  service  since  this  could  easily 
cause  him  to  decompensate  into  an  overt 
psychosis.  He  was  followed-up  for  a few 
more  sessions,  again  being  apparently  able 
to  function  on  the  basis  of  a marginal  ad- 
justment. His  diagnosis  was  schizophrenia, 
latent  type  in  a schizoid  personality  and 
drug  dependence. 

The  despondent  may  take  amphetamines 


to  "lift  his  spirits”  only  to  realize  that  when 
the  stimulation  wears  off,  feelings  of  de- 
pression hound  him  more  intensely  than 
before.  It  is  estimated  that  depression  is 
ever-present  in  drug  users. 

Case  2.  Ann  H.,  age  15,  was  seen  at  the 
request  of  her  mother,  with  a history  of  loss 
of  motivation,  depression,  and  associations 
with  "undesirable  people”.  She  had  been 
taking  Darvon  and  marijuana  for  the  past 
seven  months.  This  was  a rather  frail  look- 
ing, pale,  heavily  made-up,  adolescent  who 
readily  admitted  to  feelings  of  inferiority. 
As  a child,  she  had  been  described  as  kind, 
gentle,  bashful.  Recently  she  had  begun 
talking  about  free  love  and  identified  her- 
self with  radical  groups.  She  regarded  her- 
self as  an  ugly  duckling,  felt  nobody  liked 
her.  After  taking  drugs  which  she  disclosed 
included  also  dexedrine,  she  began  express- 
ing aggression  and  rebelled  openly  against 
her  mother  and  the  school.  She  presented 
with  some  of  the  typical  symptoms  of  de- 
pression: anorexia,  insomnia,  nightmares, 
stated  she  did  not  care  if  she  lived  or  died. 
She  expressed  a strong  desire  to  have  a baby 
boy.  This  was  felt  to  represent  first,  a way 
to  resolve  her  own  doubting  as  to  her  sexual 
identification,  and  second,  a wish  to  avoid 
passing  on  to  another  girl  who  would  sym- 
bolically represent  a projection  of  the  pa- 
tient’s own  personality,  the  negative  aspects 
of  herself  which  she  was  disowning.  She  was 
diagnosed  as  an  adjustment  reaction  of  ado- 
lescence, with  depressive  overtones.  At  the 
time  of  this  report,  it  has  been  necessary  to 
have  this  girl  admitted  to  the  state  hospital 
because  of  an  exacerbation  of  her  depression 
and  homicidal  rumination  following  the 
death  of  her  delinquent  boyfriend. 

A majority  of  adolescent  drug  experi- 
mentors  are  expressing  dissent,  primarily 
toward  their  parents  and  then  toward  the 
adult  society  at  large.  Several  variables  enter 
into  the  picture,  and  often  interplay  togeth- 
er: 

A.  Excessive  permissiveness  in  rearing. 
This  is  a by-product  of  Freud’s  theories 
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about  the  adverse  consequences  of  the  Puri- 
tanistic,  repressive  rearing  practices  prevail- 
ing by  the  beginning  of  the  century.  The 
trend  was  furthered  by  Dr.  Spock’s  empha- 
sis on  placing  the  infant  at  the  center  of  the 
family  stage. 

B.  A common  concomitant  of  the  former 
is  the  degree  of  parental  confusion,  inse- 
curity and  emotional  detachment  with  like- 
wise feedback  from  the  child.  A sequence 
of  aloofness,  interpersonal  distrust,  and  dis- 
tantiation  sets  in. 

C.  Breakdown  of  the  traditional  family 
structure.  Youngsters  are  demanding  free- 
dom of  movement,  relief  from  supervision 
which  the  parents  are  unable  or  unwilling 
to  provide.  Family  ties  are  weaker;  run- 
aways flee  toward  distant  places  without 
much  premeditation  or  a sense  of  personal 
loss. 

D.  Early  physical  maturity.  Our  chil- 
dren are  growing  faster  than  they  ever  did. 
Appropriate  food  and  medical  care  make 
for  a shorter  childhood  and  early  puberal 
changes.  In  spite  of  the  apparent  maturity, 
they  are  psychologically  immature  and  in 
need  of  guidance  and  support  as  adolescents 
have  always  been. 

E.  Inconsistent  standards.  It  has  been 
clearly  demonstrated  that  cigarettes  pose 
serious  health  hazards  and  the  government 
as  well  as  some  private  concerns  are  begin- 
ning to  restrict  their  advertising.  Still  there 
are  vending  machines  in  hospitals,  which  is 
illogical.  Parents  continue  to  smoke  while 
chastising  their  children  for  doing  it.  Their 
demands  are  backed  up  with  rationalizations 
which  are  largely  fallacious. 

Both  alcohol  and  marijuana  are  harmful. 
There  are  no  restrictions  for  possession  of 
alcohol  or  severe  penalties  for  the  inebriated. 
Nobody  would  seriously  consider  doing 
away  with  the  latter  intoxicant  that  causes 
a considerable  number  of  traffic  fatalities 
and  crimes  of  all  sorts.  Youngsters  contend 
that  alcohol  is  what  the  establishment  gets 


high  with,  and  they  in  turn  have  pot,  and 
get  equally  high,  without  acting  in  an  ob- 
noxious manner,  beating  on  their  families  or 
killing  somebody  on  the  road.  Appealing  as 
it  sounds  to  them,  this  is  a faulty  way  of 
reasoning,  in  that  the  effect  of  marijuana 
in  low  doses  is  compared  with  that  of  ele- 
vated amounts  of  alcohol.  There  is  still 
much  to  be  learned  about  the  responses  of 
the  body  after  exposure  to  marijuana  in 
large  doses,  for  a long  period  of  time. 

What  can  be  done  about  drug  abuse? 
Our  efforts  are  aimed  at  two  different  levels: 
prevention  and  treatment.  School  teachers 
and  counsellors  can  play  an  important  pre- 
ventative role  by  making  part  of  the  regular 
instruction  offered  in  primary  and  second- 
ary schools  educational  programs  on  drug 
abuse.4  A number  of  good  films  are  avail- 
able. They  should  be  presented  by  a person 
who  has  acquainted  himself  with  the  prob- 
lem, making  provision  for  a period  of  dis- 
cussion, questions  and  answers  both  with  the 
group  and  individually.  One  should  try  to 
stay  clear  from  a moralistic  approach.  State- 
ments are  to  be  backed  with  scientific  evi- 
dence. Since  drug  use  may  be  a symptom 
of  a serious  emotional  disorder,  it  deserves 
referral  to  a physician  for  a proper  diagnos- 
tic evaluation. 

The  family  physician  should  try  to  assess 
the  situation,  including: 

1.  Presence  of  any  personality  or  emo- 
tional disturbance,  and  its  severity; 

2.  Environmental  factors,  particularly 
relationships  with  family  and  peers; 

3.  His  own  ability  to  relate  and  his  avail- 
ability to  cater  to  the  psychological 
needs  of  the  patient. 

Psychiatric  referral  will  likely  be  indicated 
in  cases  of  serious  psychopathology,  whether 
initially,  or  after  a trial  of  treatment.  Ado- 
lescents are  no  more  uncommunicative  than 
other  patients.  But  they  require  patience,  a 
certain  flexibility,  and  emotional  empathy. 
It  is  helpful  for  the  therapist  to  remember 
how  it  felt  for  himself  to  be  an  adolescent, 
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and  also  to  avoid  falling  into  the  trap  of 
assuming  a parental  role,  as  this  usually  will 
result  in  alienation. 
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Virginia  Medical  Assistance  Program 


In  the  first  year  of  Medicaid,  Title  XIX, 
in  Virginia,  practitioners  were  reimbursed 
over  3 14  million  dollars  for  professional  care 
and  services  rendered  to  eligible  Title  XIX 
recipients.  Over  3,000  practitioners  in  the 
State  participated  in  the  Program  during 
fiscal  year  1969-70. 

At  the  present  time  more  than  3,5  00  prac- 
titioners are  enrolled  reflecting  a net  gain  of 
500  participants  since  July  1st  of  last  year. 
Pre-enrollment  in  the  Virginia  Medical  As- 
sistance Program  greatly  facilitates  the  proc- 
essing of  provider  claims  and  reimbursement 
to  the  practitioner,  thus  saving  taxpayers’ 
monies  by  reducing  administrative  costs. 

The  Virginia  Medical  Assistance  Program 
recognizes  the  fact  that  a recipient  in  need 
of  emergency  treatment  cannot  always  seek 
out  an  enrolled  provider  of  care.  In  such 
situations  the  Program  meets  its  obligation 
by  reimbursing  the  non-enrolled  practition- 
er for  the  covered  care  that  he  has  rendered 
an  eligible  recipient. 

The  recipient’s  identification  card  con- 


tains the  necessary  data  for  the  submission 
of  the  claim.  It  is  most  helpful  to  have  the 
recipient’s  I.D.  Number  and  name  as  shown 
in  the  card,  the  diagnosis,  and  emergency 
treatment  procedure  submitted  with  the  in- 
voice for  payment.  A representative  from 
the  Virginia  Medical  Assistance  Program  will 
contact  the  non-enrolled  provider  of  care 
for  any  additional  information  that  is  needed 
and  will  extend  an  invitation  for  participa- 
tion in  the  Program. 

The  Virginia  Medical  Assistance  Program 
assures  prompt  action  on  claims  submitted 
by  non-enrolled  practitioners  for  emergency 
care;  however,  since  this  involves  a manual 
operation,  payment  is  not  as  rapid  as  to  en- 
rolled providers.  Reimbursement  to  enrolled 
providers  is  currently  averaging  8.5  work 
days. 

The  Program  wishes  to  extend  its  appre- 
ciation to  the  many  practitioners  in  the 
State  who  have  rendered  invaluable  services 
to  our  needy  population. 
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A General  Practitioner  Looks  at  His  Position 
in  the  Treatment  of  Alcoholics 


The  family  physician  should  and 
must  play  an  important  role  in 
the  treatment  of  alcoholism.  A 
practicing  physician  shows  how  al- 
coholics  may  be  incorporated  into 
a family  practice.  The  physician 
must  be  educated  in  the  treatment 
of  the  alcoholic. 


IN  TRYING  TO  DECIDE  what  medical 
articles  I will  read  or  skim  over,  it  is  some- 
times quite  difficult.  I will  either  read  the 
first  two  or  three  paragraphs  or  skip  to  the 
conclusion  and  then  determine  whether  the 
article  merits  my  time.  So  with  that  in 
mind,  let  me  tell  you  about  the  author.  I 
am  in  general  practice  and  see  all  types  of 
patients  and  diseases.  I am  not  a specialist 
on  alcoholism,  neither  do  I specialize  in 
treating  alcoholics.  If  you  expect  to  read 
any  new  approaches  to  the  treatment  of 
alcoholism  or  some  new  wonder  drug,  then 
I advise  you  to  stop  reading — no  new  reve- 
lation will  be  uncovered  here.  I do  spend 
part  of  my  time  at  the  Virginia  Bureau  of 
Alcohol  Studies  & Rehabilitation  and  this 
may  explain  why  a general  practitioner  has 
attempted  to  write  on  the  subject. 

While  addressing  an  Al-Anon  meeting, 
there  happened  to  be  a question  and  answer 
period  at  the  end  of  the  discussion.  One  of 
the  questions  put  before  the  floor  was,  "Do 
you  like  treating  alcoholics?”  There  was  only 
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one  honest  answer  and  that  was,  "No,  I do 
not  enjoy  treating  alcoholics.”  But  as  I went 
on  to  explain,  in  my  practice  there  are  many 
types  of  diseases  and  personalities  which  do 
not  appeal  to  me,  but  this  in  no  way  releases 
my  obligation  to  treat  the  patients.  Like- 
wise, it  does  not  release  my  obligation  to 
treat  the  alcoholics  to  the  best  of  my  ability. 
With  the  education  of  the  lay  public  that 
alcoholism  is  a disease,  they  will  be  turning 
more  and  more  to  their  family  physicians. 
If  he  is  to  cope  with  this  problem,  then  he 
should  know  more  about  this  disease  and 
how  some  of  the  patients  can  be  incor- 
porated into  a busy  general  practice. 

The  Pre-Alcoholic 

It  has  been  well  established  that  there  is 
no  one  alcoholic  personality  or  pre-alcoholic 
type.  One  of  the  most  important  signs  in 
trying  to  determine  the  pre-alcoholic  is  the 
family  pathology  itself  and  who  is  in  a better 
position  to  give  an  objective  view  of  the 
family  and  its  inner-relationship  than  the 
family  physician. 

Today’s  teen-agers  are  continually  search- 
ing for  truths.  One  person  who  should  give 
the  truth  about  alcoholism  is  the  family 
physician.  He  should  do  this  without  moral- 
izing or  dramatizing  its  effects.  To  drink 
or  not  to  drink  is  the  problem  the  teenager 
must  decide  for  himself,  but  the  family 
physician  should  be  a source  of  scientific 
information. 

With  physical  exams,  we  are  taught  that 
the  history  is  the  most  important  part. 
Therefore,  it  behooves  all  of  us  to  take  a 
drinking  history  along  with  the  medical  his- 
tory. This  need  not  be  detailed  and  it  is  true 
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that  it  may  not  be  accurate,  but  it  lets  the 
patient  know  that  we  are  as  concerned  about 
his  drinking  as  we  are  about  his  smoking. 
When  patients  state  they  "drink  just  a lit- 
tle”, the  point  should  be  established  as  to  how 
much  they  drink.  If  I know  this  is  wrong, 
I confront  him  with  the  fact  that  he  is  tell- 
ing a lie  and  why  not  be  honest.  Granted  this 
stern  approach  may  not  work  on  every  alco- 
holic, but  there  are  a few  patients  that  do 
accept  forceful  disciplinarian-type  attitude 
and  sometimes  will  respond  to  this.  Some- 
times, I think,  with  alcoholics  we  are  afraid 
to  force  them  to  confess,  so  to  speak,  because 
we  are  afraid  of  the  consequences  in  the 
responsibility  if  they  admit  to  this  problem. 
For  you  see,  we  would  then  have  to  treat 
them.  In  taking  a family  history,  it  might 
be  of  some  help  to  note  in  the  alcoholic 
whether  there  is  a history  of  alcoholism  in 
the  family. 

Treating  the  Aleoholies 

Without  some  ground  rules,  a few  alco- 
holics can  make  havoc  in  the  practitioner’s 
schedule.  After  the  alcoholic  has  decided 
that  help  is  needed,  then  I try  to  outline 
what  the  long-term  therapy  would  be.  The 
alcoholic  is  advised  that  during  acute  in- 
toxication it  is  not  always  possible  to  be 
seen  in  the  office,  but  as  the  patient  starts 
to  sober  up  and  needs  some  treatment  for 
withdrawal  symptoms,  an  appointment  will 
be  made  as  that  of  a patient  with  any  other 
illness.  The  patient  is  told  that  the  office 
visits  are  by  appointments.  Just  because 
suddenly  there  is  a desire  to  stop  drinking, 
this  would  not  automatically  mean  the  pa- 
tient could  be  seen  in  the  office.  It  is  impor- 
tant to  let  the  alcoholic  and  the  family  know 
that  a call  at  2:30  A.M.  will  not  always  bring 
the  doctor  running.  As  with  other  diseases, 
reassurance  and  appointment  may  be  all 
that  are  advisable  and  no  emergency  treat- 
ment is  needed  at  this  time.  The  sense  of 
urgency  may  be  evident  but  urgency  and 


emergency  are  entirely  different  words.  The 
patient  must  realize  this  and  learn  that  the 
doctor  can’t  always  respond  to  the  urgent 
situation,  but  his  refusal  does  not  mean 
rejection  of  the  patient.  The  physician  must 
not  let  himself  be  trapped  into  responding 
to  every  urgent  situation.  You  must  show 
the  alcoholic  partner  that  you  are  not  there 
to  take  over  his  or  her  responsibility.  During 
an  alcoholic’s  period  of  sobriety,  it  is  im- 
portant to  keep  regular  contacts.  These 
appointments  may  vary  from  once  a week 
to  once  a month.  I vary  the  length  of  these 
appointments  from  1 5 minutes  to  one-half 
hour.  The  matter  of  finance  is  also  discussed. 
I try  to  use  the  same  approach  as  I would  with 
other  patients.  I know  that  demanding  pay- 
ment for  each  visit  is  not  always  possible 
or  necessary.  I would  not  refuse  medical 
treatment  because  the  patient  didn’t  pay, 
but  if  one  is  to  make  the  alcoholic  feel  that 
this  is  a disease,  this  is  just  another  way  of 
getting  him  to  accept  his  responsibility  of 
reality.  The  first  visits  with  the  alcoholic 
are  spent  discussing  alcoholism  in  general — 
the  definition,  the  side  effects,  the  over-all 
treatment.  By  seeing  him  you  let  him  know 
that  someone  is  concerned  about  his  sobriety. 
With  the  alcoholic  it  is  necessary  to  evalu- 
ate him  medically  too.  One  must  not  be- 
come concerned  about  his  emotional  dis- 
turbances and  forget  about  the  body.  With 
alcoholics,  as  with  other  diseases,  emergen- 
cies sometimes  develop  and  hospitalization 
is  necessary.  If  possible,  it  is  best  that  these 
patients  be  admitted  to  the  general  medical 
ward  and  not  the  psychiatric  ward.  Here  it 
is  important  for  the  alcoholic  to  understand 
I will  not  put  him  in  the  hospital  each  time 
he  starts  to  drink  but  this  is  reserved  only 
for  complications.  It  has  been  my  experience 
that  the  type  of  alcoholics  I see  in  private 
practice  can  be  handled  very  well  on  the 
medical  floor.  The  first  24  hours  the  patient 
is  sedated  with  tranquilizers  and/or  anti- 
convulsive  medications.  After  this  initial 
period,  the  patient  presents  no  outstanding 


42 


Virginia  Medical  Monthly 


problem  and  it  is  very  rare  that  an  alcoholic 
has  to  be  restrained. 

Drugs  that  can  be  used  for  out-patient 
care  can  be  put  in  two  classes — either  An- 
tabuse (Disulfiram)  or  tranquilizers.  The 
use  of  Antabuse  depends  upon  the  patient’s 
willingness  to  take  the  drug.  I like  to  put 
some  extra  stress  on  its  use  and  encourage 
my  patients  to  take  it.  I feel  this  drug  is 
most  effective  if  the  dosage  is  controlled  by 
the  patient  and  not  necessarily  by  the  part- 
ner. As  to  the  use  of  tranquilizers,  I find  no 
one  tranquilizer  any  better  than  the  other. 
From  reading  several  papers  on  the  use  of 
different  tranquilizers  in  the  treatment  of 
alcoholics,  I wonder  if  the  effectiveness  for 
the  most  part  is  measured  by  the  enthusiasm 
of  the  prescriber.  Librium  (Chlorodiaze- 
poxid)  and/or  Vistaril  (Hydroxyzine)  are 
two  drugs  which  have  received  a lot  of  pro- 
motion for  the  treatment  of  alcoholics. 
With  some  patients,  a combination  of  anti- 
depressants and  tranquilizers  may  help  the 
patient’s  emotional  status,  which  in  turn 
may  enhance  his  sobriety.  To  be  sure,  there 
are  many  drugs  which  are  being  and  have 
been  tried  in  the  treatment  of  alcoholics,  but 
until  it  is  universally  agreed  the  X drug  is 
proven  efficacious,  would  it  not  be  well  for 
the  family  doctor  to  stick  with  the  drug 
with  which  he  is  most  familiar? 

Alcoholic’s  Partner 

In  treating  the  alcoholic,  one  must  always 
remember  there  is  a partner  of  the  alcoholic. 
Many  times  the  first  one  you  see  is  the  part- 
ner. The  first  visit  is  usually  spent  in  talking 
about  the  alcoholic.  But  it  is  important  to 
give  to  the  partner  the  concept  of  alco- 
holism as  a disease  and  that  it  is  treatable. 
The  partner  should  also  be  shown  that  they 
may  play  a large  part  in  the  alcoholic’s 
drinking  or  the  alcoholic’s  re-starting  to 
drink.  To  educate  the  alcoholic  partner, 
Al-Anon  and  Alateen  can  be  of  much  as- 
sistance. Try  to  motivate  the  partner  to 
educate  himself  on  alcoholism.  Learning  to 
live  with  any  chronic  disease  is  difficult. 


Auxiliary  Help 

Treating  the  alcoholic  requires  a great 
deal  of  time  from  the  therapist.  It  is  up  to 
the  physician  to  learn  what  resources  are 
available  in  the  community  and  use  them 
as  a supplement  to  his  professional  help.  It 
is  important  for  the  alcoholic  to  have  some- 
one to  contact  when  the  desire  to  drink 
approaches.  The  professional  man  often 
cannot  offer  this  instant  help.  There  is  no 
better  place  to  get  this  than  Alcoholics 
Anonymous.  I encourage  all  my  patients  to 
try  Alcoholics  Anonymous  if  they  have  not 
done  so.  I do  not  hesitate  to  give  them  the 
telephone  number  of  Alcoholics  Anony- 
mous; write  it  down  on  a prescription  pad  as 
I would  in  prescribing  an  antibiotic  or  cough 
medicine.  With  AA,  I find  it  helpful  if  I 
know  some  AA  members.  If  I think  an  AA 
member’s  personality  might  match  that  of 
the  alcoholic  patient,  I give  the  alcoholic  the 
AA  person’s  name.  Sometimes  I think  this  is 
more  personable  than  just  giving  an  AA 
number  to  call.  In  many  communities  there 
are  federal,  state  and  local  out-patient  clin- 
ics. Let’s  face  it,  sometimes  it  is  not  always 
possible  to  give  the  alcoholic  a weekly  ap- 
pointment. It  is  important  for  regular  visits 
so  why  not  use  some  of  the  out-patient  facil- 
ities to  supplement  professional  care.  The 
churches  have  become  more  and  more  con- 
cerned about  this  problem  and  are  beginning 
to  work  closely  with  professional  people  in 
the  treatment  of  the  alcoholic.  Vocational  re- 
habilitation programs  are  important  to  get 
the  alcoholic  back  to  work  and  this  is  just 
as  important  as  treating  his  liver  problem. 

Conclusion 

With  a disease  such  as  alcoholism,  which 
has  become  the  fourth  largest  public  health 
problem  in  the  United  States  and  involving 
eight  to  11  million  alcoholic  patients  in 
the  United  States,  the  gigantic  task  of  treat- 
ing this  problem  must  fall,  for  a great  per- 
centage of  this  treatment,  on  the  shoulders 
of  the  private  individual  physician.  It  is  up 
to  each  one  of  us  to  shoulder  our  responsi- 
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bilities.  We  must  learn  to  practice  preven- 
tive medicine  in  trying  to  pick  up  the  alco- 
holic at  an  earlier  stage  of  his  drinking  and 
with  certain  types  of  patients  confront  him 
with  this  diagnosis  earlier  in  his  drinking 
history.  In  the  treatment  itself,  the  alco- 
holic must  be  accepted  as  a general  medical 
patient.  The  aim  is  not  permanent  cure  but 
long-term  management.  As  with  some  other 
diseases,  control  many  times  is  very  poor. 
Becoming  emotionally  involved  with  the 
alcoholic’s  sobriety  is  as  dangerous  as  asking 
the  seductive  patient  to  recline  upon  the 
couch.  We  must  learn  that  the  alcoholic 
may  vow  to  stay  sober  while  he  is  in  the 


office  but  stops  at  the  bar  on  his  way  home. 
The  use  of  drugs  certainly  has  a place  in  the 
treatment  of  alcoholics  as  in  other  diseases, 
but  it  is  not  "the  answer”.  Also  it  behooves 
all  of  us  to  make  ourselves  familiar  with  the 
auxiliary  services  that  are  available  in  our 
local  communities  for  the  treatment  of  al- 
coholics. This  is  not  in  order  to  transfer  our 
patients  to  the  facilities  but  only  use  them 
as  a help  for  the  patient.  In  looking  at  this 
disease  through  the  eyes  of  a practicing  phy- 
sician, a well-used  legal  term  might  be  ap- 
propriate at  this  time — "Res-ipsa  Loquitur”. 

Annandale  Doctors’  Building 
Annandale,  Virginia  22003 


AMA  Conference  Paper  Reveals  Air  Pollution  High  Risk  Group 


"Relationship  of  SO-'  Levels  to  Morbidity 
and  Mortality  in  High-risk  Populations” 
was  the  subject  of  a paper  presented  recently 
by  Bertram  Carnow,  M.D.,  at  the  AMA 
Air  Pollution  Medical  Research  Conference 
in  New  Orleans.  For  six  years  Dr.  Carnow, 
Chief  of  the  Department  of  Preventive 
Medicine  and  Community  Health  at  the 
University  of  Chicago,  and  the  Chicago  Air 
Pollution  Group,  have  carried  out  studies 
attempting  to  define  those  individuals  in  the 
population  most  sensitive  to  air  pollution. 

Results  of  the  study  showed  high-risk 
groups  include  asthmatics,  very  young  chil- 
dren, and  the  elderly  with  heart  and  lung 


disease.  Dr.  Carnow  feels  that  the  develop- 
ing of  national  air  quality  criteria  should 
reflect  the  impact  on  the  health  of  the  most 
sensitive  individuals  in  the  society — the 
"high-risk”  groups. 

These  same  studies  indicate,  however,  that 
there  may  be  no  threshold  for  determining 
the  levels  of  pollutants  at  which  individuals 
are  affected,  and  new  "high-risk”  popula- 
tions may  appear  at  every  level  of  pollution. 

Copies  of  papers  presented,  including  Dr. 
Carnow’s,  are  available  in  single  quantities 
from  the  AMA  Department  of  Environ- 
mental Health,  53  5 North  Dearborn  Street, 
Chicago,  Illinois  60610. 
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PROTEIN  CONTENT/ 7 oz  Serving* 


Green  Pea  with  Ham  (Frozen) 

Hot  Dog  Bean 

Pepper  Pot 

Split  Pea  with  Ham 

Vegetable  Beef 

Vegetable  with  Beef  (Frozen) 


7.6 

8.4 

6.1 

10.2 

5.0 

5.4 


Bean  with  Bacon 
Beef 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Green  Pea 


6.8 

8.0 

5.5 

5.8 

6.2 

6.9 


When  protein  is  the  focal  point  in  your  patients' 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


* From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


Searles  unique  progestin  with  an  unmatched  record  of 

acceptance  in  oral  contraception,  and  50  meg.  of  ethinyl  estradiol 
The  same  low  incidence  of  breakthrough  bleeding  and  of  other  side  effects  you  have 
come  to  appreciate  with  ethynodiol  diacetate  and  mestranol  plus 
all  the  convenient  dosage  schedule  and  packaging  features  you  expect  from  Searle. 

The  choice  is  yours! 


Actions— Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland.  Demulen  depresses  the  out- 
put of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH) . 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  prod- 
uct. The  effectiveness  of  the  sequential  products  appears  to  be  some- 
what lower  than  that  of  the  combination  products.  Both  types  provide 
almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  conducted 
in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those 
of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to  car- 
bohydrates, have  not  been  quantitated  with  precision.  Long-term  ad- 
ministration of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples 
of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be 
transposed  directly  to  man.  The  possible  car- 
cinogenicity due  to  the  estrogens  can  be  neither 
affirmed  nor  refuted  at  this  time.  Close  clinical 
surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication — Demulen  is  indicated  for  oral  con- 
traception. 

Contraindications — Patients  with  thrombophle- 
bitis, thromboembolic  disorders,  cerebral  apo- 
plexy or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed 
abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to 
the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  throm- 
bosis). Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mor- 
tality in  Great  Britain  and  studies  of  morbidity 
in  the  United  States  have  shown  a statistically 
significant  association  between  thrombophlebitis, 
pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives. There  have  been  three 
principal  studies  in  Britain! -3  leading  to  this  conclusion,  and  one!  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and 
associates4  in  the  United  States  found  a relative  risk  of  4.4,  meaning 
that  the  users  are  several  times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The  American  study  also 
indicated  that  the  risk  did  not  persist  after  discontinuation  of  adminis- 
tration, and  that  it  was  not  enhanced  by  long-continued  administration. 
The  American  study  was  not  designed  to  evaluate  a difference  between 
products.  However,  the  study  suggested  that  there  might  be  an  in- 
creased risk  of  thromboembolic  disease  in  users  of  sequential  products. 
This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this 
finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal  vas- 
cular lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated, 
it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule  the  possibility  of  pregnancy  should  be  considered  at  the  time 
of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions — The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear,  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected 
by  treatment  with  Demulen.  Therefore,  if  such  tests  are  abnormal  in 
a patient  taking  Demulen,  it  is  recommended  that  they  be  repeated 


after  the  drug  has  been  withdrawn  for  two  months.  Under  the  influ- 
ence of  progestogen-estrogen  preparations  preexisting  uterine  fibromy- 
omas  may  increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases 
of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diag- 
nostic measures  are  indicated.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  pro- 
longed Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contra- 
ceptives. The  mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Demulen 
therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with 
Demulen  may  mask  the  onset  of  the  climacteric. 
The  pathologist  should  be  advised  of  Demulen 
therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of 
contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiv- 
ing oral  contraceptives— A statistically  significant 
association  has  been  demonstrated  between  use 
of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary 
embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of 
an  association,  such  a relationship  has  been 
neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions;  neuro-ocular  lesions, 
e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to 
occur  in  patients  receiving  oral  contraceptives : 
nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  break- 
through bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease) , changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaun- 
dice, migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible 
individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  confirmed 
nor  refuted  : anovulation  post  treatment,  premenstrual-like  syndrome, 
changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome,  head- 
ache, nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  of 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives : hepatic  function : increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin, 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PB1  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  uptake 
values;  metyrapone  test  and  pregnanediol  determination. 

References : 1.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13: 
267-279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P. : In- 
vestigation of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R. : 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  and 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651- 
657  (June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.; 
Greene,  G.  R.,  and  Smith.  H.  E.  : Thromboembolism  and  Oral  Con- 
traceptives: An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem. 
90: 365-380  (Nov.)  1969.  0A4 
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Where  “The  Pill”  Began 

G.  D.  Searle  & Co.,  P.O.  Box  5110,  Chicago,  Illinois  60680 


Mylanta 

4 million  hours 
a day. 


Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*wifh  the  defoaming  action  of  simethicone 
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JAMES  B.  FUNKHOUSER,  M.D. 


Brief  Historical  Notes  of  Slightly  Remote 

Events  in  Virginia  Psychiatry 

It  could  have  been  named  the  Virginia 
Synaptic  Society — a district  branch  of  the 
American  Psychiatric  Association.  Such  a 
fanciful  thought  is  prompted  by  some  mat- 
ters to  be  hereinafter  reported. 

The  authority  for  most  of  what  follows 
is  from  the  recorded  minutes  of  the  meet- 
ings of  the  old  Virginia  Neuropsychiatric 
Association.  Certain  personal  reminiscences 
will  be  retold  as  they  were  related  to  the 
author  several  years  ago  by  some  of  those 
whose  names  will  appear. 

On  the  evening  of  May  18,  193  5,  a group 
of  young  Virginia  professionals  were  invited 
as  dinner  guests  of  Dr.  David  C.  Wilson  to 
the  Farmington  Country  Club  in  Char- 
lottesville. Dr.  Wilson  was  at  that  time 
chairman  of  the  Department  of  Neurology 
and  Psychiatry  of  the  Medical  School  of  the 
University  of  Virginia. 

Present  besides  the  host  were  Drs.  R.  Fin- 
ley Gayle,  Jr.,  E.  FI.  Alderman,  Floward 
Masters,  Edward  Flolderby,  John  O.  Hurt, 
W.  Gayle  Crutchfield,  S.  A.  Strickler, 
Thomas  N.  Spessard,  James  N.  Williams,  G. 
B.  Arnold,  D.  L.  Harrell,  and  Frank  H.  Red- 
wood. Also  a Dr.  Slaughter  and  a Mr.  Sol- 
lenberger  (whose  initials  are  missing  from 
the  minutes) . It  is  noted  in  the  written 
report  of  this  meeting  that  Drs.  James  Asa 
Shield,  O.  B.  Darden,  James  King  and  Gem- 
mel  (again  no  initials)  had  been  invited  and 
had  responded  but  could  not  attend.  All 
these  named  gentlemen  were  to  become 
charter  members  of  the  Virginia  NP  Society 
as  decided  by  resolution  at  a later  meeting. 
It  should  be  particularly  noted  that  a neuro- 
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surgeon  (Crutchfield),  a psychologist  (Sol- 
lenberger),  and  a physiologist  (Gemmel) 
were  invited  along  with  the  psychiatrists. 

Many  of  these  young  men  were  later  to 
become  professionally  prominent  in  Vir- 
ginia and  beyond  its  boundaries. 

It  was  proposed  at  this  first  meeting  in 
Charlottesville  that  the  newly  formed 
society  be  named  the  "James  H.  Royster 
Society”  after  a young  psychiatrist  at  West- 
brook Sanatorium  who  had  been  a good 
friend  of  most  of  the  young  men  present 
and  whose  sudden,  recent  death  was  upper- 
most in  their  thoughts. 

It  was  also  suggested  by  one  of  the  men 
present  that  the  society  be  called  the  "Vir- 
ginia Synaptic  Society”  for  reasons  that  are 
still  obscure,  but  the  author  will  speculate 
on  this  name  later. 

Finally  the  matter  of  a name  was  referred 
to  a committee  who  decided  to  call  it  the 
Virginia  NP  Society.  Many  years  later  this 
society  became  a district  branch  of  the 
American  Psychiatric  Association. 

At  this  first  meeting  it  was  decided 
to  hold  the  next  meeting  in  September  in 
Richmond  but  apparently  this  meeting  did 
not  take  place  as  scheduled.  The  next  re- 
corded meeting  was  at  the  Monticello  Hotel 
in  Norfolk  on  October  16th  at  the  time  of 
the  66th  Annual  Meeting  of  the  State  Med- 
ical Society. 

But  to  return  briefly  to  the  first  meeting 
in  Charlottesville.  Many  prominent  Vir- 
ginia psychiatrists  were  not  present,  notably 
the  State  Hospital  Superintendents,  Dr.  J. 
S.  Dejarnette  of  Staunton,  Dr.  George  W. 
Brown  of  Williamsburg,  Dr.  Hugh  Henry 
of  Petersburg  and  Dr.  George  A.  Wright  of 
Marion.  Also  not  present  were  the  senior 
officers  of  the  private  psychiatric  hospitals, 
Dr.  J.  K.  Hall  and  Dr.  Paul  V.  Anderson  of 
Westbrook,  Dr.  Beverley  Tucker  of  Tucker 
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Hospital  and  Dr.  John  C.  King  of  St.  Albans 
(although  the  junior  staff  members  of  these 
hospitals  were  invited,  responded  or  at- 
tended) . 

It  seems  apparent  that  the  first  intention 
of  the  society  was  to  organize  a journal  club 
of  "young  turks”.  This  is  what  makes  the 
second  recorded  organizational  meeting  in 
Norfolk  somewhat  interesting. 

Presiding  was  charter  member  Frank  H. 
Redwood.  Present  were  charter  members 
Drs.  Gayle,  King,  Slaughter  and  Shield.  But 
also  present  were  the  missing  seniors  Drs. 
Beverley  Tucker,  George  A.  Wright,  James 
K.  Hall,  Paul  Anderson  and  some  new- 
comers, Drs.  Rex  Blankinship,  Early  Terrell 
and  a Dr.  Riley  (again  no  initials  known) . 

A decision  had  been  reached  apparently 
to  make  the  society  more  than  a small  social 
and  journal  club  and  to  make  it  a State-wide 
association. 

At  this  meeting  Dr.  Tucker  urged  that 
the  Society  should  include  neurologists  and 
neurosurgeons  and  should  be  a section  of  the 
Virginia  State  Medical  Association.  (The 
question  of  whether  to  meet  in  conjunction 
with  the  State  Medical  Association  still  pe- 
riodically arises  after  3 5 years.  However, 
when  the  Society  became  a District  Branch 
of  the  APA,  the  question  of  membership 
was  resolved.  Neurosurgeons,  and  neurolo- 
gists who  do  not  also  profess  to  practice  psy- 
chiatry, are  not  eligible  for  full  member- 
ship.) 

The  first  scientific  meeting  of  the  Vir- 
ginia NP  Society  was  convened  in  Richmond 
at  Cabaniss  Hall  of  the  Medical  College  of 
Virginia  on  January  24,  1936. 

A paper  on  multiple  sclerosis  was  pre- 
sented by  Dr.  Beverly  R.  Tucker,  a case  of 
acoustic  tumor  was  presented  by  Dr.  Gayle 
Crutchfield.  Two  cases  of  progressive  mus- 
cular dystrophy  were  presented  by  Dr.  Fin- 
ley Gayle,  Jr.  Dr.  James  Asa  Shield  pre- 
sented a case  of  old  head  injury  followed  by 
convulsions.  Dr.  James  A.  Williams  reported 
on  a case  of  alcoholism. 


The  next  scientific  session  was  held  at 
Williamsburg  at  Eastern  State  Hospital.  Dr. 
Howard  Masters  read  a paper  on  hyperos- 
tosis frontalis  interna  and  two  papers  were 
presented  on  the  subject  of  the  diagnosis  and 
treatment  of  general  paresis.  Obviously  the 
early  meetings  were  dominated  by  neuro- 
logical subjects. 

However,  the  society  became  more  than 
a scientific  society.  The  members  were  ac- 
tive in  social  and  political  reforms. 

Indirectly  this  organization  was  respons- 
ible for  the  formation  of  the  Virginia  Men- 
tal Hygiene  Society — forerunner  of  the 
Virginia  Association  for  Mental  Health. 
Recurrently  over  the  past  3 5 years  the  Vir- 
ginia NP  Society  has  sponsored  and  taken 
the  leadership  in  obtaining  legislation  in 
Virginia  to  promote  better  hospital  condi- 
tions and  other  mental  health  programs  for 
its  citizens.  Two  of  its  early  members,  Dr. 
J.  K.  Hall  and  Dr.  R.  Finley  Gayle,  Jr., 
later  became  presidents  of  the  National  So- 
ciety, the  American  Psychiatric  Association, 
and  two  others,  Dr.  David  C.  Wilson  and 
Dr.  John  R.  Saunders,  were  elected  speaker 
of  the  Assembly  of  District  Branches  of  the 
same  organization.  Founders,  Drs.  Gayle, 
Wilson  and  Shield  were  later  to  become 
Presidents  of  the  Southern  Psychiatric 
Association. 

A synapsis  is  defined  generally  as  a "com- 
ing together”.  It  is  likely  that  the  name 
"synaptic  society”  was  proposed  to  signify 
the  bringing  together  of  psychiatrists,  neu- 
rologists, psychologists,  neurosurgeons  and 
neurophysiologists.  A synapsis  of  another 
sort  also  occurred.  The  "young  turks”  and 
their  elders  came  together  early  to  form  a 
professional  society  of  outstanding  calibre 
and  great  strength. 

Matthew  9:17 — "Neither  do  men  put 
new  wine  in  old  bottles,  else  the  bottles 
break,  and  the  wine  runneth  out,  and  the 
bottles  perish:  but  they  put  new  wine  into 
new  bottles,  and  both  are  preserved.” 
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Diagnostic  Laboratory  Medicine 


Acid  Phosphatase — Any  Value  in  Pros- 
tatie  Carcinoma? 

Nature  of  the  Enzyme 

Acid  and  alkaline  phosphatases  normally 
measured  in  clinical  laboratories  are  non- 
specific phosphomonoesterases  which  hydro- 
lyze a wide  variety  of  organic  phosphate 
esters.  The  terms  "acid”  and  "alkaline”  re- 
fer simply  to  the  pH  at  which  the  enzyme 
has  maximal  activity,  being  around  pH  4.9 
for  acid  phosphatases  and  10.0  for  alkaline 
phosphatases. 

Acid  phosphatase  is  a ubiquitous  enzyme 
located  in  lysosomes  of  body  tissues  and  is 
released  from  damaged  cells,  notably  those 
of  the  prostate,  erythrocytes,  and  platelets. 
The  acid  phosphatases  from  different  tissues 
are  not  the  same  enzyme,  but  rather  iso- 
enzymes having  different  physicochemical 
properties.1 ' By  far  the  most  potent  source 
of  the  enzyme  is  the  prostate  where  it  is 
also  produced  as  an  active  secretory  product. 
The  normal  blood  level  of  acid  phosphatase 
is  quite  low,  most  of  it  being  derived  from 
platelets  and  only  a trace  from  the  prostate.3 

Clinical  Importance 

In  193  6 Gutman  found  that  bones  which 
were  the  site  of  metastases  from  prostatic 
carcinoma  had  an  acid  phosphatase  activity 
up  to  one  hundred  times  that  of  normal 
bone,  and  up  to  twenty  times  that  of  bone 
metastatically  involved  by  other  than  pros- 
tatic carcinomas  and  by  Paget’s  disease. 
Furthermore,  in  patients  with  a satisfac- 
tory clinical  remission  following  therapy 
there  was  a fall  in  the  acid  phosphatase  levels 
that  persisted  as  long  as  the  clinical  remis- 
sion. If  there  was  no  decrease  during  ther- 
apy, no  satisfactory  clinical  remission  was 
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observed.4  Determinations  of  total  serum 
acid  phosphatase  (TSAP)  were  adopted 
promptly  as  an  aid  in  diagnosing  prostatic 
carcinoma  and  in  following  the  progress 
of  patients  during  therapy.  However,  sub- 
sequent investigators  have  produced  con- 
flicting reports  on  the  value  of  acid  phos- 
phatase as  an  adjunct  in  the  detection  of 
prostatic  carcinoma  and  in  determining  its 
spread.  TSAP  has  been  variously  reported 
as  normal  in  15 — 50%  of  patients  with  car- 
cinoma of  the  prostate.  Elevation  of  the 
enzyme  alone  has  been  of  little  if  any  help 
in  detecting  unsuspected  cases  of  prostatic 
carcinoma. a'6,s 

L-tartrate  inhibition  test  has  been  used 
to  increase  the  specificity  of  acid  phospha- 
tase determinations.  Such  efforts  do  not 
appear  to  be  necessary  when  the  Bodansky 
method  using  B-glycerophosphate  as  a sub- 
strate is  used,  since  this  substrate  is  appar- 
ently specific  for  PAP.  Normally,  most  of 
the  acid  phosphatase  inhibited  by  L-tartrate 
(PAP)  is  prostatic  in  origin.  However,  de- 
termination of  PAP  has  yielded  results  only 
slightly  better  than  TSAP  in  evaluating  the 
presence  of  prostatic  carcinoma.  Also,  it  has 
been  of  little  help  in  answering  the  follow- 
ing questions  pertinent  to  acid  phosphatases: 

1.  Must  the  prostatic  carcinoma  extend 
through  the  capsule  to  produce  a demon- 
strable rise  in  TSAP  or  PAP?  Most  investi- 
gators suggest  that  it  need  not  on  the  basis 
of  various  reports  showing  elevations  which 
occur  in  30-50%  of  cases  with  carcinoma 
either  confined  to  the  prostate  or  with  soft 
tissue  metastases,  and  in  up  to  90%  of  those 
with  bony  metastases.  The  more  anaplastic 
the  carcinoma  the  less  PAP  found,  with  some 
untreated  patients  with  widespread  osseous 
metastases  having  no  increase  in  PAP.5'6,,  S'9 

2.  Is  prostatic  carcinoma  the  only  cause 
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of  a rise  in  TSAP  or  PAP?  Again,  the  an- 
swer would  seem  to  be  no.  Several  have  re- 
ported elevations  of  TSAP  in  up  to  15% 
of  their  patients  with  benign  prostatic  hy- 
perplasia (BPH)  and  of  PAP  in  3%  of  these 
patients.5,6'7,8,9  Additionally,  Day  has  re- 
ported that  5.7%  of  315  men  aged  20-27 
with  clinically  normal  prostates  had  statis- 
tically significant  elevations  of  either  their 
TSAP  or  PAP.  In  all  cases  the  values  re- 
turned to  normal  indicating  there  is  often 
a small  transitory  elevation  of  acid  phospha- 
tase in  normal  men.10  Small,  but  persistent, 
elevations  are  of  clinical  importance. 

It  is  well  documented  that  rectal  palpa- 
tion, prostatic  infarction,  or  surgical  ma- 
nipulation will  produce  a transitory  rise  in 
prostatic  acid  phosphatase.  Therefore,  one 
should  wait  at  least  twenty-four  hours  fol- 
lowing a rectal  exam  before  drawing  blood 
for  determination  of  this  enzyme,  if  a pre- 
exam specimen  is  not  available. 

Other  conditions  yielding  elevated  TSAP 
are  metastatic  bone  disease  from  other  than 
prostatic  carcinoma,  Paget’s  disease,  multiple 
myeloma,  hyperparathyroidism,  chronic  re- 
nal diseases,  thromboembolic  disorders  in- 
cluding pre-eclampsia,  as  well  as  diseases  of 
the  hepatobiliary  and  reticuloendothelial 
systems.  In  many  of  these  instances,  the  ele- 
vated "acid  phosphatase”  may  represent  a 
"spillover  effect”  from  high  alkaline  phos- 
phatase levels,  since  the  latter  enzyme  has 
some  activity  at  pH  4. 9. 1,5,11 

Acid  phosphatase  is  a very  labile  enzyme 
in  serum,  losing  5 0%  of  its  activity  in  ten 
minutes  at  37°  C at  pH  7.4.  Unless  the  de- 
termination of  the  enzyme  activity  is  to  be 
performed  at  once,  it  is  of  utmost  impor- 
tance that  one  protect  this  activity  either 
by  adding  a citrate  buffer  at  pH  6.2  or  by 
immediately  freezing  the  serum.  Otherwise, 
the  results  are  misleading  or  useless.12,13 

Why  Tartrate  Inhibition? 

To  ascertain  the  value  of  measuring  PAP 
versus  TSAP,  the  PAP  levels  were  deter- 


mined at  MCV  on  all  sera  during  a month’s 
period  demonstrating  a TSAP  level  of  great- 
er than  0.80  sigma  units  by  the  Bessey- 
Lowry  method  (normal  in  this  laboratory  is 
.10-. 70  for  males).  TSAP  testing  was  re- 
quested on  the  sera  of  seventy-nine  patients 
during  this  period.  Twenty- three  of  these 
had  0.80  sigma  units  or  above.  These  were 
divided  into  two  groups.  The  first  one  con- 
sisted of  fifteen  patients  having  TSAP  values 
between  0.80-1.00  sigma  units.  PAP  was 
elevated  in  only  one.  This  patient  had  BPH 
with  prostatitis  and  recurrent  epididymitis. 
Two  other  patients  with  BPH  had  elevated 
TSAP,  but  not  elevated  PAP  levels.  No 
explanation  was  readily  available  for  the 
raised  TSAP  in  the  remaining  twelve  pa- 
tients, but  their  tartrate-inhibited  levels 
were  often  below  0.10  sigma  units  (normal 
tartrate-inhibited  levels  are  .01-. 20  sigma 
units) . The  second  group  consisted  of  eight 
patients  showing  TSAP  values  above  1.00. 
All  of  these  had  prostatic  carcinoma  and  ele- 
vated PAP  levels. 

Summary  and  Conclusion 

Prostatic  cancer  is  the  third  leading  cause 
of  male  cancer  deaths,  and  early  detection 
would  offer  the  best  hope  of  combating  the 
disease.  However,  TSAP  and  PAP  levels  are 
of  little  value  in  detecting  occult  carcinoma. 
Moreover,  elevated  activities  are  not  specific 
for  carcinoma  of  the  prostate,  even  when 
secondary,  and  should  never  be  used  as  an 
indication  of  inoperability.  Conversely,  nor- 
mal values  do  not  rule  out  a prostatic  neo- 
plasm. Therefore,  the  diagnostic  informa- 
tion yielded  by  acid  phosphatase  levels  is 
scant. 

However,  the  determination  of  TSAP 
still  remains  useful  in  assessing  a patient’s 
response  to  therapy.  PAP  determination 
would  seem  to  be  of  value  in  ruling  out  non- 
prostatic  causes  of  elevated  TSAP.  There- 
fore, any  sera  which  has  a TSAP  above  0.80 
sigma  units  should  automatically  have  tar- 
trate-inhibited levels  also  measured. 

It  is  clear  that  better  laboratory  tests  are 
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needed  for  the  detection  of  prostatic  car- 
cinoma. Perhaps  the  use  of  immunologic 
techniques  as  described  by  Moncure  and 
Prout,2  or  the  determination  of  LDH  iso- 
enzymes as  described  by  Oliver14  will  yield 
more  meaningful  results. 
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Medicare  - Part  B — 


The  Medicare  Assignment  Agreement 

There  appears  to  be  some  misunderstand- 
ing among  Medicare  beneficiaries  and  phy- 
sicians as  to  the  obligation  of  each  when 
the  physician  bills  the  Medicare  program 
and  also  accepts  an  assignment  of  benefits. 
Travelers  Insurance  Company  personnel 
have  been  asked  on  several  occasions  by  the 
Social  Security  Administration  to  conduct 
investigations  involving  violations  of  the 
assignment  agreement.  The  most  common 
violation  involves  the  physician  billing  the 
patient  for  more  than  the  $50  deductible 
and  20%  of  the  allowed  charges. 

When  the  physician  or  supplier  accepts 
the  assignment  of  benefits  in  item  12  of  the 
SSA  1490  he  agrees  to  the  statement  as 
shown  on  the  reverse  side  of  the  form  SSA 
1490  Request  for  Payment. 

"If  you  and  your  doctor  agree,  Medi- 
care will  pay  him  directly.  This  is  the 
assignment  method.  You  do  not  submit 
any  claims;  but  the  doctor  does.  All  you 
do  is  fill  out  part  I of  this  form  and  leave 
it  with  your  doctor.  Under  this  method 
the  doctor  agrees  to  accept  the  charge 
determination  of  the  Medicare  carrier  as 
the  full  charge;  you  are  responsible  for 
the  deductible  and  co-insurance.” 

If  a physician’s  fee  for  single  service  is 
reduced,  the  physician  may  charge  the  ben- 
eficiary any  unsatisfied  deductible  and/or 
20%  of  the  allowed  charge.  For  example, 
a consultation  is  billed  by  the  assignment 
method  at  $30  and  the  patient’s  Medicare 
deductible  is  satisfied.  The  Medicare  allow- 
ance is  determined  to  be  $25,  of  which  80% 
or  $20  is  paid  by  the  carrier.  The  physician 
may  bill  the  patient  $5  (20%  of  the  allowed 
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charge)  but  not  the  $5  which  was  disal- 
lowed. 

Sometimes  a Medicare  allowance  is  deter- 
mined on  the  basis  that  some  of  the  services 
billed  were  medically  unnecessary.  The  phy- 
sician may  or  may  not  bill  the  beneficiary 
in  excess  of  the  Medicare  allowance  de- 
pending upon  the  situation: 

Example  1,  a physician  may  not  charge 
if  services  were  determined  to  be  in  excess 
of  what  is  normally  included  in  the  total 
service  fee.  An  example  is  the  billing  for 
post-operative  treatment  when  this  is  cus- 
tomarily included  in  the  surgical  fee  by  most 
physicians.  The  Travelers  uses  the  post-op- 
erative visit  guidelines  as  listed  for  the 
various  medical  procedures  in  the  California 
Relative  Studies,  (1964  CRVS). 

A physician  may  charge:  The  physician 
may  bill  the  patient  20%  of  the  allowed 
charge  plus  full  fee  for  any  services  consid- 
ered non-covered  under  Medicare.  For  in- 
stance, the  physicians’  charges  for  ten  visits 
to  the  patient’s  home  and  the  carrier  deter- 
mines that  only  five  visits  are  covered  by 
Medicare.  The  physician  may  bill  for  the 
five  visits  disallowed  plus  20%  of  the  al- 
lowed charges  (plus  any  unsatisfied  deduct- 
ible). 

There  have  been  some  recent  instances 
where  physicians  were  reluctant  to  release, 
to  the  carrier,  medical  information  about  a 
patient  which  was  necessary  to  promptly 
process  the  pending  claim.  Some  physicians 
have  requested  a signed  request  sent  directly 
to  them  by  the  patient. 

A carrier,  in  all  instances,  is  required  to 
have  a form  SSA  1490,  signed  by  the  bene- 
ficiary, before  it  can  process  a claim.  Item 
6,  part  I of  the  SSA  1490  authorizes  the 
(• Continued  on  page  52) 
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The  Medical  Society  of  Virginia 


Annual  Report  Committee  on  Pharmacy 

The  following  resolution  on  "Drug  Abuse,  etc.” 
was  referred  to  our  Committee  by  Council. 

Whereas,  drug  abuse,  drug  addiction,  and  drug 
dependence  are  ever  growing  problems  reaching 
epidemic  proportions,  especially  threatening  our 
youth;  and 

Whereas,  federal,  state  and  local  laws  control 
the  use  of  narcotics,  sedatives,  hypnotics,  hallu- 
cinogens, amphetamines,  and  otherwise  potentially 
addictive  and  dangerous  drugs,  excluding  the  cate- 
gory called  "exempt  narcotics”,  which  may  be 
sold  over  the  counter  to  anyone  without  regard 
or  restriction  to  age;  and 

Whereas,  cough  medications  today  contain  non- 
narcotic cough  suppressants,  thereby  making  it 
unnecessary  to  use  those  preparations  containing 
opiates  unless  prescribed  by  a licensed  health  prac- 
titioner; and 

Whereas,  many  states  have  recognized  the 
problem  of  “exempt  narcotics”  and  the  State  Board 
of  Pharmacy  has  regulations  controlling  the  sale 
of  these  drugs;  therefore,  be  it 

Resolved,  that  The  Medical  Society  of  Virginia 
request  the  State  Board  of  Pharmacy,  at  its  next 
meeting,  to  consider  the  immediate  practice  of  its 
authority  to  initiate  restriction  of  the  sale  of  all 
"exempt  narcotics”  so  that  they  are  available  only 
on  prescription  of  a duly  licensed  health  practi- 
tioner in  this  state. 

Your  Committee  was  advised  that  the  Virginia 
Pharmaceutical  Association,  at  the  request  of  the 
Food  & Drug  Administration,  has  asked  pharmacists 
not  to  sell  "exempt  narcotics”  to  any  purchasers 
under  18  years  of  age  or  anyone  they  consider  not 
of  good  moral  character.  This  is  now  on  trial  for  a 
six  month-one  year  period  and,  if  not  effective,  these 
so  called  "exempt  narcotics”  will  have  to  have  a 
prescription  before  they  can  be  filled.  In  a telephone 
conversation,  September  21,  1970,  Mr.  Carson  ad- 
vised no  change  in  the  above. 

The  Committee  on  Pharmacy  approved  the  project 
to  test  the  Clinical  Application  of  L-DOPA  in  the 
treatment  of  Parkinson’s  Disease  at  the  Medical  Col- 
lege of  Virginia. 


The  Committee  recommends  that  our  attorneys 
seek  legislation  which  would  amend  the  sales  tax 
statute  by  an  outright  exemption  where  drugs  and 
medicine  are  concerned.  A bill  was  introduced  in 
the  State  Legislature.  It  was  never  reported  out  of 
the  committee  to  which  it  was  assigned. 

Dr.  J.  G.  Bruce,  President  of  the  Orange-Gordons- 
ville  Community  Hospital,  advised  the  Committee 
of  the  difficulty  they  were  having  in  collecting  for 
prescriptions  filled  in  the  hospital  pharmacy  that 
come  under  Medicaid.  This  problem  has  been  solved 
through  the  offices  of  Dr.  Mack  I.  Shanholtz,  Com- 
missioner of  Health. 

On  January  23,  1970,  House  Bill  No.  271  was  in- 
troduced  in  the  General  Assembly  to  amend  the  Drug 
Control  Act,  relating  to  the  Virginia  State  Board 
of  Pharmacy,  et  cetera. 

One  of  the  more  significant  proposals  was  to  change 
the  law  with  reference  to  the  licensing  of  physicians 
to  practice  Pharmacy  and  put  them  under  the  con- 
trol of  the  Board  of  Pharmacy.  The  General  As- 
sembly, in  its  wisdom,  did  not  change  the  law  which 
reads  as  follows: 

Section  54-434.1  —CERTIFICATE  OF  REGIS- 
TRATION FOR  PHYSICIANS  TO  PRACTICE 
PHARMACY. 

"In  towns  having  a population  of  1,000  or  less 
and  in  rural  districts  any  physician  regularly  licensed 
under  the  laws  of  Virginia  shall  be  granted  by  the 
Board  of  Pharmacy  a certificate  of  registration  to 
practice  Pharmacy;  unless,  for  good  cause  shown, 
the  applicant  is  proven  to  be  morally  or  profession- 
ally unfit;  such  certificate  shall  be  renewed  annually 
and  the  Board  shall  charge  and  receive  the  sum  of 
ten  dollars  for  each  renewal.” 

There  are  5 3 physicians  in  Virginia  who  have  a 
license  to  practice  Pharmacy. 

Jean  K.  Weston,  M.D.,  Vice  President  of  National 
Pharmaceutical  Council,  Inc.,  Washington,  D.  C.,  ad- 
vised your  Chairman  that  the  House  of  Delegates  of 
the  American  Pharmaceutical  Association  approved 
a recommendation  to  seek  repeal  of  the  anti-substi- 
tution law.  Mr.  Carson,  Secretary  of  the  Virginia 
Board  of  Pharmacy,  advises  that  the  anti-substitution 
law  remains  in  effect  in  Virginia. 
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As  the  retiring  Chairman  of  the  Committee  on 
Pharmacy  for  the  past  four  years,  I want  to  take  this 
opportunity  to  thank  Mr.  Robert  I.  Howard,  Execu- 
tive Secretary,  his  staff,  and  Mr.  Duval  and  Mr.  Mil- 
ler, Society  Attorneys,  for  their  many  hours  of  work 
with  this  Committee. 

Also,  in  retiring,  as  Chairman,  I wish  to  thank  the 
members  of  the  Committee  for  their  loyalty  and  ded- 


ication; it  was  my  privilege  to  work  with  such  a fine 
group. 

Mallory  S.  Andrews,  M.D.,  Chairman 
Carl  E.  Stark,  M.D. 

F.  Clyde  Bedsaul,  M.D. 

George  A.  Reynolds,  M.D. 

Lloyd  T.  Griffith,  M.D. 

J.  Warrick  Thomas,  M.D. 


Medicare — Part  B — THE  MEDICARE 
ASSIGNMENT  AGREEMENT— 

( Continued  from  page  50) 

holder  of  medical  or  other  information 
about  the  beneficiary  (whose  signature  ap- 
pears below)  to  release  any  information 
needed  by  the  carrier  for  this  or  any  related 


claim.  Whenever  the  carrier  calls  or  writer 
for  additional  information,  it  must  have  this 
authorization  by  the  beneficiary  in  the  file. 

Your  attention  is  invited  to  item  6,  part  I, 
of  SSA  1490,  for  assurance  that  physicians 
are  authorized  by  the  beneficiary  to  release 
this  information  to  the  carrier  upon  its 
request. 
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epanil  Ten-ta 

(continuous  release 

diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the ‘nerves' 

When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
fEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
ess.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
his  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ng  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
Dleasont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
n relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  jirteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  ond  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  after  Ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticoria,  ecchymosis,  ond  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  adverse 
reoctions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hoir  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
doily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  t-oosa  / 1/70  / u.s.  patent  no  3,oot,9io 
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THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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Womans  Auxiliary 

President  Mrs.  Reuben  F.  Simms 

President-Elect  Mrs.  David  B.  Hill 

First  Vice-President  Mrs.  Harold  Williams 

Second  Vice-President  Mrs.  L.  C.  Strong 

Third  Vice-President  Mrs.  William  Reardon 

Recording  Secretary Mrs.  Donald  Fletcher 

Corresponding  Secretary  Mrs.  Elliott  Oglesby 

Treasurer  Mrs.  Hans  Klapproth 

Publicity  Mrs.  C.  Leon  Jennings,  Jr. 

Woman’s  Auxiliary  to  the  Southern  Med- 
ical Association 

Cold  weather  but  a warm  welcome  was  on 
hand  in  Texas  for  the  Virginia  delegates  to 
the  Woman’s  Auxiliary  to  the  Southern 
Medical  Association  Convention  held  in 
Dallas,  November  15-18,  1970. 

The  General  Session,  46th  annual  meeting 
of  the  WA-SMA  was  held,  November  17, 
with  Mrs.  Gordon  W.  Peek,  President,  Baton 
Rouge,  Louisiana,  presiding.  Greetings  were 
brought  from  Dr.  J.  Leonard  Goldner,  Pres- 
ident of  SMA,  Durham,  North  Carolina, 
and  Mrs.  Eugene  P.  Schock,  Jr.,  President, 
Woman’s  Auxiliary  to  the  Texas  Medical 
Association,  Austin. 

Mrs.  R.  C.  L.  Robertson,  President,  Wom- 
an’s Auxiliary  to  the  American  Medical 
Association,  Houston,  gave  the  morning 
address.  She  stated  that  the  Southern  Aux- 
iliary lives  by  the  WA-AMA  objectives,  "to 
cultivate  friendships  and  promote  mutual 
understanding  among  physician’s  wives.” 
Mrs.  Robertson  praised  the  projects  of  WA- 
SMA,  the  observance  of  Doctor’s  Day  and 
the  Research  and  Romance  of  Medicine. 

Reports  from  the  State  Councilors  were 
given  by  regions.  Mrs.  M.  Pinson  Neal,  Jr., 
Richmond,  gave  a resume  of  the  various 
observances  of  Doctor’s  Day  throughout 
the  State  of  Virginia. 

New  business  consisted  of  the  election  of 
officers  for  1971.  Mrs.  Ramsay  H.  Moore, 
Dallas,  was  elected  and  installed  President. 
In  her  inaugural  address,  Mrs.  Moore  stressed 
the  auxiliary’s  obligation  to  public  relations 


in  all  activities  and  asked  help  in  preserving 
American  medical  heritage  through  Re- 
search and  Romance  of  Medicine. 

Mrs.  Peek  read  a message  of  congratula- 
tions sent  to  Mrs.  Moore  from  A.  L.  Rich- 
ardson on  behalf  of  President  Nixon.  We 
were  privileged  to  have  Mrs.  Moore  visit  our 
annual  convention  in  Richmond  in  October. 

Mrs.  W.  Nash  Thompson,  Stuart,  a past 
president  of  the  Woman’s  Auxiliary  to  The 
Medical  Society  of  Virginia,  was  elected  and 
installed  as  Treasurer  for  WA-SMA  for 
1971.  She  served  as  Recording  Secretary 
this  past  year.  Virginia  is  proud  to  have 
Mrs.  Thompson  serve  on  the  Board. 

The  entire  slate  of  officers  for  1971  for 
WA-SMA  is  as  follows: 

President:  Mrs.  Ramsay  H.  Moore,  Dallas, 
Texas 

President-Elect:  Mrs.  Abbott  Y.  Wilcox, 
Jr.,  St.  Petersburg,  Florida 

1st  Vice  President:  Mrs.  Raymond  E. 
Jones,  Louisville,  Kentucky 

2nd  Vice  President:  Mrs.  Cliff  Moore, 
Jr.,  Rome,  Georgia 

3rd  Vice  President:  Mrs.  Benjamin  H. 
Gaston,  Muskogee,  Oklahoma 

Recording  Secretary:  Mrs.  William  S. 
Garrott,  Cleveland,  Tennessee 

Corresponding  Secretary:  Mrs.  Sparkman 

Treasurer:  Mrs.  W.  Nash  Thompson, 
Stuart,  Virginia 

Historian:  Mrs.  Charles  Farris,  Jr.,  New 
Orleans,  Louisiana 

Awards  Luncheon 

The  Doctor’s  Day  Awards  Luncheon  took 
place  November  18.  A holiday  style  show 
was  presented  by  Eve  Boutique,  followed 
by  a lively  musical  program  given  by  the 
Park  Cities  Women’s  Chorus. 

Mrs.  Kalford  W.  Howard,  Portsmouth,  a 
Past  President  of  WA-SMA  was  recognized 
as  a guest  at  the  luncheon. 

Mrs.  Charles  S.  Sale,  President  of  the 


Volume  98,  January,  1971 


53 


Woman’s  Auxiliary  to  the  Norfolk  County 
Medical  Society  and  Mrs.  M.  Pinson  Neal, 
Jr.,  Councilor  to  Southern,  were  present  to 
receive  an  Honorable  Mention  for  the  Nor- 
folk County  Auxiliary  (for  an  auxiliary  of 
over  fifty  members)  for  their  work  on  Re- 
search and  Romance  of  Medicine.  Norfolk 
also  received  a special  award  for  an  out- 
standing display  for  Doctor’s  Day  and  Re- 
search and  Romance  of  Medicine.  (Their 
exhibit  included  a restoration  pharmacy 
circa  1900  and  special  pictorial  displays.) 

Plays  for  Living 

The  Norfolk  County  Auxiliary  in  con- 
junction with  the  Child  and  Family  Service 
has  found  a unique  way  to  meet  some  of 
the  problems  of  every  day  living. 

As  their  Youth  and  Children  project, 
started  in  1969,  the  play  "According  to 
Size”  has  been  given  for  PTA  groups,  Wom- 
en’s Clubs,  Auxiliary  groups  and  before 
classes  at  the  Child  and  Family  Service  (in 
order  to  help  them  train  discussion  leaders) . 
Also  an  excerpt  from  the  play  was  per- 
formed on  WAVY-TV. 

Plays  for  Living  is  a division  of  the  Fam- 
ily Service  Association  of  America.  They 
provide  forty-one  human  relation  plays 
about  families,  children,  the  aging  and 
health  problems.  They  are  structured  for 
low-budget  presentations,  needing  little 
staging,  no  costumes  and  few  props.  The 
plays  are  never  performed  without  a repre- 
sentative from  Child  and  Family  Service 
because  the  most  important  aspect  is  the 
discussion  after  the  play  with  the  audience 
asking  questions  and  finding  answers  by 
identifying  with  the  actors.  Through  dra- 
matic emphasis  to  situations  in  the  Com- 
munity, these  plays  are  not  an  end  in  them- 
selves, but  are  written  to  stimulate  audience 
discussion.  The  discussion  leader  then  sounds 
out  the  group  for  opinions  on  such  ideas 
as  presented  in  the  play. 

The  play  "According  to  Size”  is  about 
three  mothers  and  their  three  children.  It 
contrasts  three  different  methods  of  raising 


a child.  This  play  was  chosen  because  it 
seemed  to  fit  the  needs  of  most  of  the  Nor- 
folk Auxiliary  members  who  are  now  in  this 
category.  They  are  in  the  process  of  re- 
hearsing another  play  which  delves  into  the 
problem  of  older  parents  living  in  the  home 
of  their  children. 

Mrs.  Muriel  Alderman  of  Child  and  Fam- 
ily Service  furnishes  the  script.  Mrs.  Sally 
Adler,  one  of  the  Norfolk  County  Aux- 
iliary members,  schedules  the  plays  for  or- 
ganizations. Other  members  who  have  been 
involved  are:  Mrs.  Anna  Anderson,  Stage 
Manager;  Mrs.  Elly  Mladick,  Mrs.  Joanne 
Young  and  Mrs.  Pat  King,  actresses. 

In  writing  about  this  project,  Mrs.  Charles 
Sale,  President  of  the  Norfolk  Auxiliary 
suggests  that  because  of  the  large  selection 
of  plays,  any  auxiliary  could  find  one  suit- 
able for  them.  Large  or  small  memberships, 
the  problems  are  common  to  all  of  us. 

The  Sally  Tompkins  Chapter 

Of  the  Woman’s  Auxiliary  to  the  Stu- 
dent American  Medical  Association  was  the 
hostess  group  to  the  Region  I WA-SAMA 
convention  held  in  Richmond,  the  weekend 
of  November  14,  1970.  Region  I includes 
the  States  of  Florida,  Alabama,  Georgia, 
North  Carolina,  South  Carolina,  and  Vir- 
ginia. Approximately  40  delegates  from 
nine  chapters  were  in  attendance. 

Activities  began  with  a chocolate  fondue 
party  at  the  home  of  the  regional  vice  presi- 
dent, Mrs.  Edward  Lilly  (Linda).  Satur- 
day’s events  were  centered  at  the  Larrick 
Student  Center  of  the  Medical  College  of 
Virginia;  an  early  brunch  was  followed  by  a 
morning  business  session.  The  mid-day 
luncheon  was  highlighted  by  a "homemade” 
style  show  presented  by  Sally  Tompkins 
members  and  their  children.  The  afternoon 
was  devoted  to  buzz  sessions  on  membership, 
service  and  programs.  Mrs.  G.  Edward 
Kappler  (Robin),  national  WA-SAMA 
president,  led  a workshop  on  Expo  70’s  na- 
tional WA-SAMA  health  careers  project. 

Jane  Jennings  (Mrs.  C.  Leon,  Jr.) 
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Editorial 


“Medical  Huckstering  and  Drug  Abuse” 

HETHER  FALSE,  or  at  best,  misleading,  advertising  of  proprie- 
tary drugs  has  attained  fantastic  proportions  and  should  be  curbed. 
The  Federal  Trade  Commission,  for  reasons  unknown,  has  ventured  hesi- 
tantly and  rather  uncertainly  into  investigations  of  this  multimillion 
dollar  industry,  and  this  at  a time  when  the  mass  media  are  saturating 
the  public  with  exhortations  to  "take  a pill”  for  whatever  ails  us  and  "all 
will  be  well”. 

This  philosophy  of  instant  riddance  of  pain,  gloom,  depression,  consti- 
pation, weakness,  insomnia,  etc.,  by  the  simple  expedience  of  taking  a pill 
is  being  driven  through  to  us  with  the  delicacy  of  a Sherman  tank  rolling 
over  a victim.  To  compound  the  issue,  leading  manufacturers  of  anal- 
gesics— chiefly  aspirin  and  additives — have  hired  well-known  Hollywood 
and  television  personalities  to  join  in  the  act,  making  many  farcical  and 
borderline  truthful  claims.  One  such  ad,  currently  running  extensively, 
shows  actor  David  Janssen  making  a big  pitch  for  his  headache  remedy. 
This  ad  purportedly  shows  Atlantic  City  in  the  background.  The  fact 
that  Janssen  has  played  a physician  in  a television  series,  plus  the  pseudo- 
air of  authenticity  lent  by  the  locale,  could  conceivably  influence  many 
gullible  viewers  with  light  heads  and  headaches. 

One  among  many  examples  of  the  harmful  effects  of  proprietary  drugs 
taken  without  adequate  guidance  (J.A.M.A.  September  21,  1970)  show 
the  dangers  in  the  last  month  of  pregnancy  of  aspirin  on  hemostasis  and 
platelet  dysfunction  in  the  newborn.  Other  proprietary  drugs  are  evalu- 
ated in  this  study,  including  vitamins,  antacids,  and  "digestants”,  each  of 
which  is  a potential  hazard  for  the  fetus.  To  make  matters  worse,  many 
mothers  do  not  consider  these  proprietaries  as  "medicine”  and  apparently 
take  them  without  any  thought  of  their  potential  danger. 

The  savage  infighting  demonstrated  for  all  to  behold  between  Bufferin, 
Bayer,  Anacin,  Alka-Seltzer,  Excedrin,  and  other  analgesics  would 
suggest: 

1.  Criteria  be  established  for  ethical  proprietary  advertising  and 
rigidly  policed  by  the  F.T.C.  or  other  suitable  governing  body. 

2.  The  American  Medical  Association  or  other  recognized  medical 
authorities  take  over  the  task,  should  other  Federal  controls  fail. 

The  stakes  are  exceedingly  high  and  delaying  tactics  to  prevent  controls 


Volume  98,  January,  1971 


55 


by  these  drug  houses  can  be  expected.  There  are,  however,  many  who 
feel  that  the  time  has  long  passed  any  reason  to  hope  that  the  companies 
themselves  will  show  restraint  in  the  quality  and  even  the  amount  of  ad- 
vertising foisted  on  the  public. 

The  idea  that  medications  will  "cure  all  our  ills”  comes  through  loud 
and  clear  in  the  mass  media.  Certainly,  this  "instant  cure”  philosophy  has 
contributed  in  some  measure  to  the  alarming  spread  of  drug  abuse.  Some 
legislators  are  now  formulating  ways  and  means  to  prevent  the  so-called 
"hard-sell  technique”,  which  permeates  admen’s  thinking  today — appar- 
ently— especially  in  proprietaries,  and  force  a more  reasonable  approach. 
There  are  advocates  for  completely  eliminating  all  proprietary  drug  ad- 
vertising, claiming  that  the  same  right  to  force  tobacco  advertising  from 
television  should  also  encompass  proprietary  drugs. 

With  approximately  $118  million  spent  on  advertising  pills  to  stop 
pain,  or  change  our  mood,  or  state  of  fatigue,  one  would  have  hoped  that 
Madison  Avenue  would  have  felt  it  wiser  to  respond  with  a more  thought- 
ful approach  than  that  currently  in  vogue.  If  they  do  not  soften  the 
approach,  it  may  be  anticipated  that  medical  organizations,  consumer 
groups,  and  other  responsible  bodies  will  seek  relief  by  other  means  so  that 
responsible  guides  will  be  established  and  followed. 

Ethical  pharmaceutical  advertising  also  has  long  been  overdue  for  re- 
medial changes,  and  clinical  pharmacology  departments  of  several  medi- 
cal schools  are  now  assisting  in  this  endeavor.  The  Medical  College  of 
Virginia  Department  of  Clinical  Pharmacology  has  had  teams  of  medical 
students  evaluating  ethical  drug  advertising,  and  preliminary  reports 
would  indicate  less  than  flattering  impressions. 

The  New  England  Journal  of  Medicine  has  recently  appointed  an  as- 
sociate editor  whose  sole  task  will  be  to  supervise  and  edit  all  advertising 
material,  especially  that  pertaining  to  drugs.  Drug  ads  appearing  hence- 
forth in  this  prestigious  journal  are  to  be  prepared  by  the  manufacturer 
in  cooperation  with  the  N.E.J.M.,  and  are  specifically  to  include,  among 
other  items,  the  approximate  cost.  This  commendable  first  giant  step 
could  conceivably  lead  to  a joint  effort  between  the  medical  profession 
(especially  clinical  pharmacology  departments  of  medical  schools  and 
hospitals)  and  the  pharmaceutical  manufacturers  in  order  to  establish 
satisfactory  patterns  for  ethical  pharmaceutical  advertising.  This  would 
mean  that  Madison  Avenue  would  be  kept  in  the  background  and  follow 
a combined  medical-pharmaceutical  team  at  a respectful  distance. 

Robert  Edgar  Mitchell,  Jr.,  M.D. 
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Medicine's  Debt  to  Dr.  Cox 


T"\R.  RUSSELL  MILLS  COX,  permanent  Secretary  of  the  State  Board 
of  Medical  Examiners,  died  on  November  10  at  the  age  of  76.  Dr. 
Cox  was  a native  of  Fremont,  N.  C.,  and  was  graduated  from  the  Uni- 
versity of  North  Carolina  in  1913.  He  received  his  medical  degree  from 
the  University  of  Pennsylvania  in  1917  and  served  in  the  navy  during 
¥¥  I.  He  specialized  in  pediatrics  and  after  serving  a residency  at 
St.  Christopher’s  Hospital  in  Philadelphia,  he  located  in  Portsmouth 
where,  in  1921,  he  founded  a medical  clinic  for  indigent  children  which 
he  operated  for  nine  years. 

Dr.  Cox  served  as  part-time  school  physician  from  1936  to  1960.  He 
was  active  in  many  social  agencies  and  especially  those  dealing  with  chil- 
dren. He  was  director  of  the  Y.M.C.A.,  the  Salvation  Army,  the  Asso- 
ciated Charities,  the  Tuberculosis  Association  and  the  Virginia  Society 
for  Crippled  Children.  He  had  served  as  president  of  the  Portsmouth 
Rotary  Club,  the  Community  Chest  and  the  Executives'  Club.  These 
civic  activities  earned  him  the  title  of  Portsmouth’s  First  Citizen  in  1962. 

He  was  equally  active  in  medical  circles  for  he  had  been  president  of 
the  Portsmouth  Academy  of  Medicine  and  also  of  three  different  hospitals 
during  the  half-century  of  practice  in  his  adopted  city.  Dr.  Cox  served 
on  the  State  Board  of  Medical  Examiners  from  195  3 until  his  death.  He 
was  president  of  the  Board  for  two  years  and  in  1960  he  became  per- 
manent secretary.  He  continued  in  this  office  for  the  ensuing  ten  years 
of  his  life.  He  was  the  only  Virginian  to  be  elected  to  the  National  Board 
of  Medical  Examiners  where  he  served  from  1965  to  1968. 

From  a state-wide  standpoint  Dr.  Cox’s  greatest  contribution  was  his 
efforts  and  ultimate  success  in  obtaining  legislation  that  established  the 
State  Board  of  Medical  Examiners  as  the  agency  for  disciplining  physicians 
who  violated  the  pharmacy  code.  Dr.  Cox  also  was  responsible  for  the 
incorporation  of  ethics  in  the  Medical  Practice  Act  and  he  took  appro- 
priate steps  to  enforce  this  Act  whenever  he  learned  of  possible  violations. 
The  physicians  of  Virginia  will  continue  to  owe  a great  debt  to  him  for 
establishing  the  right  of  medicine  to  police  its  own  ranks.  Despite  cur- 
rent trends  to  the  contrary,  Dr.  Cox  did  not  believe  in  permissiveness  in 
any  form,  and  medicine  in  Virginia  is  far  better  off  by  reason  of  it. 

H.  J.  W. 
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News 


• 000 


Calendar  of  Events 

Medical  Seminar  for  Family  Practitioners — Sponsored  by  Department  of  Con- 
tinuing Education — Medical  College  of  Virginia — Richmond — January  23-24, 
1971. 

Annual  Medical  Seminar — Sponsored  by  Continuing  Education  Program  of  Uni- 
versity of  Virginia  School  of  Medicine — The  Homestead — Hot  Springs — Febru- 
ary 17,  18,  19,  1971. 

American  College  of  Physicians,  Virginia  Section — The  Homestead — Hot 
Springs — February  20,  1971. 

Alton  D.  Brash  ear  Post  Graduate  Course  in  Head  and  Neck  Anatomy — 
Department  of  Continuing  Education — Medical  College  of  Virginia — Richmond 
— February  22-25,  1971. 

Stoneburner  Lecture  Series — Medical  Problems  of  the  Adolescent — Medical  Col- 
lege of  Virginia — Richmond — February  25-26,  1971. 

Thursday  Afternoon  Lectures — Spring  Series — Sponsored  by  University  of  Vir- 
ginia School  of  Medicine — Charlottesville — March  4-April  29,  1971. 

Student  Cancer  Day — Sponsored  by  Continuing  Education  Program  of  University 
of  Virginia  School  of  Medicine- — Charlottesville — March  5,  1971. 

Virginia  Academy  of  General  Practice — Annual  Assembly — The  Homestead — 
Hot  Springs — March  10-14,  1971. 

Post  Graduate  Course  in  Radiology — Department  of  Continuing  Education — 
Medical  College  of  Virginia— Williamsburg — -March  14-18,  1971. 

Roanoke  Memorial  Hospital  Post  Graduate  Program — Roanoke — March  18- 
19,  1971. 

Emily  Gardner  Lectureship  (Pediatrics) — Department  of  Continuing  Education 
— Medical  College  of  Virginia — Richmond — March  19,  1971. 

National  Conference  on  Rural  Health — Sponsored  by  American  Medical  Asso- 
ciation— Marriott  Motor  Hotel — Atlanta,  Georgia — March  25-26,  1971. 

Electrocardiography  and  Vectorcardiography  Course — Sponsored  by  Continu- 
ing Education  Program  of  University  of  Virginia  School  of  Medicine — Char- 
lottesville— March  25-27,  1971. 

Swineford  Allergy  Conference — Sponsored  by  the  Continuing  Education  Pro- 
gram of  University  of  Virginia  School  of  Medicine — Charlottesville — April  2, 
1971. 

Cardiac  Pacing — Post  Graduate  Course  sponsored  by  American  College  of  Cardiology 
and  Medical  College  of  Virginia — Williamsburg — April  16-17,  1971. 

Intensive  Respiratory  Care — Workshop  for  Physicians — Sponsored  by  Continuing 
Education  Program  of  University  of  Virginia  School  of  Medicine — Charlottesville 
—May  13-15,  1971. 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and  programs 

of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised  of  any  meetings 

scheduled  in  your  area.  This  will  not  only  help  others  avoid  conflicts  but  also  provide 

helpful  information  on  opportunities  for  continuing  education. 


58 


Virginia  Medical  Monthly 


New  Members. 

The  following  doctors  were  received  into 
membership  in  The  Medical  Society  of  Vir- 
ginia during  the  month  of  November: 

Marshall  Thomas  Bagley,  M.D.,  Manassas 
Larry  William  Berman,  M.D.,  Norfolk 
Jacinto  Lionel  Bre,  M.D.,  Emporia 
Charles  Harper  Crowder,  Tr.,  M.D., 
South  Hill 

Linwood  Webster  Custalow,  M.D., 
Newport  News 

Mark  Anthony  DeNaples,  M.D.,  Norfolk 
Lawrence  J.  Fleenor,  Jr.,  M.D., 

Big  Stone  Gap 

David  Alexander  Gallo,  M.D.,  Norfolk 
Ralph  Ernest  Hagan,  M.D.,  Richmond 
Frederick  Delmar  Hamrick,  M.D., 
Lynchburg 

James  Alexander  Harmon,  Sr.,  M.D., 
Newport  News 

Ernagene  F.  Ingram,  M.D.,  Norton 
Harry  Keirn  Jeroy,  M.D.,  Richmond 
David  Wishart  MacMillan,  M.D., 
Richmond 

Charles  Thomas  McLees,  M.D., 
Winchester 

Donald  Harner  Miller,  M.D.,  Norfolk 
William  Watson  Morgan,  Jr.,  M.D., 
Norfolk 

Ernest  Aubrey  Murden,  Jr.,  M.D., 
Portsmouth 

Donald  Barry  Nolan,  M.D., 
Charlottesville 

Guillermo  Pinzon,  M.D.,  Danville 
Joseph  James  Quarles,  M.D.,  Norfolk 
Bobbie  Lee  Roberts,  M.D.,  Newport  News 
Alfred  Morton  Schulwolf,  M.D.,  Norfolk 
Joseph  Alpheus  Solomon,  M.D., 

Abingdon 

Emmett  Lee  Taylor,  Jr.,  M.D.,  Richmond 
Raleigh  Lewis  Wright,  M.D.,  Richmond 
David  Burton  Wyatt,  M.D.,  Richmond 

Halifax  County  Medical  Society. 

Dr.  Dennys  Sherriff  has  been  elected  pres- 
ident of  this  Society,  succeeding  Dr.  John 
Frierson.  Dr.  Rufus  Gordon  is  vice-presi- 


dent and  Dr.  Michael  Durfee  secretary- 
treasurer.  All  officers  are  from  South  Bos- 
ton. 

Portsmouth  Academy  of  Medicine. 

Dr.  Roy  R.  Powell  is  the  new  president 
of  the  Academy  and  Dr.  H.  Melvin  Kunkle 
is  secretary. 

Richmond  Surgical  and  Gynecological 

Society. 

Dr.  Charles  W.  Byrd  is  the  new  president 
of  this  Society,  with  Dr.  Custis  L.  Coleman, 
vice-president  and  Dr.  Joseph  W.  Coxe,  III, 
secretary-treasurer. 

Dr.  A.  L.  Van  Name,  Jr., 

Urbanna,  was  awarded  the  1970  Robins 
Award  for  Outstanding  Community  Service 
at  The  Medical  Society  of  Virginia  at  its 
annual  meeting  in  Richmond  in  October. 
The  Award  is  given  each  year  to  the  phy- 
sician who  is  outstanding  in  outside  activi- 
ties and  contributions  to  the  community  in 
fields  other  than  medicine. 

Dr.  Duvahl  Ridgway-Hull, 

Roanoke,  has  been  elected  rector  of  the 
board  of  visitors  of  Longwood  College  in 
Farmville.  She  is  the  first  woman  in  Virginia 
to  serve  as  rector  of  the  governing  body  of  a 
college  or  university  in  the  State  and  is  one 
of  only  five  women  in  the  United  States 
holding  such  a position. 

Dr.  Hiram  W.  Davis, 

Former  Commissioner  of  Mental  Hygiene 
and  Hospitals,  has  been  named  mental  health 
program  director  for  California’s  Merced 
County  and  City  of  Merced  in  a community 
psychiatry  program  run  by  a nonprofit  pri- 
vate group  under  contract  with  area  gov- 
ernments. He  will  be  with  the  Kings  View 
Mental  Health  Center  Group  and  will  also 
engage  in  private  psychiatric  practice. 
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Dr.  Ralph  Ownby,  Jr., 

Richmond,  has  been  appointed  medical 
director  for  Crippled  Children’s  Hospital 
and  to  a new  pediatric  professorship  at  the 
Medical  College  of  Virginia.  He  has  been 
associate  professor  of  pediatrics  since  1963. 
His  present  appointment  is  for  the  newly 
established  Jessie  Ball  DuPont  Professorship 
for  the  Handicapped  Child  and  this  carries 
with  it  the  condition  that  the  occupant  also 
be  the  medical  director  of  Crippled  Chil- 
dren’s Hospital. 

Hospital  Staff. 

Dr.  William  B.  Kingree  has  been  elected 
president  of  the  Shenandoah  County  Memo- 
rial Hospital  Medical  Staff.  Dr.  John  R. 
Casey  is  vice-president  and  Dr.  E.  Walter 
Rice,  secretary. 

Virginia  Association  of  Professions. 

Dr.  William  E.  Daner,  Richmond,  has 
been  elected  a director  of  this  Association 
for  a term  of  two  years.  Dr.  Robert  D. 
Shreve,  Altavista,  has  been  named  a regional 
vice-president. 


Coronary  Concern? 

Want  half  your  time  for  relaxation? 
Need  general  practitioner  to  join  progressive 
group  of  four  general  practitioners,  office 
and  hospital  practice.  Good  salary  leading 
to  partnership.  Located  in  beautiful  Poto- 
mac Highlands.  Call  304-257-8216.  Lysle 
T.  Veach,  M.D.,  124  Pine  Street,  Petersburg, 
West  Virginia  26847.  ( Adv .) 

Licensed  Physicians  Wanted. 

Full  time  licensed  staff  physicians  to  as- 
sociate with  a 300-bed,  JCAH  approved, 
geriatric  and  respiratory  diseases  State  hos- 
pital. Excellent  living  accommodations  and 
other  generous  fringe  benefits.  For  addi- 
tional information  write  or  call  Charles  W. 
Scott,  M.D.,  Burkeville,  Virginia  23922. 
Phone  767-5  526.  {Adv.) 

Internist,  Ophthalmologist,  Surgeon 
Wanted 

For  new  medical  building  in  growing  area 
near  Alexandria,  Virginia.  Four  floors,  park- 
ing, and  attractive  setting.  Contact  Ben  D. 
Wilmot,  M.D.,  1451  Belle  Haven  Road, 
Alexandria,  Virginia  22307.  {Adv.) 
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^once-popular  treatment  for  back  pains 
v s to  have  the  seventh  son  of  a seventh  son 
,ii  nd  or  walk  on  the  patient's  back. 


f headache,  a sovereign  remedy  was 
Ivear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


mpirin 


lompound  with  Codeine 
Ihosphate  gr.  1/2  No.  3 

|ch  tablet  contains: 

Ideine  Phosphate  gr.  1/2  (Warning— 
liy  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
ipirin  gr.  3 1 / 2,  Caffeine  gr.  1/2. 

leeps  the  promise 
|f  pain  relief 

I'/.  & Co.'  narcotic  products  are 

|ss  "B",  and  as  such  are  available  on  oral 

Iscription,  where  State  law  permits. 

I jp  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Ik*  Tuckahoe,  N.Y. 


Now  that  there’s  a greater  therapeutic 
potential  for  treating 
Parldnson’s  disease  and  syndrome 

...the  information  on  these  pages  will  be  of  practical  interest  to  you 


Larodopa®  (levodopa)  Roche  : therapy  that 
demands  slow,  individualized  dosage  titration 

With  the  advent  of  new  Larodopa  (levodopa),  there  is  now 
an  agent  that  holds  promise  of  relief  of  all  the  major 
symptoms  of  Parkinson’s  disease  and  syndrome— rigidity 
and  akinesia  as  well  as  tremor. 

However,  as  has  been  reported  in  the  medical  literature, 
levodopa  demands  slow,  careful  titration  of  dosage,  and 
frequent  patient  monitoring.  Adverse  reactions  may  occur 
at  any  time,  some  serious  enough  to  require  dosage 
reduction  or  discontinuance  of  therapy.  Thus,  before 
prescribing,  it  is  particularly  important  to  refer  to  the 
following  Important  Therapeutic  Considerations,  the 
sections  covering  dosage  and  administration,  and  to  the 
information  on  monitoring  the  patient  (see  prescribing 
information). 

Important  Therapeutic  Considerations 

Larodopa  (levodopa)  is  an  unusual  drug  which  must  be 
administered  with  particular  care.  In  viewT  of  its  high 
incidence  of  adverse  reactions,  you  will  find  the  following 
therapeutic  considerations  for  Larodopa  important: 

(a)  Larodopa  is  not  curative  and  its  mechanism  of  action 
is  unknown,  though  postulated. 

(b)  Long-term  safety  and  efficacy  for  Larodopa  have  not 
been  established. 

(c)  Accurate  diagnosis  is  imperative  since  there  is  no 
evidence  that  Larodopa  is  effective  in  neurological  diseases 
other  than  Parkinson’s  disease  and  syndrome. 

(d)  About  one-third  of  patients  or  more  will  not 
experience  clinical  improvement  on  Larodopa,  and 
virtually  100%  of  patients  will  experience  side  effects  of 
some  degree. 

(e)  The  dose  of  Larodopa  producing  maximal  improvement 
w ith  tolerated  side  effects  must  be  carefully  titrated  for  the 
individual  patient. 

(f)  Finally,  there  is  no  evidence  that  early  treatment  with 
Larodopa,  while  possibly  controlling  symptomatology, 
alters  the  course  of  the  disease. 


Photographs  of  patients  treated  with  Larodopa  by 
permission  of  the  patients. 


Guide  to  dosage  and  administration  of 
Larodopa®  (levodopa) Roche 


Usual  daily  dosage— initially,  0.5  to  1 Gm  daily  (dividi 
2 or  more  doses  with  food). 

Total  daily  dosage— increased  gradually  in  increments  ( 
0.125  to  0.75  Gm  every  2 or  3 days,  as  tolerated. 

Usual  daily  dose  range— from  4 to  6 Gm  given  orally  in 
or  more  divided  doses,  writh  food. 

Daily  dosage  should  NOT  exceed  8 Gm. 

Optimal  therapeutic  dosage— usually  reached  in  6 to  8 
wreeks. 


Establishing  optimal  dosage— must  be  determined  and  .i 
carefully  titrated  for  the  individual— gradually  increase  _ 
dosage  until : (1)  maximal  response  is  seen,  or  (2)  maxir  > 
recommended  dosage  is  reached,  or  (3)  side  effects 
preclude  further  dosage  increase,  or  require  reduction  g 
discontinuation  of  dosage.  : ® 

Interrupted  therapy— after  brief  interruption,  dosage 
should  again  be  adjusted  gradually.  (In  many  cases,  the 
patient  can  be  rapidly  titrated  to  his  previous  therape 
dosage.  See  “Precautions”  section  of  Complete  Prescril 
Information.)  i ^ 

To  underscore  the  extreme  importance  of  careful  dosaj. 
titration,  the  following  week-by-week  dosage  pattern  ha 
been  prepared,  based  on  the  assumption  that  the  coursei 
therapy  is  uninterrupted  by  any  complications  requirin 
a change  in  dosage.  (Again,  dosage  must  be  reduced  wl  J, 
intolerable  side  effects  occur.) 

Because  it  is  absolutely  imperative  that  Larodopa  thera 
be  individualized  to  meet  the  particular  needs  of  each  b 
patient,  the  following  dosage  schedule  should  be  consid 
only  a model. 


Larodopa 

levodopa/Roche 


tration  of  Larodopa  (levodopa)  dosage 
)atient  evaluated  weekly 


ervals 


0.25  Gm 
Tablets 


0.5  Gm  Tablets 


Total 


;kl 

% tab  (0.125  Gm) 
q.i.d.  w / food 

0.5  Gm 

;k  2 

1 tab  (0.25  Gm) 
q.i.d.  w/  food 

1.0  Gm 

:k  3 

1%  tab  (0.375 

Gm)  q.i.d.  w/ food 

1.5  Gm 

:k  4 

1 tab  (0.5  Gm) 
q.i.d.  w / food 

2.0  Gm 

:k5 

VA  tab  (0.750 

Gm)  at  breakfast 
and  dinner. 

1 tab  (0.5  Gm) 
at  lunch  and 
bedtime 

2.5  Gm 

;k  6 

VA  tab  (0.750 

Gm)  q.i.d.  w / food 

3.0  Gm 

:k7 

2 lab  (1.0  Gm) 
at  breakfast 
and  dinner. 

1%  tab  (0.750 

Gm)  at  lunch 
and  bedtime 

3.5  Gm 

*k  8 

2 tab  (1.0  Gm) 
q.i.d.  w / food 

4.0  Gm 

le  daily  maintenance  dosage  in  the  above  example  may 
■increased,  decreased,  or  maintained  at  the  4 Gm  level 
■pending  upon  the  point  at  which  optimal  therapeutic 
fluffs  are  achieved. 

current  therapies:  Larodopa  (levodopa)  may  be  used 
comitantly  with  other  antiparkinsonism  drugs  such  as 
(lztropine  mesylate  (Cogentin),  trihexyphenidyl  HC1 
Irtane)  or  procyclidine  HC1  (Kemadrin),  but  when  more 
I n one  drug  is  used,  the  usual  dose  of  each  may  have  to 
(reduced. 

| ttohe  given  concomitantly : MAO  inhibitors.  Such 
|:nts  must  be  discontinued  two  weeks  prior  to  initiating 
jrodopa  therapy. 

| te  of  caution  for  patients  who  require  vitamin 
(iplementation : It  has  been  reported  that  pyridoxine  HC1 
| :amin  BG)  can  rapidly  reverse  the  antiparkinson  effects 
| evodopa  therapy. 

[timetable  for  monitoring 
pile  it  cannot  be  emphasized  too  strongly  that  each 
j ient  on  Larodopa  must  be  treated  as  a totally  distinct 
lity,  the  following  are  suggested  as  guidelines  in  the 
>nitoring  of  such  patients. 

ror  the  first  month,  at  least:  the  average  ambulatory 
Lpatient  should  be  seen  and  evaluated  a minimum  of  once 

iieek. 

lOuring  the  second  month:  patient  evaluations  can  be 
| ended  to  every  two  weeks  (assuming  no  laboratory 
(normalities  or  intolerable  side  effects  have  occurred). 


3.  From  the  third  through  the  sixth  month:  the  patient 
should  be  evaluated  once  a month. 

4.  After  six  months  on  the  appropriate  maintenance  dose: 
writh  no  significant  adverse  reactions  or  laboratory 
abnormalities,  the  patient  should  be  seen  at  least  once 
every  two  months. 

5.  Finally,  after  one  year  on  maintenance  dosage: 
evaluation  should  be  made  no  less  than  once  every  three 
months. 

Therapeutic  response 

A favorable  response  may  often  be  seen  within  10  days  to 
several  weeks.  However,  a patient  should  not  be  taken  off  a 
tolerable  dose— even  in  the  absence  of  a response— until  six 
months  have  elapsed.  This  is  because,  in  some  instances,  the 
response  may  come  relatively  late.  Of  course,  any  serious 
laboratory  abnormalities  or  intolerable  side  effects 
automatically  dictate  discontinuance  of  therapy. 

Lessening  the  side-effects  problem 

While  it  is  generally  advisable  that  levodopa  be  taken 
after  meals,  nausea  and  vomiting,  two  frequently  occurring 
side  effects  of  levodopa,  can  often  be  minimized  by  taking 
medication  with  foods.  If  nausea  becomes  intolerable,  the 
dosage  should  be  cut  back  in  daily  decrements  equal  to  the 
most  recent  increments  given  the  patient.  This  reduction  is 
to  be  spaced  over  two-  or  three -day  intervals.  Conversely, 
as  nausea  subsides,  the  drug  dosage  should  be  slowly 
increased  in  like  increments. 

An  important  part  of  the  routine  monitoring  procedure 
wrould  be  to  determine  any  possible  cardiovascular 
problems.  If  cardiac  arrhythmias  occur,  Larodopa  should 
be  discontinued  and  other  antiparkinson  therapy  instituted. 
With  orthostatic  hypotension  a possibility,  checking  the 
patient’s  blood  pressure  (both  supine  and  standing)  is 
essential. 

If  choreiform  movements  appear,  they  usually  occur  when 
maximum  therapeutic  dosages  are  reached.  To  control  such 
effects,  reduce  dosage  by  decrements  of  0.5  Gm  daily. 


Flexible  dosage:  scored  tablets  of  0.25  Gm  and 
0.5  Gm  help  simplify  dosage  titration 


Conveniently  scored  0.25  and  0.5  Gm  tablets  make  possible 
more  precise  titration.  Should  another  dosage  form  be 
preferred,  Larodopa  is  also  supplied  in  capsule  strengths 
of  0.25  and  0.5  Gm. 


Before  prescribing,  please  consult  product  information  on  next  page. 


For  the  relief  of  symptoms  associated  with 
Parkinson  s disease  and  syndrome 


Larodopa 

levodopa/Roche 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


BECAUSE  OF  THE  HIGH  INCIDENCE  OF  ADVERSE 
REACTIONS  AND  THE  NECESSITY  FOR  INDIVID- 
UALIZING THERAPY,  THE  PHYSICIAN  SHOULD 
THOROUGHLY  FAMILIARIZE  HIMSELF  WITH  THE 
INFORMATION  IN  THE  PACKAGE  INSERT  BEFORE 
INSTITUTING  THERAPY  WITH  LARODOPA  (LEVO- 
DOPA). ACCURATE  DIAGNOSIS  IS  IMPERATIVE  BE- 
CAUSE EVIDENCE  IS  LACKING  THAT  LARODOPA  IS 
EFFECTIVE  IN  NEUROLOGICAL  DISEASES  OTHER 
THAN  PARKINSON’S  DISEASE  AND  SYNDROME. 
ADEQUATE  CLINICAL  AND  LABORATORY  FACILI- 
TIES SHOULD  BE  AVAILABLE  FOR  PROPER  MONI- 
TORING OF  TREATMENT. 

THE  LONG-TERM  SAFETY  AND  EFFICACY  OF 
LARODOPA  HAVE  NOT  BEEN  ESTABLISHED. 


Indications:  For  the  treatment  of  Parkinson’s  disease  and 
syndrome.  Useful  in  relieving  many  of  the  symptoms,  par- 
ticularly rigidity  and  bradykinesia;  frequently  helpful  in 
management  of  associated  tremor,  dysphagia,  sialorrhea  and 
postural  instability. 

Contraindications:  In  patients  for  whom  a sympathomimetic 
amine  is  contraindicated;  in  patients  receiving 
MAO  inhibitors  (the  latter  should  be  discontinued 
two  weeks  prior  to  initiating  therapy  with  Larodopa) ; 
in  patients  with  clinical  or  laboratory  evidence  of 
uncompensated  endocrine,  renal,  hepatic,  cardio- 
vascular or  pulmonary  disease;  with  narrow  angle 
glaucoma  and  blood  dyscrasias;  in  patients  with 
known  hypersensitivity  to  levodopa. 

Warnings:  Long-term  safety  and  efficacy  not  estab- 
lished. Administer  with  extreme  caution  to  patients 
with  bronchial  asthma  or  emphysema  who  may  re- 
quire sympathomimetic  drugs;  to  those  with  active 
peptic  ulcer  (in  facilities  equipped  to  treat  gastroin- 
testinal hemorrhage) ; in  patients  with  psychoses  or 
severe  psychoneuroses.  Initiate  therapy  with  extreme 
caution  and  in  proper  treatment  facility  in  patients  with  a his- 
tory of  myocardial  infarction  who  have  residual  atrial,  nodal  or 
ventricular  arrhythmias.  Monitor  all  patients  for  development 
of  mental  changes,  depression  with  suicidal  tendencies,  other 
serious  antisocial  behavior.  Carefully  consider  concomitant  ad- 
ministration of  pyridoxine  hydrochloride  (vitamin  Bo);  oral  doses 
of  10  to  25  mg  have  been  reported  to  rapidly  reverse  the  anti- 
parkinson  effects  of  Larodopa.  In  pregnancy,  weigh  potential 
benefits  against  possible  hazards.  Do  not  use  in  nursing  mothers. 
Safety  of  Larodopa  in  children  under  age  12  not  established. 
Precautions:  During  extended  therapy,  periodic  evaluations 
of  hepatic,  hematopoietic,  cardiovascular  and  renal  function 
recommended.  In  diabetic  patients,  control  may  be  adversely 
affected;  careful,  frequent  monitoring  and  proper  adjustment 
of  antidiabetic  regimen  required.  Patients  with  chronic  wide 
angle  glaucoma  may  be  treated  cautiously  provided  intraocu- 
lar pressure  is  well  controlled  and  patient  is  monitored  care- 
fully. Monitor  carefully  patients  receiving  antihypertensive 
agents  or  psychoactive  drugs  concomitantly,  or  those  with 
history  of  convulsions.  If  general  anesthesia  is  required,  dis- 


continue Larodopa  24  hours  prior  to  surgery;  monitor  cardio- 
respiratory functions  carefully.  Patients  who  improve  on 
Larodopa  therapy  should  resume  normal  activities  cautiously. 
May  be  used  concomitantly  with  other  antiparkinson  drugs 
with  possible  reduction  in  dosage  of  each. 

Adverse  Reactions:  Most  frequently  occurring:  nausea,  ano- 
rexia, emesis,  cardiac  irregularities,  orthostatic  hypotension; 
choreiform,  dystonic  and  other  adventitious  movements;  dizzi- 
ness, sedation,  dyskinesia ; psychiatric  symptoms  such  as  agita- 
tion, anxiety,  confusion,  depression,  hallucinations,  delusions, 
insomnia,  nightmares,  and  mental  changes  including  paranoid 
ideation  and  psychotic  episodes.  Less  frequently  occurring 
and  listed  according  to  system:  psychiatric— suicidal  tenden- 
cies, increased  libido  with  serious  antisocial  behavior,  euphoria, 
lethargy,  stimulation,  fatigue  and  malaise,  dementia;  neuro- 
logical-ataxia, convulsions,  faintness,  impairment  of  gait, 
headache,  increased  hand  tremor,  akinetic  episodes,  torticollis, 
trismus,  oculogyric  crisis,  weakness,  numbness,  bruxism;  gas- 
trointestinal-constipation, diarrhea,  epigastric  and  abdominal 
distress  and  pain,  flatulence,  eructation,  hiccups,  sialorrhea, 
difficulty  in  swallowing,  bitter  taste,  dry  mouth,  tightness  of 
mouth,  lips  or  tongue,  duodenal  ulcer,  gastrointestinal  bleeding, 
burning  sensation  of  the  tongue;  cardiovascular  — nonspecific 
ECG  changes,  palpitations,  hypertension,  flushing,  phlebitis; 
hematological— hemolytic  anemia  (1  case);  dermatological 
— sweating,  edema,  hair  loss,  pallor,  rash,  bad  odor;  musculo- 
skeletal— low  back  pain,  muscle  spasm  and  twitch- 
ing, blepharospasm,  musculoskeletal  pain;  respira- 
tory— feeling  of  pressure  in  the  chest,  cough,  hoarse- 
ness, bizarre  breathing  pattern,  postnasal  drip;  uro- 
genital-urinary frequency,  retention,  incontinence, 
hematuria,  nocturia,  and  one  report  of  interstitial 
nephritis;  special  senses  — blurred  vision,  diplopia, 
dilated  pupils,  activation  of  latent  Horner’s  syn- 
drome; other  — fever,  hot  flashes,  weight  gain  or 
weight  loss. 

Nausea,  anorexia  and  vomiting  usually  obviated  by 
temporary  dosage  reduction  and/ or  administration 
with  food.  If  cardiac  arrhythmias  occur,  discontinue 
and  institute  other  antiparkinson  therapy.  Reduce 
dosage  when  involuntary  movements  occur. 

The  following  have  been  noted:  elevation  of  BUN,  SGOT, 
SGPT,  LDH,  bilirubin,  alkaline  phosphatase  or  PBI; 
occasionally,  reductions  in  WBC,  hemoglobin  and  hematocrit; 
elevations  of  uric  acid  with  use  of  colorimetric  method  but  not 
with  uricase;  rarely,  positive  Coombs  test;  dark  sweat  and 
urine. 

Dosage  and  Administration:  Because  of  the  strong  possi- 
bility of  adverse  reactions  and  the  necessity  for  individualizing 
therapy,  the  physician  should  thoroughly  familiarize  himself 
with  the  information  in  the  package  insert  before  instituting 
therapy. 

How  Supplied:  Tablets,  pink,  scored,  containing  0.25  Gm 
levodopa  (imprinted  Roche  57)  or  0.5  Gm  levodopa  (imprinted 
Roche  56)  — bottles  of  100  and  500. 

Capsules , containing  0.25  Gm  levodopa  (pink  and  beige,  im- 
printed Roche  55)  or  0.5  Gm  levodopa  (pink,  imprinted  Roche 
54)  — bottles  of  100  and  500. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Obituary . . . . 


Dr.  Russell  Mills  Cox, 

Portsmouth,  died  November  10,  after  a 
long  illness.  He  was  seventy-six  years  of 
age  and  received  his  medical  degree  from  the 
University  of  Pennsylvania  in  1917.  Dr. 
Cox  began  his  practice  of  pediatrics  in 
Portsmouth  in  1921  and  shortly  afterwards 
he  founded  the  city’s  first  medical  clinic  for 
indigent  children  and  operated  it  for  nine 
years.  He  served  as  part-time  school  physi- 
cian for  twenty-four  years.  Dr.  Cox  was 
First  Citizen  of  Portsmouth  for  1962.  He 
had  served  as  president  of  Maryview  Hos- 
pital, Parrish  Memorial  Hospital  and  Kings 
Daughters  Hospital. 

Dr.  Cox  served  on  the  State  Board  of 
Medical  Examiners  from  195  3 until  his 
death.  He  was  president  from  195  8 through 
1960  when  he  was  elected  permanent  secre- 
tary. Dr.  Cox  served  on  the  National  Board 
of  Medical  Examiners  from  1965  to  1968 
and  was  the  only  Virginian  to  be  elected  to 
the  9-member  board. 

Dr.  Cox  was  the  founder  and  first  presi- 
dent of  the  Portsmouth  Academy  of  Medi- 
cine. He  had  been  a member  of  The  Medi- 
cal Society  of  Virginia  for  forty-eight  years. 
Dr.  Cox  was  a member  of  the  Portsmouth 
Rotary  Club  and  served  as  its  president  in 
1929,  He  was  a member  of  many  other 
civic  and  medical  organizations  and  took 
an  active  part  in  all  of  them.  He  was  a naval 
officer  in  World  War  I and  remained  active 
in  the  reserves  until  1940  when  he  retired 
with  the  rank  of  lieutenant  commander. 

Dr.  Cox  is  survived  by  his  wife,  a daugh- 
ter and  a son,  Dr.  Harry  D.  Cox,  also  of 
Portsmouth. 


Dr.  Frank  Spencer  Givens, 

Roanoke,  died  November  24,  at  the  age 
of  eighty-seven.  He  was  a graduate  of  the 
former  University  College  of  Medicine, 
Richmond,  in  1908.  Dr.  Givens  was  in  prac- 


tice in  Wise  County  for  twenty-eight  years 
before  serving  on  the  rating  board  of  the 
Veterans  Administration  Office  in  Roanoke. 
He  retired  in  195  8. 

Dr.  Givens  was  a 5 0-year  Mason  and  a 
member  of  Kazin  Temple  of  the  Shrine. 
He  had  been  a member  of  The  Medical  So- 
ciety of  Virginia  since  1913. 

His  wife,  three  sons  and  three  daughters 
survive  him. 

Dr.  Frederick  Byrne  Mandeville, 

Richmond,  died  November  13.  He  was 
sixty-seven  years  of  age  and  a graduate  of 
the  School  of  Medicine  of  the  University  of 
Pennsylvania  in  1926.  Dr.  Mandeville  be- 
came chairman  of  the  department  of  radi- 
ology of  the  Medical  College  of  Virginia  in 
1934.  He  held  this  position  until  1945  when 
he  left  for  a position  at  the  University  of 
Maryland,  but  returned  to  the  Medical  Col- 
lege of  Virginia  in  six  months.  He  retired 
as  chairman  in  1950  but  remained  as  a pro- 
fessor of  radiology  until  his  retirement  sev- 
eral years  ago. 

Dr.  Mandeville  was  a member  of  The 
Medical  Society  of  Virginia,  having  joined 
in  1935. 

His  wife  and  a daughter  survive  him. 

Dr.  George  Richardson  Joyner, 

Suffolk,  died  November  20,  at  the  age  of 
seventy- two.  He  received  his  medical  degree 
from  the  University  of  Maryland  in  1921. 
Dr.  Joyner  was  the  first  president  of  the 
Suffolk  Kiwanis  Club  and  was  a member 
of  the  Suffolk  Masonic  Lodge.  He  was  a 
medical  examiner  for  Nansemond  County 
and  first  president  of  the  medical  staff  of 
Louise  Obici  Memorial  Hospital. 

Dr.  Joyner  had  been  a member  of  The 
Medical  Society  of  Virginia  for  twenty- 
eight  years.  He  was  a charter  member  of  the 
Suffolk-Nansemond  Historical  Society. 

Two  daughters  and  a son  survive. 
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Dr.  John  Lauchlieimer  Rosenthal, 

Norfolk,  died  November  20,  at  the  age 
of  forty-eight.  He  was  a graduate  of  the 
medical  school  of  the  University  of  Mary- 
land in  1945.  Dr.  Rosenthal  had  been  in 
practice  in  Norfolk  since  1949  and  was 
chairman  of  the  department  of  anesthesiol- 
ogy of  DePaul  Hospital. 

Dr.  Rosenthal  was  a past  president  of  the 
Virginia  Society  of  Anesthesiologists.  He 
was  a member  of  The  Medical  Society  of 
Virginia,  having  joined  in  1949. 

H is  wife,  two  sons  and  a daughter  survive 
him. 

Dr.  Jack  Hawley  Harris, 

Norfolk,  died  November  8.  He  was  eighty 
years  of  age  and  received  his  degree  from 
Jefferson  Medical  College  in  1914.  Dr.  Har- 
ris was  a medical  officer  in  the  Navy  from 
1914  to  1938  and  was  recalled  to  service 
in  World  War  II.  He  retired  in  1946  as  a 
Captain  and  became  director  of  the  Norfolk 
Venereal  Disease  Control  Clinic  serving 
until  1957.  Dr.  Harris  had  been  a member 
of  The  Medical  Society  of  Virginia  for 
twenty  years. 

His  wife  and  a daughter  survive. 

Dr.  Joseph  Charles  Placak, 

Abingdon,  died  at  the  VA  Hospital  at 
Mountain  Home,  Tennessee,  November  6. 
He  was  eighty-eight  years  of  age  and  was 
a graduate  of  the  Medical  Department  of 
Ohio  Wesleyan  University  in  1903.  Dr. 
Placak  practiced  medicine  for  more  than 
fifty  years  in  Cleveland  and  had  been  in 
Abingdon  since  his  retirement  eighteen  years 
ago.  He  served  in  the  Medical  Corps  during 
World  War  I and  retired  with  the  rank  of 
Lieutenant  Colonel.  Dr.  Placak  was  a past 
president  of  the  Washington  County  Medi- 
cal Society  and  had  been  a member  of  The 
Medical  Society  of  Virginia  for  thirteen 
years. 

His  wife,  a daughter  and  a son  survive 
him. 


Dr.  John  Collis  Sherburne, 

Vienna,  was  killed  in  a plane  crash,  of 
which  he  was  pilot,  on  November  1.  He  was 
fifty-two  years  of  age  and  a graduate  of  the 
George  Washington  University  in  1944.  Dr. 
Sherburne  had  lived  in  Northern  Virginia 
for  the  past  twenty-six  years  and  was  staff 
pediatrician  at  Fairfax  Hospital.  He  served 
as  captain  with  the  medical  corps  of  the 
Army  Air  Corps.  Dr.  Sherburne  had  been 
a member  of  The  Medical  Society  of  Vir- 
ginia since  1965. 

His  wife  and  three  children  survive  him. 

Dr.  Kurt  Oskar  Leonliardt, 

Danville,  died  October  15,  at  the  age  of 
fifty-two.  He  received  his  education  in 
Germany,  graduating  from  medical  school 
in  1948.  Dr.  Leonhardt  was  a member  of 
The  Medical  Society  of  Virginia. 

Be  it  resolved  that  the  members  of  the  Danville- 
Pittsylvania  Academy  of  Medicine  wish  to  express 
their  deepest  sympathy  to  the  bereaved  family  of 
Kurt  Oskar  Leonhardt,  M.D.,  anesthesiologist  who 
was  born  in  Stuttgart,  Germany  in  1918;  and  received 
training  in  his  chosen  specialty  at  Massachusetts  Gen- 
eral Hospital  and  the  University  of  Pennsylvania 
from  1951-1953.  Dr.  Leonhardt  arrived  in  Danville 
in  195  5 and  his  arrival  had  a definite  impact  on  the 
practice  of  medicine  in  this  area,  being  the  first 
trained  anesthesiologist  to  practice  here.  His  unlim- 
ited energies  were  channeled  into  the  organization 
of  a department  of  anesthesia  at  the  Memorial  Hos- 
pital, as  well  as  the  establishment  of  a School  for 
Nurse  Anesthetists  and  the  initiation  of  a residency 
program.  He  was  instrumental  in  the  formation  of 
a unit  designated  for  the  study  of  pulmonary  impair- 
ment and  for  the  establishment  of  an  intensive  care 
facility.  During  this  period  he  made  significant  con- 
tributions to  medical  literature. 

Thus  it  is  with  a deep  feeling  of  regret  that  we 
mourn  the  passing  of  this  highly  innovative  individ- 
ual. 

Be  it  resolved  that  a copy  of  this  resolution  be 
sent  to  his  family.  Be  it  also  resolved  that  a copy 
of  this  resolution  be  sent  to  the  Secretary  of  The 
Medical  Society  of  Virginia  and  to  the  Danville- 
Pittsylvania  Academy  of  Medicine  to  be  recorded  in 
its  minutes. 

Arnold  Manheim,  M.D. 

Asa  Viccellio,  M.D. 
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Dr.  Hooker. 

Dr.  Raymond  C.  Hooker  was  a great  man,  a great 
humanitarian  and  a great  doctor. 

He  was  born  May  21,  1891,  in  Manchester,  now 
South  Richmond,  and  he  had  been  resident  and  prom- 
inent physician  for  that  area  during  his  entire  pro- 
fessional life. 

He  took  his  premedical  training  at  the  University 
of  Richmond  and  entered  the  Medical  College  of  Vir- 
ginia in  September  1908,  graduating  in  May  of  1912, 
one  week  before  his  twenty-first  birthday.  He  ob- 
tained his  license  to  practice  medicine  January  17, 
1913,  after  a year’s  internship  at  White  Plains,  New 
York. 

After  being  associated  with  Dr.  William  Matthews 
in  the  practice  of  orthopedic  surgery  for  a few 
months  he  opened  his  office  for  the  practice  of  Gen- 
eral Medicine  at  his  home.  For  two  years  he  rode 
horseback  or  buggy  to  see  his  increasing  practice,  and 
then  purchased  an  automobile.  Because  of  the  un- 
reliability of  the  early  machine,  he  continued  for 
some  time  to  keep  a horse  and  buggy  in  reserve. 

At  the  outbreak  of  World  War  I,  he  answered  his 
country’s  call  in  the  Medical  Corps  where  he  served 
at  Fort  Oglethorpe,  Georgia,  for  six  months,  then 
was  transferred  to  Fort  Dix,  New  Jersey,  from  which 
post  he  was  discharged  in  June  1919.  After  his  dis- 
charge from  the  Medical  Corps,  he  returned  to  his 
practice. 

While  not  intending  to  specialize  in  obstetrics,  he 
had  one  of  the  largest  obstetrical  practices  in  the  city 
in  the  1930’s,  and  his  obstetrical  practice  at  the  Medi- 
cal College  of  Virginia  was  one  of  the  largest  in  that 
institution  during  these  years. 

Dr.  Hooker  was  endowed  with  an  iron  constitution 
and  said  he  was  never  tired.  While  his  younger  col- 
leagues looked  weary  in  the  halls  of  Memorial,  The 
Retreat  for  the  Sick  and  St.  Luke’s  Hospital  after 
midnight,  it  was  not  unusual  to  see  him  slipping 
brightly  in  and  out  of  patients’  rooms  as  though  it 
were  nine  o’clock  in  the  morning.  He  never  com- 
plained about  having  too  much  to  do  or  too  many 
patients  to  see.  He  was  always  cheerful,  optimistic 
and  saw  only  the  good  in  his  patients  and  his  col- 
leagues. He  never  spoke  ill  of  any  man  or  woman, 
no  matter  how  they  deviated  from  his  own  high 
standard  of  conduct,  which  characteristically  he 
never  flaunted. 

He  was  available  to  rich  and  poor  alike  seven  days 
a week,  twenty-four  hours  a day,  week  in  and  week 
out  without  losing  his  good  humor  or  his  great  ability 
to  deal  with  people  whom  he  truly  loved.  It  was  not 
unusual  for  him  to  see  a hundred  patients  in  his 
office  and  then  make  the  rounds  of  two  or  three  hos- 
pitals, delivering  babies  and  seeing  the  sick. 

He  recognized  the  value  of  both  medical  and  sur- 


gical consultation  and  kept  many  consultants  busy 
with  his  enormous  practice. 

He  was  ill  but  twice  in  his  life,  once  in  1949,  when 
he  suffered  his  first  coronary  thrombosis.  After  this 
diagnosis  was  related  to  him  he  insisted  on  delivering 
a baby  in  another  hospital  before  he  would  submit 
to  his  own  treatment.  His  second  and  final  illness 
was  another  coronary  thrombosis  which  produced 
profound  electrocardiographic  change  and  initial 
symptoms  which  subsided  without  treatment,  but  for 
which  he  refused  accepted  medical  management.  He 
continued  to  practice  until  within  two  hours  of  his 
death,  June  30,  1970,  in  spite  of  the  admonitions  of 
his  physician  and  family.  What  a fearless  way  to 
conclude  such  an  unselfish,  fruitful  medical  career. 

Dr.  Hooker  used  to  hunt  quail  and  duck  as  a 
young  man  and  traveled  extensively  in  his  later 
years.  He  was  a connoisseur  and  collector  of  Persian 
rugs  and  his  opinion  on  fine  rugs  was  widely  sought. 

He  was  a member  of  the  Manchester  Lodge  of  the 
Masonic  Order  for  over  fifty  years.  He  was  also  a 
devout  member  of  the  Woodland  Heights  Baptist 
Church. 

He  was  a member  of  the  Manchester  Medical  So- 
ciety, The  Richmond  Academy  of  Medicine  and  was 
on  the  Staff  of  the  Richmond  Memorial  Hospital, 
The  Retreat  for  the  Sick  Hospital,  St.  Luke’s  Hos- 
pital, Grace  Hospital,  and  Sheltering  Arms  Hospital. 

He  will  be  missed  by  his  many  colleagues  and  his 
literally  thousands  of  patients  and  friends,  as  well 
as  his  devoted  family. 

Therefore,  be  it  resolved  that  these  resolutions 
expressing  our  profound  loss  of  this  most  remarkable 
colleague  be  spread  on  the  minutes  of  the  Richmond 
Academy  of  Medicine  and  that  the  copies  be  sent  to 
the  bereaved  family  and  to  the  Virginia  Medical 
Monthly  for  publication. 

Webster  P.  Barnes,  M.D. 

Lewis  C.  Lush,  M.D. 

Charles  L.  Williams,  M.D. 

John  P.  Lynch,  M.D.,  Chairman 

Dr.  Suggs. 

Dr.  William  Durwood  Suggs  died  on  August  27, 
1970,  at  Stuart  Circle  Hospital  after  a prolonged 
illness.  He  was  born  in  Kinston,  North  Carolina, 
on  January  2,  1904.  Upon  graduation  from  the 
University  of  North  Carolina  in  1927  he  entered  the 
University  of  Pennsylvania  where  he  had  conferred 
on  him  the  doctorate  in  Medicine  in  1929.  He  served 
an  internship  and  residency  in  obstetrics  and  gyne- 
cology at  the  University  of  Pennsylvania  Hospital. 

In  1932  Dr.  Suggs  commenced  the  practice  of  ob- 
stetrics and  gynecology  at  Stuart  Circle  Hospital  in 
Richmond  in  association  with  Dr.  Benjamin  Gray. 
He  started  the  next  year  his  long  career  in  teaching 
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at  the  Medical  College  of  Virginia,  culminating  in 
promotions  to  Associate  Clinical  Professor  of  Ob- 
stetrics and  Gynecology,  in  which  capacity  he  dem- 
onstrated genuine  aptitude  and  dedication.  He  served 
Stuart  Circle  Hospital  long  and  well.  He  was  elected 
to  its  Board  of  Directors  in  January  1937  and  for 
many  years  performed  diligently  his  duties  as  Treas- 
urer and  as  a member  of  the  Executive  Committee. 

It  was  not  possible  for  Dr.  Suggs  to  be  slipshod  in 
any  undertaking,  whether  with  his  records,  the  care 
of  his  patients,  his  personal  appearance,  his  relations 
with  colleagues,  or  the  manner  in  which  he  lived.  He 
was  an  intensely  conscientious  and  orderly  individual. 
This  was  strikingly  exhibited  over  the  years  in  carry- 
ing out  his  functions  as  Chairman  of  the  Building, 
Grounds  and  Building  Plans  Committee  of  the  hos- 
pital. Completely  devoid  of  ostentation  he  was  mod- 
est to  a fault  and  in  his  relations  with  patients  his 
demeanor  was  wholly  professional.  Yet  those  of  us 
who  knew  Bill  intimately  recall  his  delightful,  quiet 
sense  of  humor  when  a few  close  friends  gathered 
during  leisure  hours. 

He  was  always  interested  in  his  younger  colleagues 
and  did  not  hesitate  to  go  out  of  his  way  to  help  them 
when  they  asked  for  it  and  not  infrequently  offered 
very  good  guidance  and  encouragement  to  them. 

Dr.  Suggs  held  membership  in  many  local,  state 
and  national  medical  organizations.  He  was  a Fel- 
low of  the  American  College  of  Surgeons,  the  Amer- 
ican College  of  Obstetrics  and  Gynecology,  and  a 
founding  Fellow  of  the  American  Academy  of  Ob- 
stetrics and  Gynecology.  He  was  also  a member  of 
the  American  Medical  Association,  The  Medical  So- 


ciety of  Virginia,  the  Richmond  Academy  of  Medi- 
cine, the  Richmond  and  Virginia  Societies  of  Ob- 
stetrics and  Gynecology,  the  Southern  Medical  Asso- 
ciation, the  Southern  Gynecologic  and  Obstetric 
Society,  the  American  Fertility  Society,  and  was  a 
charter  member  of  the  South  Atlantic  Association  of 
Obstetrics  and  Gynecology.  He  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecol- 
ogy. He  was  a member  of  the  attending  staffs  of  the 
Medical  College  of  Virginia,  Retreat  for  the  Sick, 
Richmond  Memorial  and  Sheltering  Arms  Hospitals. 

The  social  organizations  of  which  he  was  a member 
were  the  Kappa  Sigma  and  Phi  Chi  fraternities,  the 
Sons  of  the  American  Revolution,  the  Country  Club 
of  Virginia,  the  Commonwealth  Club,  and  the  Fish- 
ing Bay  Yacht  Club.  Most  of  his  leisure  time  was 
spent  on  Fishing  Bay,  sailing  and  fishing. 

Dr.  Suggs  is  survived  by  his  wife,  his  daughter 
and  two  sisters.  To  those  of  us  who  witnessed  the 
last  year  of  Dr.  Suggs’  long  illness  his  death  could 
only  be  regarded  as  a merciful  release.  The  long 
decline  of  his  formerly  buoyant  health  was  painful 
to  his  friends  and  family,  and  must  have  been  a 
bitter  trial  to  him. 

We  the  members  of  Stuart  Circle  Hospital  and  of 
the  Richmond  Academy  of  Medicine  extend  to  his 
family  our  deepest  sympathy  and  request  that  these 
expressions  of  our  respect  be  included  in  the  minutes 
of  this  meeting  and  that  a copy  be  sent  to  the  family 
and  to  the  Editor  of  the  Virginia  Medical  Monthly. 

Alexander  G.  Brown,  III,  M.D. 

Spotswood  Robins,  M.D. 

A.  Stephens  Graham,  M.D. 
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ngine,  THE  MEDICAL  SOCIETY  OF  VIRGINIA 

\)  week  ORIENT  ADVENTURE  vacation  costs  less 

In  tourist  class  air  fare  to  the  same  destinations  yet  includes  _ 

• he  best  DELUXE  HOTELS 

• "WO  gourmet  meals  per  day  at  a selection  of  finest  restaurants 
► lirect  WORLD  AIRWAYS  707  private  jet 

• ive  ORIENT  ADVENTURE  hosts  to  assist  you 

• "RANSFERS  OF  ALL  BAGGAGE  — 100  pounds  baggage  allowance 

• jlus  many  other  special  features 


i JOY  seven  days  in  TOKYO  — seven  days  in  HONG  KONG 
j ional  trips  to  Kyoto  and  Bangkok. 

DIENT  ADVENTURE  is  YOUR  vacation... 
iihtsee  . . . shop  . . . golf . . . nightclub  . . . relax 
;lre  is  absolutely  NO  REGIMENTATION. 


VliVER  has  there  been  a vacation  value  like  our  ORIENT  ADVENTURE. 


RETURN  THIS  COUPON  NOW! 

d to:  The  Medical  Society  of  Virginia 
4205  Dover  Road 
Richmond,  Virginia  23221 

losed  is  my  check  for  $ ($100  per  person) 

DRIENT  ADVENTURE  deposit 


VIE 


I DRESS 


Orient 

Adventure 

$898 


(Plus  $35.00  tax 
and  service) 


STATE 


PHONE 


'IKE  YOUR  RESERVATIONS  EARLY  — 
?ACE  STRICTLY  LIMITED! 


THE  MEDICAL  SOCIETY  OF  VIRGINIA 
RICHMOND 
May  26,  1971 


Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 

An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 


DOCTORS: 

ADMINISTRATORS: 


Terrace  Hill  ...  An  Extended 
Care  Facility  Accredited  by 
the  J.C.A.H.  and  Approved  by 
M edicare. 


In  compliance  with  the  Civil  Rights  Act  of  1964 


Within  9 minutes  from  any  local  hospital 

• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  • Activities 

• Trained  Dietitian  • Male  Orderlies 

• Air-Conditioned  Rooms 


Accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  an 
Extended  Care  Facility. 

John  P.  Pate 


Administrator 

"Understanding  Care” 

Terrace  Hill  Nursing  Home,  ~ 

2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 


30 


Virginia  Medical  Monthly 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle  RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 
William  W.  Martin,  Jr,  M.D. 
James  R.  Wickham,  M.D. 

Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Fopkest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 

Orthopedics : 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 

Pediatrics: 

Edward  G.  Davis,  Jr.,  M.D. 
Thomas  P.  Overton,  M.D. 

Albert  S.  Thompson,  Jr.,  M.D. 
Edward  J.  Wiley,  M.D. 

Ophthalmology,  Otolaryngology: 

Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 


Anesthesiology : 

William  B.  Moncure,  M.D. 
Heth  Owen,  Jr.,  M.D. 

Surgery : 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 
Wyatt  S.  Beazley,  III,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 

Roentgenology  and  Radiology: 
Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

James  W.  Proffitt,  M.D. 

Pathology : 

James  B.  Roberts,  M.D. 

Director: 

Charles  C.  Hough 


THE  LANCASHIRE 

Kilmarnock,  Virginia  22482 — Tel.  435-1684 

Professional  Skilled  Nursing  Care 
Under  the  Supervision  of  the  Patient’s  Own  Physician 

NEWLY  CONSTRUCTED 


Medicare  Approved 
Medicaid  Approved 
Licensed  ; State  of  Virginia 
24  Hour  Nursing  Care 
Private  and  Semi-Private  Rooms 


Physical  Therapy 
Fire  Proofing 
Barber  and  Beauty  Shop 
Air  Conditioning 
Intermediate  Care  Wing 


An  affiliate  of  Progressive  Care,  Inc.,  Richmond,  Virginia 
Member,  Virginia  and  American  Nursing  Home  Association 

Richmond  Tel. — 353-6669 
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BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 

Accredited  by  the  Joint  Commission  on  Accreditation  & Approveo  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive).  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jose  A.  Montes,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 

Fourth  Decade  of  Nursing  “““ 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

MRS.  PLYLER’S 
NURSING  HOME 

KATE  E.  PLYLER  (1876-1947)  GENE  CLARK  REGIRER  (1912-1962) 

A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  353-3981 
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Yes,  Kolantyll 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl L (dicyclomine  hydrochloride)  too. 


i 


^Merrell^ 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


0*2572  121721 


(fluorouracil) 

cream  solution 


! 


In  the  treatment  of 
solar/actinic  keratoses 

An  alternative 
to  cold,  fire  and  steel 


:0' 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


1 id 

. . 


;ne;: 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  complete! 
Residual  mild  erythema  remains  in  som 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not  tfetilt 
reacted.  There  is  no  evidence  of  residua 
lesions  or  recurrences. 


ipici 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


An  alternative 
10  conventional  therapy 


Efudex  (fluorouracil)  offers  the  physician  a 
laical  alternative  to  cryosurgery,  electrodesiccation 
id  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
ratoses.  It  is  effective,  comparatively  inexpensive  and 
aecially  well  suited  for  treatment  of  these  multiple 
ions.  Important,  too,  is  the  highly  desirable  cosmetic 
suit.  Clinical  experience  demonstrates  that  treatment 
th  Efudex  results  in  an  extremely  low  incidence  of 
irring.* 


lighly  effective 


In  clinical  trials,  depending  on  the  dosage  form 
[ strength  used,  complete  involution  occurred  in 
to  88  per  cent  of  lesions  following  treatment.  The 
[e  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
it  up  to  a year  after  completion  of  therapy.  When 
w lesions  appeared,  repeated  courses  of  Efudex 
prapy  proved  effective.* 

•edictable 

lerapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
[Efudex  therapy.  The  response  is  usually  characteris- 
land  predictable.  After  three  or  four  days  of  treat- 
|nt,  erythema  begins  to  appear  in  the  area  of  keratoses. 
Jis  is  followed  by  an  intense  inflammatory  response, 
Jiling  and  occasionally  moderate  tenderness  or  pain. 

Me  height  of  the  inflammatory  reaction  generally  occurs 
lo  weeks  after  the  start  of  therapy,  and  then  begins 
Msubside  as  treatment  is  stopped.  Within  two  weeks  of 
Bcontinuing  medication,  the  inflammation  is  usually 
Mie.  A mild  erythema  may  remain  for  two  or  three 
ftnths  before  gradually  receding.  Since  this  response 
fto  predictable,  lesions  which  do  not  respond 
fculd  be  biopsied. 

Jwo  strengths— two 
Josage  forms 

Efudex  is  available  as  a 2%  or  5°b  solution  or 
la  5%  cream.  It  is  applied  twice  daily  by  the  patient 
flth  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
Wrtant  considerations:  First,  please  consult  the  com- 
®te  prescribing  information  for  precautions,  warnings 

jlata  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions : Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported— insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


new 

Efudex 

(fluorouracil) 

cream/solution 


Riverside 

Convalescent  Home 


Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

e>£o 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Gill  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 


STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Scott  W.  Little 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Charles  T.  Akers,  Jr. 
Administrator 


A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology,  Otolaryngology, 
Surgery  for  Deafness,  Rhinoplastic  Sur- 
gery, Bronchoscopy  and  Esophagoscopy. 


Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance. 

For  further  information,  address: 

Administrator,  Box  1789,  Roanoke,  Virginia  24008 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy,  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities 
and  outings.  The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  8 5 acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  [1]  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

[2]  Samuel  N.  Workman,  M.D.  [3]  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 


ST.  ELIZABETHS  HOSPITAL 

James  T.  Gianoulis,  M.D. 

617  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

Austin  I.  Dodson,  Jr.,  M.D. 

Elmer  S.  Robertson,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

James  W.  Pancoast,  M.D. 

J.  Edward  Hill,  M.D. 

Gladstone  E.  Smith,  Jr.,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Pathology 

Leroy  Smith,  M.D. 

William  T.  Stuart,  M.D. 

Ronald  K.  Davis,  M.D. 

Plastic  Surgery 

Urology 

General  Surgery  & Gynecology 

L.  0.  Snead,  Jr.,  M.D. 

Clarry  C.  Trice,  M.D. 

Edward  A.  Zakaib 

Radiology 

General  Medicine 

General  Medicine 

0.  Christian  Bredrup,  Jr.,  M.D. 

Georce  W.  Reese,  Jr.,  M.D. 

Radiology 

Internal  Medicine 

Jack  A.  Peters,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 
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ST.  LUKE'S  HOSPITAL 

McGuire  clinic,  inc. 

Established  1882 

Established  1923 

Hunter  H.  McGuire,  M.D. 

Stuart  McGuire,  M.D. 

1000  West  Grace  Street 

Richmond 

, Virginia 

General  Surgery  & Gynecology 

Internal  Medicine 

Radiology 

Webster  P.  Barnes,  M.D. 

John  P.  Lynch,  M.D. 

Henry  S.  Spencer,  M.D. 

John  H.  Reed,  Jr.,  M.D. 

William  H.  Harris,  Jr.,  M.D. 

Donald  P.  King,  M.D. 

Joseph  W.  Coxe,  III,  M.D. 

John  B.  Catlett,  M.D. 

Isotopes 

H.  Fairfax  Conquest,  M.D. 

Robert  W.  Bedinger,  M.D. 

Gilbert  H.  Bryson,  M.D. 

Alice  V.  Thorpe,  M.D. 

David  L.  Litchfield,  M.D. 

David  L.  Litchfield,  M.D. 

Endoscopy,  Thoracic  & Vascular 

Burness  F.  Ansell,  Jr.,  M.D. 

Pathology 

Surgery 

W.  Wayne  Key,  Jr.,  M.D. 

G.  E.  Smith,  Jr.,  M.D. 

Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 

Physical  Therapy 

Gilbert  H.  Bryson,  M.D. 

Elizabeth  L.  Watson,  R.P.T. 

Hospital  Administrator 

Charles  M.  Green 

Director  of  Nurses — St.  Luke's  Ho 

spital 

Clinic  Manager 

Ann  M.  Urbine,  R.N. 

S.  Taylor  Ware,  Jr. 
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A valuable  hospital  antibiotic 
— when  there  is  no  time 


in  severe  systemic  infections  postoperative  bacteremia.  Gram-negative/staph  pneu- 
monias or  neonatal  sepsis  Kantrex  (kanamycin  sulfate)  is  often  indicated  before  results 
of  customary  sensitivity  tests  can  be  reported.  Clinical  response  is  often  seen  within  24- 
48  hours  in  susceptible  infections,  with  remission  soon  after. 


1 0 years  of  experience  confirm  the  continuing  effectiveness  of  Kantrex*  against  many 
Gram-negative  bacilli  (most  Pseudomonas  are  resistant)  and  staph. 


Because  of  potential  ototoxicity, 
official  package  circular. 


carefully  as  outlined  in  the 


ions:  Serious  infections  due  to  susceptible  strains  of  £.  coh.  Proteus  sp.. 
>genes.  AT.  pneumoniae.  Serrat/a  marcescens  and  Mima-Herellea.  Culture 
nsitivity  studies  should  be  performed. 

indications'  A history  of  hypersensitivity  to  the  drug.  Prior  auditory  damage 


I amycin  or  other  agents  may  be  a contraindication  if  effective  alternative 
1/  is  available. 

I tions.  Obtain  audiograms  before  and  during  therapy  in  patients  with  renal 
Iction  when  treatment  lasts  more  than  5 days.  Stop  Kantrex  if  tinnitus  or 


■ei  ummary  of  Prescribing 


Ration  (7)  6/19/70.  For  corn- 
el iformation.  consult  Official 
je  Circular 


V rnmg  Irreversible  deaf  ness  can  oc- 


Tmmtus  or  vertigo  may  also  occur 
indicate  vestibular  damage  and  im 
p ding  deafness.  The  risk  is  sharply  increased 
1 1 renal  dysfunction.  I n such  cases,  decrease  size 
frequency  of  doses.  Discontinue  kanamycin  and 
ck  hearing  if  azotemia  increases.  Watch  carefully  for  oto- 
city  in  older  patients  and  patients  receiving  more  than  1 5 Gm.  of  kana- 
:in.  To  avoid  neuromuscular  paralysis  with  respiratory  depression,  post- 
e intraperitoneal  instillation  in  post-operative  patients  until  recovery 
m anesthesia  and  muscle  relaxants  is  complete.  Avoid  concurrent  use  of 
iar  ototoxic  drugs  including  ethacrymc  acid.  Safety  in  pregnancy  is  not 
I blished. 


hearing  loss  occurs.  Hydrate  patients 
to  prevent  chemical  irritation  of  the 
renal  tubules.  Assess  renal  function 
periodically,  both  before  and  during  ther- 
apy. If  signs  of  renal  irritation  occur  (casts, 
cells,  proteinuria)  increase  hydration  and  re- 
duce the  dosage  or  the  frequency  of  dosage  if  neces- 
sary-in azotemic  patients  the  frequency  (in  hours)  of 
doses  may  be  obtained  by  multiplying  the  serum  creatinine 
by  9.  If  azotemia  or  eliguria  occur,  discontinue  therapy.  Mycotic 
or  bacterial  superinfection  may  occur. 

Adverse  Reactions:  Irritation  or  pain  at  the  injection  site,  skin  rash,  drug  fever, 
headache  and  paresthesias. 

Dosage  and  Administration:  The  maximum  total  daily  dose  should  not 
exceed  1.5  Gm.  by  all  routes  of  administration.  The  usual  dose  is  7.5  mg./Kg./12 
hours  I.M.  The  average  adult  dose  is  1 Gm.  daily.  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours.  If  no  response  occurs  in 
3 to  5 days,  stop  therapy  and  recheck  the  bacterial  sensitivities.  Hydrate  patients 
well  to  minimize  renal  irritation.  Inject  deeply  into  the  upper  outer  quadrant  of 
the  gluteal  muscle.  Discard  partially  used  vials  after  48  hours.  The  drug  should 
not  be  physically  mixed  with  other  antimicrobials. 

Supplied  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solution  in  two 
concentrations:  0.5  Gm.  in  2 ml.  and  1.0  Gm.  in  3 ml.  Also  available— Pediatric 
Injection  75  mg.  in  2 ml.  A.H.F.S.  Category  8:1 2.28 

BRISTOL  LABORATORIES 

Division  of  Bristol-Myers  Company.  Syracuse,  New  York  13201 


BRISTOL 


KANTREX*  INJECTION 

(kanamycin  sulfate) 


Jnfant  diarrhea 

*3  '*■’ 


Debilitating 

gastrointestinal 

conditions 


Old  age 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  che  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  B[2, 

protective  quantities  of 
potassium,  in  a palatable  and 
^ readily  assimilated  form. 

::C> 


. Postoperaclvely 


/ vV?  ■< . >.  » 


Supplied  in  bottles  of  2 or  6 jluidounces. 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 


New  Nilcol- 
A Comprehensive 
Formula: 

DESCRIPTION  Contents  in  mg 

Elixir- 
each 
Tablet  15  ml 

phenylpropanolamine  HCI  . . 50  25 

chlorpheniramine  maleate  . . 4 2 

glyceryl  guaiacolate 200  100 

dextromethorphan  HBr 30  15 

alcohol 10% 

The  scored,  elliptical  tablet  is  light 
violet.  The  elixir  is  deep  violet  in  color 
and  grape-flavored. 

ACTIONS  Each  component  of  Nilcol  has 
been  selected  to  provide  symptomatic  re- 
lief of  congestion  and  cough  in  upper 
respiratory  disorders. 

Phenylpropanolamine  hydrochloride  is 
a vasoconstrictor  which  reduces  conges- 
tion of  the  nasopharyngeal  mucosa. 
Chlorpheniramine  maleate,  a widely  used 
antihistamine,  helps  to  control  allergic 
symptoms.  The  expectorant  is  glyceryl 
guaiacolate  which  helps  to  increase  the 
secretion  and  decrease  the  viscosity  of 
fluids  of  the  respiratory  tract.  Dextro- 
methorphan is  a well-known,  centrally 
acting  antitussive.  Nilcol  may  minimize 
the  need  for  topical  decongestants. 
INDICATIONS  Nilcol  is  indicated  for 
nasal  and  bronchial  congestion;  coughs 
and  other  symptoms  of  respiratory  infec- 
tions including  influenza  and  the  com- 
mon cold;  other  respiratory  conditions 
such  as  sinusitis,  allergic  rhinitis  or  hay 
fever. 

CONTRAINDICATION  Hypersensitivity 
to  any  ingredient. 

PRECAUTIONS  Because  of  the  possibility 
of  drowsiness,  patients  should  be  cau- 
tioned against  driving  and  operating 
machinery.  Administer  with  caution  to  pa- 
tients with  hyperthyroidism,  hypertensive 
cardiovascular  disease,  diabetes  mellitus 
and  liver  disease.  Use  in  pregnancy  is  not 
recommended. 

ADVERSE  REACTIONS  Anxiety,  restless- 
ness, tension,  insomnia,  tremor,  weakness, 
headache,  vertigo,  sweating,  nausea, 
and  vomiting  may  possibly  occur. 
SUPPLIED  Tablets  in  bottles  of  100.  Elixir 
in  bottles  of  32  fl  oz  (1  qt)  with  dosage 

CUpS.  N-GP-11-4C 

WARN  ER  - CHILCOTT 

Morris  Plains,  New  Jersey  07950 


This  is  a test  of  this  publication’s  advertising  “Exposure.”  Please  see  below. 

Introducing 
The  FullyTherapeutic 
Age-Calibrated  Non-Narcotic 
Cough/Cold  Formula... 

For  Any  Member  Of  The  Family* 

*Not  for  infants  under  2 years  of  age. 


k i;i 

U "1  Be 

lewINf 

ICO!  Tablets/ Elixir 

>ch  scored  tablet  contains:  Phenylpropanolamine  HCI  50  mg.  Chlorpheniramine  maleote  4 mg.  Glyceryl  guaiacolate  200  mg,  Dextromethorphan  HBr  30  mg. 

ich  1 5 ml  ol  elixir  contains:  Phenylpropanolamine  HCI  25  mg.  Chlorpheniramine  maleote  2 mg.  Glyceryl  guaiacolate  100  mg.  Dextromethorphan  HBr  15  mg,  alcohol  10%. 

An  Expectorant  • An  Antihistamine 
A Decongestant  • A Non- Narcotic  Antitussive 


For  a complimentary  package,  send  your  Rx  with  the  name  Nilcol  written  on  it  to: 
Warner-Chilcott  Laboratories,  201  Tabor  Road,  Morris  Plains,  New  Jersey  07950. 
Att:  M.  Adams,  St.J. 


Delicious, 
Grape-Flavored 

Elixir 


R(4  days- 
10-waste  therapy) 


t 

5 ml  ( 1 tsp) 

10ml(2tsp) 

3oz 

6oz 

% 

1 oz 

8oz 

16  oz 

t Plus  "Age-Calibrated"  Medicine  Cup  for  Precision-Assured  Dosage. 


"Sorry  Doctor. 

But  you’re  going  to  be  laid  up 
tor  a while." 


■j* 


■ With  that  “switch”,  Doctor,  your  income  stops. 

But  your  everyday  expenses  keep  right  on  ...  in  your  home  and  at  your  office. 
That’s  why  you  need  a sound  disability  income  plan. 

We  offer  the  original  Group  Plan  of  Disability  Income  . . . the  one  that's  been 
recommended  and  sponsored  by  the  Medical  Society  of  Virginia  for  more  than 
a decade. 


SPECIAL  FEATURES  OF  OUR  PLAN: 

■ disability  income  up  to  $250  weekly. 

■ weekly  payments  covering  you  up  to  age 
65  for  sickness  or  even  lifetime  for  ac- 
cident. 

■ $1,000  accidental  death  benefit  with  each 
policy  . . . higher  limits  available,  of 
course. 

■ additional  benefits  available  for  accidental 
loss  of  limbs,  sight,  speech,  or  hearing. 


■ medical  payments  for  treatment  of  non- 
disabling injuries  (to  a maximum  equiva- 
lent to  one  week’s  indemnity). 

■ guaranteed  minimum  benefits  for  certain 
fractures  and  dislocations,  whether  dis- 
abled or  not. 

■ optional  daily  hospital  benefits. 

■ optional  plans  also  available  for  your  of- 
fice personnel 


FOR  FULL  DETAILS  WRITE  OR  PHONE 


Administrators 


E.  E.  Goodwyn  Agency 
Emporia,  Va. 

634-26X1 

Murphy  Insurance  & Travel,  Inc. 
Charlottesville,  Va. 

295-4157 


Morrison  & Agnor,  Inc. 
Lexington,  Va. 
463-4411 

Suter  Associates,  Inc. 
Arlington,  Va. 
525-6700 


Ernest  L.  Baker  Asso's 
Virginia  Beach,  Va. 
425-1892 

G.  C.  French  Agency,  Inc. 
Richmond,  Va. 

M13-1140 


General  Insurance  of  Roanoke 
Roanoke,  Va. 

345-8148 


Underwritten  by 

COMMERCIAL  INSURANCE  COMPANY  OF  NEWARK,  NEW  JERSEY 

one  of 

The  Continental  Insurance  Companies 


sterile  solution  (300  md  per  ml.) 

Consider  Lincocin 

(lincomycin  hydrochloride  monohydrate,  Upjohn) 


and  single-dose  2 ml 
disposable  syringe 


For  your  convenience 


>y  The  Upjohn  Company  JA70-9835  MED  B-4-S  (KZL-5) 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  4900! 


Upjohn 


When  irritable  colon  feels  like  this 


The  blowfish,  a small  spei 
of  fish,  reacts  to  stress  or 
fright  by  puffing  itself  up 
air.  After  about  a dozen 
noisy  gulps  the  belly  is  bal 
shaped  and  hard.  When 
replaced  in  the  water  the 
quickly  expelled,  and 
the  fish  sinks  to  the  botto: 
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His  wife  has  a lot  of  differepeRANCIS  A 

i i ' rrT~i  1 ° *"  uu*i|  a summary  oi  wmcn  ioiiows: 

nenopausal  symptoms,  but  onlfcjBRte’'  OF  MEDIC»N&  ations:  Management  of  manifestations  generally  associated 

1 1 _ _ 1 L-' U 1 a-  H 1_  1 with  the  menopausal  syndrome — anxietv  and  tension  vasomotor 


e/cribing,  please  consult  complete  product  informa- 
of  which  follows: 


roily  irritate  him.  Her  hot  flashes,  heBn^ON^ 
vrtigo,  her  palpitations— that’s  her  ^ ^ 
poblem.  What  really  bothers  him  is 
h r nervousness,  her  irritability  and 
h r excessive  anxiety,  often  expressed 
b endless  “book-shuffling,  chain- 
snoking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
vrtigo,  palpitations  in  most 
nmopausal  women.  Menrium 
oovides  the  well-known  antianxiety 
a-tion  of  chlordiazepoxide  (Librium®) 
a d water-soluble  esterified  estrogens. 

Iitherefore  relieves  more  symptoms 
tlan  either  component  separately, 
ii  takes  care  of  the  vasomotor 
tomptoms  as  well  as  the  emotional 
ajnptoms.  This  means  the  symptoms 
■ at  bother  his  wife  most.  And  the 
Snptoms  that  irritate  him  most. 

I So,  to  help  them  both  get  through 
j|p  menopause,  remember  Menrium. 


^—.Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HC1.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina* 
tion  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


Menrium*Ti.D. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 
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Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents", 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 


DulcolaxT.it’s  predictable 

bisacodyl 
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CHLORAL  HYDRATE  ) 


> 


A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful. 


J.cund'l/T  1 


JONES  and  VAUGHAN 
Richmond  26.  Virginia 


the  night  shift 
of  depression... 
insomnia 


depression  is  a 24-hour-a-day  problem.  And  insomnia  is 
>ften  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
<ey  symptom  in  establishing  the  diagnosis  of  depression. 

ELAVIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
lelpful  when  you  have  arrived  at  such  a diagnosis.  Unlike 
)sychic  energizers  or  agents  that  merely  elevate  mood, 
ELAVIL  HCI  embodies  a mild  antianxiety  action  which 
nanifests  itself  even  before  the  fundamental  antidepressant 
activity  of  the  drug  becomes  evident.  Daytime  drowsiness 
xxurs  in  some  patients,  usually  within  the  first  few 
lays  of  therapy. 

siOTE:  Not  recommended  during  the  acute  recovery  phase 
ollowing  myocardial  infarction.  Patients  with  cardiovascular 
lisorders  should  be  watched  closely;  arrhythmias,  sinus 
achycardia,  and  prolongation  of  the  conduction  time  have 
>een  reported,  particularly  with  high  doses;  myocardial 
nfarction  and  stroke  have  been  reported  with  drugs  of  this 
:lass.  Close  supervision  is  required  for  hyperthyroid 
jatients  or  those  receiving  thyroid  medication.  Concurrent 
jlectroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
issential.  Discontinue  the  drug  several  days  before  elective 
iurgery  if  possible. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
oncomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
f a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
autiously  with  gradual  increase  in  dosage  until  optimum  response  is 
chieved.  Not  recommended  during  the  acute  recovery  phase  following 
nyocardial  infarction  or  for  patients  under  12  yaars  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
icting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
eizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
ntraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
vatched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
induction  time  have  been  reported,  particularly  with  high  doses; 
nyocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
:lass.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
eceiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
equired  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
>r  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
ieen  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
lecome  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
nother  and  child. 

’recautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
isychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
lepressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
laranoid  delusions,  with  or  without  associated  hostility,  may  be 
ixaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
he  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
Circular.  Merck  Sharp  & Dohme.  Division  of  Merck  & Co..  Inc.,  West  Point,  Pa.  19486 

when  the  diagnosis  is  depression 

ELAVIL1*' 

(AMITRIPTYLINE  HCI  I MSD) 

MSD  MERCK  SHARP  & DOHME 


Woodrow  Wilson  Slept  Here.  At 

Staunton’s  stately  “Manse”,  you  can 
see  the  crib  that  held  a future 
« president.  And  the 
3 l'  rvni  j±  home  where  Jessie 
mM  Wilson  gave  birth  to 
the  son  who  later 
riMnl  I gave  birth  to  the 
^ s IX  I ■ League  of  Nations 
f'XX'fl  with  its  vision  of 
Krl  I world-wide  peace. 


The  General’s  Assembly.  Douglas  MacArthur  called 
Norfolk  home,  though  he  was  born  in  Arkansas 
(“while  his  parents  were  away”,  the  Norfolk  paper 
said) . Here,  at  the  MacArthur  Memorial,  you  can  see 
the  possessions  of  this  great  soldier. 


The  Doll  Who  Spied  For  Dixie.  She  had  a 

head  for  smuggling.  Hollow.  Just  right  for  carry- 
ing medicines  across  Union  lines.  She’s  at  Rich- 
mond’s Confederate  Museum  now.  In  retirement. 


Broadway  In  The  Blue  Ridge.  These  spurs  were 
worn  in  an  early  play  at  Abingdon’s  Barter 
Theatre,  so-called  because  its 

depression-hungry  founders  traded 
seats  for  food.  To  date,  over 
2 million  tickets  have  been 
sold ; most  of  them,  in 
recent  years,  for  cash. 


The  Mighty  In  Miniature.  These  water  color 
miniatures  of  the  first  President  and  his  lady, 
painted  from  life,  are  now  on  view  in  Williams- 
burg. Come  see  them. 

Visit,  write  or  call 
VIRGINIA  STATE  TRAVEL  SERVICE 
9th  & Grace  Streets,  Richmond  23219 
phone:  (703)  770-4484 


This  advertisement  is  published  by  Virginia  Medical  Monthly  as  a Public  Service. 


sterile  solution  ( 300  m J per  ml. ) 


Consider  LincoCin 

(lincomycin  hydrochloride,  Upjbhn) 


and  single-dose  2 ml. 
disposable  syringe 


For  your  convenience 
in  2 ml.  and  10  ml.  vials 


,/'v  SQUIBB 

'The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker/™ 


© E.R.  Squibb  & Sons,  Ire.  1970 
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With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  forvitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


‘‘VyVw 


Theragran 

High  Potency  Vitamin  Formula 

Theragrair-M 

High  Potency  Vitamin  Formula  with  Minerals 


v.  once-popular  treatment  for  back  pains 
ras  to  have  the  seventh  son  of  a seventh  son 
►and  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


i r headache,  a sovereign  remedy  wc 
I wear  a snakeskin  round  one's  head. 


A realistic 
approach 

to  pain 
relief 


mpirin 


Compound  with  Codeine 
itlhosphate  gr.  1/2  No.  3 

^Hh  tablet  contains: 

II  leine  Phosphate  gr.  1/2  (Warning— 

y be  habit  forming),.Phenacetin  gr.  2 1 / 2, 

■1  >irin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

deeps  the  promise 
a:  pain  relief  M . 

IM  & Co.'  narcotic  products  are 

> "B",  and  as  such  are  available  on  oral 
■■  Tiption,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Hi  Tuckahoe,  N.Y. 


the  incomplete 
B-complex 

SPECIFICALLY  FOR  LEVODOPA  PATIENTS— NUTRITIONAL  SUPPORT  WITHOUT  PYRIDOXIN! 


Larobec  provides:  B-complex 
vitamins,  of  particular 
importance  to  the  patient  who 
is  on  levodopa  therapy  and  is 
deficient  in  water-soluble 
vitamins. 


Larobec  provides:  Ascorbic 
acid,  useful  in  assisting  tissue 
repair  in  the  debilitated  patient. 


Larobec  does  not  provide: 
Pyridoxine  (vitamin  B6)— whit 
reportedly  reverses  the 
antiparkinson  effects  of 
levodopa  therapy.12 


Larobec  Tablets 


A high-potency  nutritional  supplement  specific  to  the  needs  of  patients 
with  Parkinson’s  disease  and  syndrome  on  levodopa  therapy— that 
describes  new  Larobec™  from  Roche.  Larobec  provides  the  major  B 
vitamins  plus  vitamin  C— but  does  not  provide  pyridoxine.  Thus,  with  its 
specially  tailored  formula,  Larobec  assures  the  patient  important  nutri- 
tional support  without  minimizing  any  of  the  benefits  of  levodopa  therapy. 

1.  Duvoisin,  R.  C.;Yahr,  M.D.,  and  Cote,  L.  D.:  Trans.  Amer.  Neurol.  Assoc.,  94:81, 1969. 

2.  Cotzias,  G.  C.:  J.A.M.A.,  270:1255,  1969. 


Complete  Prescribing  Information: 

Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  B,)  15  mg 


Riboflavin  (vitamin  B2) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  B12)  ...  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or 
therapeutic  nutritional  supplementation 
concomitant  with  levodopa  therapy  in 
patients  with  Parkinson’s  disease  and 
syndrome,  Larobec  provides  high  potency 
dosages  of  the  major  B-complex  vitamins, 
without  pyridoxine  (vitamin  B4)  which  has 
been  reported'  2 to  reduce  the  clinical 
benefits  of  levodopa  therapy.  B-complex 
vitamins  are  essential  in  the  anabolism  of 
carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains 
therapeutic  quantities  of  ascorbic  acid, 
a substance  involved  in  intracellular 
reactions  such  as  tissue  repair  and 
collagen  formation. 

Indications:  Larobec  is  indicated  for 
supportive  nutritional  supplementation 
when  a water-soluble  vitamin  formula 
(without  pyridoxine)  is  required  prophy- 
lactically  or  therapeutically  in  patients 
under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B6  may 
be  required  if  signs  of  pyridoxine 
deficiency  develop.  Larobec  is  not 
intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary 
remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than 

0. 1. mg  of  folic  acid  per  day  and  who  are 
inadequately  treated  with  vitamin  B,2. 
Dosage  and  Administration:  One  or  two 
tablets  daily,  as  indicated  by  clinical  need. 
How  Supplied:  Orange-colored,  capsule- 
shaped tablets,  imprinted  Roche  73; 
bottles  of  100. 

References: 

1 . Duvoisin,  R.  C.,  et  at.:  Trans.  Amer. 

Neurol.  Assoc.,  94:  81, 1969. 

2.  Cotzias,  G.  C :J.A.M.A.,  210: 1255, 1969. 


high-potency 
nutritional  support  for 
the  levodopa  patient 


Larobec 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Ulcer 

Re- 

lief! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144  s — 144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street  St.  Louis.  Missouri  63102 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Main  Office  Branch  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES— WE  MAKE  THEM 
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For  the 


<• 


prevention 
of  the 
gripping 
pain  of 
angina 


Perforate*  S A 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  fuH  prescribing  information 
on. opposite  page. 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNERCHILCOTT 

Morris  Plains,  New  Jersey  07950 
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Debilitating 
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Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  Bu, 

protective  quantities  of 
potassium,  in  a palatable  and 
4,  readily  assimilated  form. 


■ Poscoperaclvely 


Supplied  in  bottles  of  2 or  6 fluidounces. 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 
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"Sorry  Doctor. 

But  you’re  going  to  be  laid  u 
for  a while." 


■ With  that  “switch  , Doctor,  your  income  stops. 

But  your  everyday  expenses  keep  right  on  ...  in  your  home  and  at  your  office. 
That’s  why  you  need  a sound  disability  income  plan. 

We  offer  the  original  Group  Plan  of  Disability  Income  . . . the  one  that’s  been 
recommended  and  sponsored  by  the  Medical  Society  of  Virginia  for  more  than 


a decade. 

SPECIAL  FEATURES  OF  OUR  PLAN: 

■ disability  income  up  to  $250  weekly. 

■ weekly  payments  covering  you  up  to  age 
65  for  sickness  or  even  lifetime  for  ac- 
cident. 

■ $1,000  accidental  death  benefit  with  each 
policy  . . . higher  limits  available,  of 
course. 

■ additional  benefits  available  for  accidental 
loss  of  limbs,  sight,  speech,  or  hearing. 


■ medical  payments  for  treatment  of  non- 
disabling injuries  (to  a maximum  equiva- 
lent to  one  week’s  indemnity). 

■ guaranteed  minimum  benefits  for  certain 
fractures  and  dislocations,  whether  dis- 
abled or  not. 

■ optional  daily  hospital  benefits. 

■ optional  plans  also  available  for  your  of- 
fice personnel 


FOR  FULL  DETAILS  WRITE  OR  PHONE 

Administrators 


E.  E.  Goodwyn  Agency 
Emporia,  Va. 

634-2611 

Murphy  Insurance  & Travel,  Inc. 
Charlottesville,  Va. 

295-4157 


Morrison  & Agnor,  Inc.  Ernest  L.  Baker  Asso's 

Lexington,  Va.  Virginia  Beach,  Va. 

463-4411  425-1892 


General  Insurance  of  Roanoke 
Roanoke,  Va. 

345-8148 


Suter  Associates,  Inc. 
Arlington,  Va. 
525-6700 


G.  C.  French  Agency,  Inc. 
Richmond,  Va. 

M13-1140 


Underwritten  by 

COMMERCIAL  INSURANCE  COMPANY  OF  NEWARK,  NEW  JERSEY 


one  of 


The  Continental  Insurance  Companies 
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Create  a 


What  to  do 
until. 

suppositories 

work: 


“War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work. ’-3  Some- 
times two.-  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,3  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 
Alternative  to  the  long  unpleasant  wait:  Fleets  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

n Fleet  Enema  avoids  the  irritation  common 

I with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 

II  base  of  the  prelubricated  tube  prevents 
p\  seepage  and  controls  the  rate  of  flow, 

Jfflm  assuring  comfortable  administration. 

> L Fleet  Enema.  Regular  and  pediatric. 

' Both  completely  disposable-like 

suppositories,  only  better. 

Much  better. 


C B FLEET  CO  INC 
Lynchburg,  Va.  24505 


IB 

| pharmaceuticals  J 


or  when  Prescribed^y^phyffclan5^  noflTse5  when  Nausea"  vom^6"06  h^6  °n'y  When  needed 
Cauhon:  Do  not  administer  to  children  under  two  years  of  age  umess^frectedTv'^Lh ' 'S  presenl- 
Relerences:  1.  Blumberg  N Med  Times  91  -45  iZ  ,o«  , o directed  by  a physician. 

Ame^Cj*Obstet  G%ec'  85^M5^  A'pf' 1Sd963  5^  Fec!^  ^A^F^00  1964.1  ^Ba^doun?  A^B 

33:366,  Mar.,  19&.  6. 1®  ft  1'n^ 


Efudex 

(fluorouracil) 

cream  solution 


In  the  treatment  of 
solar/actinic  keratoses  - 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  complete 
Residual  mild  erythema  remains  in  soir 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residua 
lesions  or  recurrences. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


Vn  alternative 

0 conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
jlpical  alternative  to  cryosurgery,  electrodesiccation 
lid  cold-knife  surgery  in  the  treatment  of  solar/ actinic 

1 ratoses.  It  is  effective,  comparatively  inexpensive  and 
ipecially  well  suited  for  treatment  of  these  multiple 
|,ions.  Important,  too,  is  the  highly  desirable  cosmetic 
i suit.  Clinical  experience  demonstrates  that  treatment 
l th  Efudex  results  in  an  extremely  low  incidence  of 
Erring.  * 


Highly  effective 


In  clinical  trials,  depending  on  the  dosage  form 
strength  used,  complete  involution  occurred  in 
to  88  per  cent  of  lesions  following  treatment.  The 
e of  recurrence  was  low,  ranging  from  1 .7  to  5.6  per 
t up  to  a year  after  completion  of  therapy.  When 
ULv  lesions  appeared,  repeated  courses  of  Efudex 
l:rapy  proved  effective.* 

Iredictable 
tierapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
itfudex  therapy.  The  response  is  usually  characteris- 
i and  predictable.  After  three  or  four  days  of  treat- 
nt,  erythema  begins  to  appear  in  the  area  of  keratoses, 
is  is  followed  by  an  intense  inflammatory  response, 
ling  and  occasionally  moderate  tenderness  or  pain. 

2 height  of  the  inflammatory  reaction  generally  occurs 
ib  weeks  after  the  start  of  therapy,  and  then  begins 
: ubside  as  treatment  is  stopped.  Within  two  weeks  of 
:ontinuing  medication,  the  inflammation  is  usually 
' le.  A mild  erythema  may  remain  for  two  or  three 
l nths  before  gradually  receding.  Since  this  response 
s o predictable,  lesions  which  do  not  respond 
f uld  be  biopsied. 


i vo  strengths— two 
isage  forms 


Efudex  is  available  as  a 2%  or  5%  solution  or 
5%  cream.  It  is  applied  twice  daily  by  the  patient 
J i a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  irri- 
tant considerations : First,  please  consult  the  com- 
e prescribing  information  for  precautions,  warnings 


. la  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported— insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-mi  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


new 

Efudex 

(fluorouracil) 

" cream  solution 


'H 


Not  too  little,  not  too  much... 
but  just  right! 

"Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg  of  base  per  5-ml  teaspoonful) 

Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Guest  Editorial . . . . 


Screening  for  Metabolic  Diseases 

'"pHE  KNOWN  INBORN  ERRORS  OF  METABOLISM  presently 
A number  greater  than  one  hundred  and  are  increasing  at  the  rate  of  at 
least  five  to  six  per  year.  A majority  of  these  are  difficult  to  diagnose  be- 
cause they  are  associated  with  a minimum  of  clinical  findings  other  than 
mental  or  physical  retardation.  In  some  of  these  disorders  (e.g.,  some 
aminoacidopathies  and  galactosemia)  early  detection  is  extremely  impor- 


MCV— PEDIATRIC  METABOLIC  LABORATORY 
URINARY  SCREENING  TESTS  FOR  METABOLIC  DEFECTS 


Isatin 


Disease 

FeCl3 

DNPH 

S-N 

Benedict’s 

C-TAB  Spot 

1.  Phenylketonuria 

Green 

++  + 

— 

— 

— 

— 

2.  Maple  Syrup 

Navy  Blue 

+ + + 

— 

— 

— 

— 

3.  Tyrosinosis 

Trans.  Green 

+ + + 

— 

± 

— 

— 

4.  Histidinemia 

Green 

++ 

— 

— 

— 

— 

5.  Hyperglycinemia 

— 

+ + + 

— 

— 

— 

— 

6.  Fructose  Intol. 

— 

zh 

— 

+4- 

— 

— 

7.  Galactosemia 

— 

— 

— 

++ 

— 

— 

8.  Cystinuria 

— 

— 

+ + 

— 

— 

— 

9.  Homocystinuria 

— 

— 

++ 

— 

— 

— 

10.  Hurler’s 

— 

— 

— 

— 

+ + 

— 

11.  Morquio-Ullrich’s 

— 

— 

— 

— 

— 

12.  Fanconi’s 

ill 

±2 

+ 

— 

— 

13.  Alkaptonuria 

Brown 

— 

— 

— 

— 

— 

14.  Lowe’s 

— 

+ 

— 

— 

— 

± 

IS.  Hyperlysinemia 

— 

+ 

— 

— 

— 

— 

16.  Iminoacidurias 

— 

~ 

+ 

DNPH  = dinitrcphenylhydrazine 

S-N  = silver  nitroprusside 

C-TAB  = cetyl  trimethylammonium 

bromide 

= sometimes  positive 


tant  because  dietary  therapy  is  available  which  can  prevent  or  ameliorate 
the  damage  they  cause. 

Because  of  the  extreme  rarity  of  most  of  these  disorders  it  is  most  im- 
practical and  economically  impossible  for  any  one  laboratory  to  be  able 
to  provide  diagnostic  tests  for  all  of  them.  However,  it  is  feasible  to 
screen  urines  to  detect  certain  inborn  errors;  a panel  of  tests  on  20  cc.  of 
acidified  urine  has  therefore  been  developed  by  the  Pediatric  Metabolic 
Unit  of  the  Medical  College  of  Virginia  (see  Table).  The  present  panel 
will  be  modified  and  the  number  of  tests  increased  as  experience  with 
further  screening  procedures  accumulates. 

Should  it  be  deemed  desirous  to  pursue  further  the  diagnostic  possi- 
bility of  an  inborn  error  of  metabolism,  this  same  laboratory  is  capable 
of  more  refined  chromatographic  techniques  for  the  identification  and 
quantitation  of  various  metabolites.  If  the  test  is  not  available  at  that 
laboratory  or  at  the  various  clinical  pathology  and  research  laboratories 
of  the  Medical  College  of  Virginia,  the  author  offers  to  direct  the  neces- 
sary specimen  to  the  appropriate  institution. 


Peter  Mamunes,  M.D. 


Dr.  Mamunes  is  Associate  Professor,  Department  of  Pediatrics,  Medical  College  of 
Virginia  and  consultant  to  the  State  Health  Department’s  Program  for  PKU  and  Other 
Inborn  Errors  of  Metabolism. 
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Rapid  Imaging  of  Sequential  Isotope  Distributions 

RICHARD  A.  WETZEL,  M.D. 
Charlottesville,  Virginia 


The  speed , simplicity , accuracy , 
anti  safety  of  this  technique  as- 
sures it  a secure  place  as  a useful 
diagnostic  procedure. 


WITH  THE  AVAILABILITY  of 
rapid-imaging  devices  and  short-lived 
radiopharmaceuticals,  sequential  vascular 
distributions  of  a bolus  may  be  obtained  in 
seconds.1  This  paper  will  illustrate  some  of 
our  vascular  and  other  results  utilizing 
technetium  pertechnetate  (99mTc)  and  a 
gamma  ray  scintillation  camera  to  yield 
clinically  informative  results. 


imaging  device  to  be  utilized  to  capacity, 
namely,  to  make  short  or  ultra  short  dis- 
tribution images.  The  gamma  camera,  one 
of  several  such  devices,  consists  of  a multi- 
hole collimator,  large  scintillation  crystal, 
19  photomultiplier  tubes  and  electronic 
circuitry,  which  transform  gamma  ray  im- 
pulses originating  within  the  body  to  light 
impulses  on  an  oscilloscope  screen  from 
which  they  are  photographed  with  3000 
speed  Polaroid®  film." 

Cerebral  Image  Studies 

Ligure  1 shows  examples  of  cerebral  ar- 
terial, capillary  and  venous  phases;  each  re- 
quired 2.0  seconds  of  exposure  time.  In 
certain  tumors  and  vascular  malformations, 
localized  (vascular)  concentration  is  easily 


Fig.  1.  Anterior  cerebral  vascular  sequence.  8-10  arterial.  10-12  capillary.  14-16  seconds  venous. 


99mTc  has  a physical  half  life  of  six  hours, 
emits  a 140  kev  gamma  ray  and  is  available 
from  a 99Mo (molybdenum)  generator. 
These  factors  provide  readily  available  ma- 
terial, administration  of  multimillicurie 
doses  with  safety,  very  low  radiation  ex- 
posure to  the  patient  and  permit  a rapid- 

Presented  initially  at  the  Virginia  Radiological  So- 
ciety Meeting,  April  2 5,  1968,  Hot  Springs,  Virginia. 

Wetzel,  Richard  A.,  M.D.,  Formerly  Assistant 
Professor  of  Medicine  and  Radiology;  Director  of  the 
Nuclear  Medicine  Section,  Department  of  Radiology. 


seen.  Contrariwise,  with  vascular  occlusions, 
or  non-vascular  space  occupying  lesions, 
decreased  concentration  may  quickly  be 
detected.  Persistence  of  early  increased  or 
decreased  concentration  carried  through  to 
the  late  views,  or  indeed  a reversal  of  the 
initial  concentration  may  be  helpful  in  dif- 
ferential diagnosis. 

In  figure  2,  representative  scintiphotos 
illustrate  the  radiopharmaceutical  distrib- 
uted in  a meningioma.  The  high  concen- 
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tration  tumor  blood  pool  is  evident  seconds 
after  injection.  In  this  case,  the  size,  con- 
figuration and  location  of  the  tumor  were 
established  within  one  minute  by  taking 
short  interval  exposures  from  the  anterior 
and  lateral  aspects  of  the  skull.  Late  per- 
sistence confirms  a blood-brain  barrier  de- 
fect; the  meningioma  was  excised. 


even  greater  consideration  than  it  might, 
(in  the  differential  diagnosis)  were  only  the 
late  views  available.  Such  an  image  series 
is  illustrated  in  Figure  4. 

Thyroid  Image  Studies 

The  relative  rate  at  which  99mTc  per- 
technetate  accumulates  in  the  thyroid  gland 


0-13 

Ant. 


1.5  hrs. 


Fig.  2.  Rapid  sequence  (above),  equilibrium  views  (below).  Right  parasaggital  menin- 
gioma. 

39  year  old  Negro  female  with  left  corticospinal  tract  signs.  The  parasaggital  location 
is  well  demonstrated,  and  the  lesion  was  localized  within  one  minute  of  injection.  Lead 
markers  over  the  eyes  and  external  auditory  canal  are  seen  in  the  late  views. 


Figure  3 shows  abnormal  vascular  con- 
centration in  the  right  hemisphere  seconds 
after  injection  in  a patient  who  had  tem- 
poral lobe  signs  of  uncertain  left-right 
lateralization.  In  this  case,  late  views  indi- 
cate faint  residual  activity.  The  complete 
study  sequence  suggested  a vascular  abnor- 
mality, and  led  to  cerebral  arteriography 
with  confirmation  of  a cerebral  vascular 
malformation. 

When  a crescent-shaped  peripheral  area 
shows  decreased  concentration  during  a cere- 
bral vascular  sequence,  and  increased  con- 
centration in  the  same  area  during  late 
filming,  a subdural  hematoma  must  be  given 


and  surrounding  tissues  may  be  determined 
visually  by  viewing  the  entire  neck  area.  In 
addition  to  the  thyroid  gland,  submandibu- 
lar glands  and  soft  tissues  may  be  seen." 
Technetium  is  trapped  by  the  thyroid,  but 
unlike  iodine,  it  is  not  organified.  Salivary 
gland  concentration  of  technetium  is  similar 
to  iodine.  One  to  five  minutes  following 
intravenous  injection,  it  is  possible  to  meas- 
ure the  concentration  ratios  between  thyroid 
and  submandibular  glands.  In  thyrotoxico- 
sis, the  T:SG  ratio  exceeds  4:1,  in  the  nor- 
mal it  is  2-3:1,  and  in  hypothyroidism  or  in 
the  presence  of  a blocking  agent  or  signifi- 
cant iodine  load,  it  is  less  than  1:1.  Pic- 
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tonally,  the  thyroid  gland  is  brightly  out- 
lined within  seconds  in  thyrotoxicosis;  the 


Fig.  3.  57  year  old  white  male  with  temporal  lobe  signs. 
Note  bright  spot  within  20  seconds  on  anterior  projec- 
tion; later  views  show  faint  blush  in  area  of  large  vas- 
cular malformation  confirmed  on  cerebral  arteriography. 


normal  thyroid  shows  greater  concentration 
than  salivary  glands  while  in  hypothyroid- 


22-28  Sec. 


1.5  Hr. 
Posterior 


1.5  Hr. 
Anterior 


0-22  Sec. 


Fig.  4.  S.M.,  female,  age  52,  Iso.  # 67  05  17,  Hist.  # 22 
18  32.  Diagnosis:  Subdural  hematoma. 


ism  (associated  with  impaired  trapping), 
the  thyroid  concentration  is  less  than  sub- 
mandibular concentration.  Figure  5 a illus- 


0-20  seconds  20-30  seconds 


Fig.  5A.  27  year  old  white  female  with  classic  clinical 
thyrotoxicosis  and  a diffuse  goiter.  Concentration  in- 
ferior to  right  lobe  thyroid  is  the  bolus  in  subclavian 
vein  and  superior  vena  cava.  Salivary  gland  concen- 
tration is  not  seen  in  this  view. 

High  concentration  in  thyroid,  beginning  low  cone,  in 
salivary  glands.  Chest  vasculature  no  longer  visible  in 
20-30  seconds. 


trates  vascular  concentration  in  the  thyroid 
of  a thyrotoxic  patient  within  20  seconds 
of  injection.  Figure  5 b illustrates  concen- 
tration differences  in  various  states. 

Chest  Vascular  Sequences 

Rapid  sequence  scintiphotos  obtained 
with  the  gamma  camera  detector  placed 
over  the  chest  record  the  time  course  of  a 
radioactive  bolus  into  and  out  of  the  heart. 
Among  detectable  lesions  are  obstruction  of 
the  superior  vena  cava,4  collateral  vessel  dis- 
tribution resulting  therefrom,  gross  differ- 
ential changes  in  pulmonary  blood  flow,  and 
right  to  left  shunts.  More  recently  others 
have  demonstrated  findings  in  left  sided 
lesions  such  as  mitral  stenosis.  ’ Figure  6 il- 
lustrates the  first  two  of  a series  from  a chest 
sequence  in  a patient  who  had  lymphangitic 
spread  of  adenocarcinoma  throughout  the 
left  lung.  The  pulmonary  flow  to  the  right 
lung  is  apparent  within  eight  seconds,  but 
the  left  lung  vasculature  shows  little  con- 
centration. Decreased  left  lung  perfusion 
was  confirmed  with  a 1 T-macroaggregated 
albumin  pulmonary  scan.  The  patient’s 
roentgenogram  of  the  chest  and  the  lung 
scan  are  reproduced  for  comparison. 
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Figure  7 illustrates  a sequence  in  which  right  differences  when  the  detector  is  placed 
the  left  ventricle  and  aorta  show  filling  with  over  the  back  and  serial  exposures  are  taken 


Hyper  Normal  Hypo 

(or  blocked) 

Uptake  65% Uptake  23%  Uptake  6% 

Fig.  5B.  "Wide  angle”  views  of  neck  area  showing  typical  patterns  in  normal  and  altered  thy- 
roid function  states.  Film  taken  for  100,000  counts.  1-131  uptake  values  at  24  hours  are  listed. 


radioactivity  prior  to  maximal  concentra- 
tion in  the  lung  fields  indicating  a right-to- 

Anterior 


0-4  sec.  4-8  sec. 


Fig.  6.  67  year  old  Negro  female.  The  bolus  enters  the 
right  heart  from  the  right  antecubital  fossa  injection 
site,  and  between  4-8  sec.  the  marked  difference  in 
pulmonary  blood  flow  is  easily  recognized.  A conven- 
tional lung  scan  with  131I-macro  aggregated  albumin 
shows  little  perfusion  throughout  the  entire  left  lung. 
Dx-adenocarcinoma  primary  site  undetermined.  (Lymph 
node  biopsy  report.) 

left  shunt.  In  this  case,  the  shunt  was  due 
to  reversal  of  flow  in  a patent  ductus. 

Kidney  Vascular  Sequences 
A renal  vascular  study  can  display  left- 


at  two  to  four  seconds.  Early  films  in  the 
sequence  show  the  label  distributed  through 
the  inferior  lung  fields  and  heart;  subsequent 
views  show  concentration  in  the  abdominal 
aorta  and  kidneys.  The  bifurcation  of  the 
aorta  may  be  visualized.  Early  filling  of  the 
spleen,  seen  peripherally,  may  obscure  the 
superior  pole  of  the  left  kidney.  A normal 
sequence  is  seen  in  figure  8.  Figure  8a  shows 
a single  projection  from  a patient  who  had 
a left  nephrectomy.  This  non-operative  ap- 
proach to  study  of  renal  blood  supply  is  of 
great  practical  help  in  patients  who  have 
had  renal  transplants.  Figure  8b  illustrates 
scintiphotos  in  such  a case.  The  detector 
was  positioned  over  the  anterior  abdomen; 
the  aorta,  iliac  vessels  and  renal  vasculature 
are  viewed  within  12  seconds  from  the  time 
of  intravenous  administration  of  a small 
bolus  of  activity.  Between  12  and  16  sec- 
onds, only  the  image  of  the  kidney  remains 
since  the  bolus  has  dissipated  from  the  large 
vessels. 

Placental  Blood  Pool  Studies 

An  improved  approach  to  localize  the 
placental  blood  pool  in  third  trimester  bleed- 
ing problems  provides  an  image  and  a diag- 
nosis within  90  seconds  or  less  using  90mTc 
pertechnetate  and  a rapid-imaging  device.9 
Radiation  from  the  isotope  produces  radia- 
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Fig.  7.  Anterior  chest — injection  right  arm. 

Note:  Aorta  filling  prior  to  maximum  filling  of  lungs — patient  had  patent  ductus  with 
reverse  flow. 


Fig.  8.  Renal  blood  flow  sequence  showing: 

A.  Activity  above  diaphragm 

B.  Aorta 

C.  Aorta  and  kidneys 

D.  Kidneys:  intensity  dispersed 

E.  Kidneys:  partially  evacuated 

F.  Abdominal  dispersion  of  bolus 


tion  exposure  to  the  fetus  that  is  less  than 
1/  100th  of  that  received  from  a single,  soft 


tissue  lateral  X-ray  examination.  Figure  9 
shows  an  anterior  image  of  the  placental 
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blood  pool  normally  located  in  the  uterine 
fundus.  Since  the  image  persists  for  about 


Fig.  8A.  99rnTc-pertechnetate  vascular  image  of  aorta 
and  right  kidney,  between  8-10  seconds  after  IV  injec- 
tion, antecubital  fossa.  (Patient  had  left  nephrectomy.) 


five  minutes,  a lateral  view  may  be  obtained 
to  establish  the  anterior  or  posterior  location 
of  the  placenta.  Such  a study  now  super- 


this  time,  so  easily  or  rapidly  available  for 
use. 

Final  Remarks 

In  the  future,  refinements  in  instrumen- 
tation and  techniques  as  well  as  availability 
of  other  short-lived  isotopes  should  yield 
even  better  quality  images  and  additional 
distributions.  Elaborate  computer  revised 
distributions  are  undergoing  investigation  in 
several  centers.  They  have  now  reached  the 
fidelity  of  photographic  readout  methods 
after  several  years  of  trials.  It  is  anticipated 
that  computer  techniques  applied  to  se- 
quence distributions  such  as  those  described 
herein  will  add  to  the  information  capacity 
of  the  studies.  Work  along  these  lines  here, 
and  elsewhere,'  is  already  beginning  to  de- 
velop information  which  may  add  a further 
dimension  to  clinical  application  of  nuclear 
medicine  in  the  future. 


Fig.  8B.  Right  iliac  fossa  renal  transplant  in  26  year  old  Negro  male. 
3 weeks  post  operative  study. 


cedes  conventional  iodine  (1!1I-HSA)  point 
counting  or  scanning  that  had  been  pre- 
viously used.  The  rapidity  of  this  proce- 
dure makes  unnecessary  the  preparation  of 
99mTc-albumin,  which  requires  several  addi- 
tional steps  to  produce  and  thus  is  not  at 


Summary 

Several  studies  have  been  described  which 
indicate  the  clinical  utility  of  a gamma 
camera  and  99mTc  pertechnetate.  Their  use 
forms  a powerful  combine  in  nuclear  medi- 
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cine.  The  speed,  simplicity,  accuracy  and 
safety  of  these  studies  make  them  applicable 
in  a wide  variety  of  diagnostic  problems. 
Such  non-operative  techniques  may  provide 


2.  Anger,  H.  O.:  Gamma  Ray  and  Positron  Scin- 

tillation Camera.  Nucleonics  21:  p.  56,  1963. 

3.  Marlen,  C.  J.  and  Wetzel,  R.  A.:  Thyroid-Sub- 

mandibular Gland  Visual  Image  Ratios,  A 
Rapid  Estimate  of  Thyroid  Trapping  Func- 


s 

0-30  sec. 
Anterior 


30-90  sec. 
Anterior 


2-3  min. 
Left  Lateral 


Fig.  9.  Placental  blood  pool,  0-30  sec.  exposure;  vascular  background  and  markers  on  the  um- 
bilicus (u),  symphysis  pubis  (s),  and  right  femoral  artery  (a);  30-90  sec:  blood  pool  at 
umbilicus;  lateral  view  confirms  anterior  fundal  position. 


answers  to  questions  concerning  blood  flow 
at  various  body  sites.  Examples  of  cerebral, 
pulmonary  and  renal  flow  distributions  are 
illustrated.  In  addition,  static  diagnostic 
nuclear  medicine  procedures  are  improved. 
Examples  cited  are  thyroid-salivary  gland 
ratios  and  placental  localization.  Modern 
electronic  equipment  including  computer- 
derived  images  and  additional  short-lived 
radiopharmaceuticals  promise  to  expand  nu- 
clear medicine’s  role  of  rapid  and  safe  diag- 
nostic studies  in  the  future. 
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Urinary  Diversion 

Discussion  of  the  Modified  Gersuny  Technique 


The  difficult  problem  of  urinary 
diversion  has  been  solved  in  part 
by  this  technique. 


TN  SPITE  OF  SURGICAL  INGENU- 
ITY, the  criteria  for  an  ideal  method  of 
urinary  diversion  have  not  been  met.  These 
criteria  are: 

1.  Preservation  of  normal  renal  func- 
tion. 

2.  Complete  separation  of  the  urinary 
and  fecal  streams. 

3.  Fecal  and  urinary  continence. 

4.  Elimination  of  external  appliances. 

5.  No  artificial  stoma  in  a conspicuous 
site. 

6.  Urine  reservoirs  sufficiently  small  to 
minimize  reabsorption  of  urinary 
products. 

The  ileal  conduits  enjoy  the  widest  ac- 
ceptance of  all  the  various  types  of  diver- 
sionary procedures.  However,  it  has  the 
disadvantage  of  a prominently  placed  arti- 
ficial stoma  requiring  the  use  of  a collecting 
device.  Cutaneous  ureterostomies  suffer  the 
same  basic  defects.  Ureterosigmoidostomy 
offers  the  great  advantage  of  urinary  and 
fecal  continence;  however,  the  difficulties 
associated  with  contamination  of  the  urinary 
tract  by  enteric  bacteria  and  the  problems 
arising  from  reabsorption  of  urinary  waste 
products  have  caused  many  urologists  to 
view  this  form  of  diversion  in  a less  favor- 
able light. 


WILLIAM  H.  ATWILL,  M.D. 

Richmond,  Virginia 

In  1898  Gersuny1  described  a method  of 
urinary  diversion  in  which  the  trigone  was 
implanted  into  an  isolated  rectal  pouch.  The 
sigmoid  colon  was  then  brought  down  an- 
terior to  the  rectum  and  beneath  the  ex- 
ternal rectal  sphincter  as  an  intrasphinc- 
teric  perineal  colostomy.  Lowsley  and  John- 
son2’" modified  this  procedure  by  implanting 
the  ureters  directly  into  the  rectal  bladder. 
This  procedure  has  the  obvious  potential  of 
fulfilling  all  of  the  criteria  enumerated 
above  as  an  ideal  method  of  urinary  diver- 
sion. For  this  reason,  it  was  utilized  in  eight 
males,  39  to  5 8 years  of  age,  undergoing 
cystectomy  for  carcinoma  of  the  bladder. 
The  course  of  these  eight  patients  constitutes 
the  basis  for  this  report. 

Methods 


After  initial  preoperative  evaluation  and 
tumor  staging  were  completed,  the  patient’s 
lower  intestinal  tract  was  investigated  by 
barium  enema  and  sigmoidostomy.  Of  cru- 
cial importance  was  the  patient’s  ability  to 
adequately  retain  a 300  cc.  enema.  Meticu- 
lous sterilization  of  the  bowel  by  non- 
residue diet,  Neomycin  by  mouth  and  by 
enema  was  then  accomplished. 

Operative  technique  has  been  described  in 
detail  elsewhere.3  In  short,  abdominal  ex- 
ploration to  exclude  intra-abdominal  meta- 
static disease  which  would  contraindicate 
radical  surgery  was  first  performed.  Cys- 
tectomy, prostatectomy  and  seminal  vesicu- 
lectomy were  then  carried  out.  The  colon 
was  divided  at  the  junction  of  the  rectum 
and  sigmoid.  The  ureters  were  implanted 
into  the  rectum  and  the  proximal  end  of  the 
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Fig.  1.  The  bladder  has  been  removed.  The  ureters  are 
implanted  into  the  rectal  pouch.  The  sigmoid  colon  is 
pulled  down  anterior  to  the  rectal  pouch.  The  inset 
shows  elevation  of  the  deep  external  rectal  sphincter 
perineally. 

The  patient  was  then  placed  in  the  peri- 
neal position  and  an  incision  made  anterior 
to  the  anus.  The  superficial  external  rectal 
sphincter  muscles  were  not  disturbed.  How- 
ever, the  deep  external  sphincter  was  ele- 
vated from  the  anterior  rectal  wall  and 
the  mobilized  sigmoid  brought  to  the  peri- 
neal skin  beneath  this  portion  of  the  sphinc- 
ter. The  colostomy  stoma  was  slightly 
everted.  Stenting  ureteral  catheters  were  left 
indwelling  for  five  to  six  days  and  a catheter 
was  kept  in  the  rectal  pouch  for  one  week. 
Intravenous  urograms  and  rectograms  were 
obtained  every  three  months. 

Results 

The  postoperative  course  in  five  patients 
was  uncomplicated.  Wound  dehiscence  oc- 
curred in  two  cases,  but  secondary  closure 
resulted  in  prompt  healing.  Excessive  cough- 
ing in  one  patient  with  chronic  bronchitis 
and  violent  activity  associated  with  an  acute 
psychotic  reaction  in  the  other  were  felt  to 


be  contributing  factors.  One  patient  had 
stricture  of  his  perineal  colostomy  requiring 
revision  by  a transposition  flap  of  scrotal 
skin. 

Significantly,  there  has  been  no  evidence 
of  impairment  of  renal  function  following 
operation.  Blood  urea  nitrogen,  serum  crea- 
tinine and  electrolytes  have  remained  nor- 
mal. The  absence  of  hyperchloremic  acidosis 
so  frequently  seen  following  ureterosigmoid- 
ostomy  can  be  attributed  to  the  maintenance 
of  normal  renal  function  and  the  limited 
mucosal  surface  of  the  bowel  in  contact 
with  the  urine.  There  has  been  no  radio- 
graphic  evidence  of  deterioration  of  the 
upper  urinary  tract  (Fig.  2).  In  no  patient 
has  urinary  tract  infection  been  clinically 
apparent.  Urinalyses  have  shown  only  an 
occasional  white  blood  cell. 


Fig.  2.  A urogram  obtained  postoperatively  demonstrates 
a normal  upper  urinary  tract. 

After  removal  of  rectal  catheters,  all  pa- 
tients rapidly  achieved  excellent  urinary 
control.  Interestingly,  the  sensation  of  rec- 


rectal  pouch  closed  (Fig.  1).  The  sigmoid 
was  mobilized  so  that  it  could  be  brought 
to  the  rectal  bladder  to  reach  the  perineum. 
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tal  fullness  is  appreciated  even  awakening 
the  patient  at  night,  allowing  for  voiding 
without  soiling  of  clothing.  Nighttime  leak- 
age seldom  occurs.  Voiding  is,  of  course, 
accomplished  in  the  sitting  position.  Recto- 
grams  (Fig.  3),  obtained  by  filling  until  the 


Fig.  3.  A rectogram  obtained  by  filling  the  rectal  pouch 
until  the  patient  notes  the  desire  to  void,  usually  200- 
300  ml.  No  recto-ureteral  reflux  is  seen. 


patient  experiences  the  urge  to  micturate, 
have  demonstrated  a capacity  of  200-300 
ml.  with  excellent  emptying  on  the  post 
evacuation  film.  Two  patients  demonstrated 
unilateral  rectoureteral  reflux.  Why  reflux, 
which  is  virtually  always  demonstrable  fol- 
lowing end-to-side  uretero-ileal  anastomosis, 
does  not  occur  in  all  of  the  patients  is  not 
understood.  One  patient  died  of  recurrent 
carcinoma  five  months  postoperatively. 

In  all  cases,  fecal  incontinence  has  pre- 
sented the  greatest  problem.  Total  incon- 
tinence persists  for  one  to  three  weeks. 
Thereafter,  all  but  one  patient  (in  whom 
abdominal  colostomy  was  subsequently  nec- 


essary) were  able  to  establish  some  regularity 
of  fecal  evacuation,  requiring  only  a pad  to 
protect  the  clothing  from  fecal  soilage.  Two 
patients  have  resumed  employment.  Fecal 
continence  is  enhanced  when  the  stool  is 
formed  and  is  poor  when  it  is  loose.  Dietary 
adjustments  are  helpful.  The  uncontrolled 
passage  of  flatus  presents  social  problems  for 
these  patients,  as  it  does  for  the  patient  with 
an  abdominal  colostomy. 

Discussion 

While  the  urologist  appreciates  the  pri- 
mary importance  of  preservation  of  renal 
function,  the  patient  is  most  concerned  with 
the  social  and  psychological  aspects  of  urin- 
ary diversion.  The  placement  of  an  intestinal 
stoma  in  an  inconspicuous  site  is  of  definite 
benefit.  The  elimination  of  the  external 
appliance  is  equally  advantageous.  How- 
ever,  when  fecal  continence  is  poor,  the 
perineally  placed  colostomy  prohibits  the 
wearing  of  a fecal  collection  device.  An 
abdominal  colostomy  can  easily  be  created 
should  this  problem  arise  and  this  may  be 
less  troublesome  to  manage  than  a urinary 
conduit.  Patient  acceptance  of  this  pro- 
cedure has  been  good  with  only  one  patient 
stating  that  in  retrospect  he  would  have 
preferred  ileal  conduit  diversion.  By  avoid- 
ing dissection  of  the  superficial  external  anal 
sphincter,  these  patients  have  experienced 
no  problems  related  to  the  rectal  bladder. 

Summary 

Eight  patients  have  been  followed  for 
periods  of  five  to  twenty-two  months  fol- 
lowing cystectomy  by  the  modified  Gersuny 
technique.  This  offers  the  major  theoretical 
advantages  of  urinary  and  fecal  control  with 
separation  of  the  two  systems,  thus  obviat- 
ing fecal  contamination  of  the  urinary 
tract.  In  practice  the  major  disadvantage 
has  been  less  than  perfect  fecal  continence. 
However,  in  seven  of  these  eight  patients, 
this  has  not  been  socially  incapacitating  and 
patient  acceptance  has  been  good  in  these 
seven  individuals. 

( Continued  on  page  108) 
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A Method  for  Endoscopy  in  Infants  and  Small 
Children 

With  Light  General  Anesthesia  and  Topical  Xylocaine  (Lidocaine) 
Hydrochloride  1 °/o 


The  use  of  Xylocaine  Hydrochlo- 
ride l°/0  in  conjunction  with  gen- 
eral anesthesia  greatly  facilitates 
endoscopy  in  the  young.  The  haz- 
ards of  the  method  can  be  largely 
overcome  by  calculating  the  maxi- 
mum dose  and  delivering  it  in 
small  divided  doses. 


* I ’HE  USE  of  a combination  of  light  gen- 
eral  anesthesia  and  Xylocaine  Hydro- 
chloride 1%  plain  for  topical  anesthesia  has 
been  found  to  be  useful  for  laryngoscopy, 
endotracheal  intubation  and  bronchoscopy 
in  a variety  of  clinical  situations.  It  is  par- 
ticularly useful  where  there  are  deformed 
upper  airways,  obese  infants,  bronchoscopy, 
etc. 

The  type  of  general  anesthesia  used  in 
each  patient  must  be  dictated  by  other  re- 
quirements of  the  case.  Xylocaine  Hydro- 
chloride 1%  plain  applied  topically  to 
mucous  membranes  produces  good  anesthe- 
sia in  infants  and  small  children.  Children 
over  40-50  pounds  do  not  seem  to  get  as 
adequate  a topical  anesthesia  with  this  con- 
centration as  do  smaller  children.  Xylocaine 
Hydrochloride  4%  has  been  recommended 
in  the  past  for  topical  anesthesia  but  in  in- 
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fants  and  small  children  this  heavy  concen- 
tration is  not  necessary.  By  using  the  dilute 
concentration  recommended  meticulous 
measurement  of  dosage  is  facilitated. 

The  application  of  the  topical  Xylocaine 
Hydrochloride  1%  can  be  facilitated  and 
measured  if  it  is  sprayed  in  small  droplets 
from  a syringe  through  a 25  gauge  needle. 

If  the  total  dosage  is  10  mg.  or  more,  a 
2 cc.  syringe  is  used;  however,  if  the  dose 
is  less  than  10  mg.,  a tuberculin  syringe  is 
adequate.  1 % Xylocaine  Hydrochloride  has 
10  mg.  of  the  drug  per  cc.  and  with  a tuber- 
culin syringe,  doses  of  2 mg.  can  be  sprayed 
in  divided  doses.  No  more  than  the  maxi- 
mum dose  of  1 mg. /pound  should  be  drawn 
into  the  syringe. 

Procedure:  Anesthesia  is  induced  and 
progressed  to  approximately  the  level  re- 
quired for  the  patient  to  tolerate  an  oral 
airway.  A laryngoscope  is  inserted  and  the 
tongue  elevated  to  expose  but  not  touch  or 
manipulate  the  epiglottis.  A small  amount 
of  Xylocaine  Hydrochloride  1%  is  carefully 
sprayed  a few  drops  at  a time  in  each  pyri- 
form fossa  at  approximately  the  spot 
marked  X in  the  diagram.  This  anesthestizes 
the  fibers  of  the  internal  branch  of  the  su- 
perior laryngeal  nerve.  In  newborns  and 
debilitated  small  children,  1-2  mg.  of  Xylo- 
caine Hydrochloride  1%  will  usually  pro- 
duce the  desired  results.  General  anesthesia 
is  continued  for  two  minutes  after  which 
time  the  child  will  breath  without  interrup- 
tion or  laryngospasm  when  the  epiglottis  is 
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elevated  with  the  laryngoscope.  Larger  in- 
fants and  children  require  proportionately 
larger  doses.  In  small  infants  endoscopy 
proceeds  at  this  time.  In  larger  and  more 
vigorous  infants,  approximately  1 / 3 the 
maximum  calculated  dose  is  sprayed  on  the 


Fig.  1 


cords  and  down  the  trachea,  and  a 2-3  min- 
ute period  of  further  general  anesthesia  is 
recommended.  Endoscopy  is  then  possible. 
If  bronchoscopy  is  the  procedure,  the  gen- 
eral anesthesia  is  carried  further  for  5-10 
minutes  after  the  second  application  of 
Xylocaine  Hydrochloride  1%.  The  bron- 
choscopy proceeds  in  the  usual  fashion  but 
after  the  bronchoscope  is  inserted  through 
the  cords,  approximately  1 / 3 the  maximum 
dose  of  Xylocaine  Hydrochloride  1%  is 
allowed  to  drip  down  the  bronchoscope  to 
run  to  the  carina.  The  bronchoscope  and 
child  must  be  positioned  in  such  a way  that 
gravity  will  facilitate  the  flow  of  the  fluid. 
Bronchoscopy  then  may  proceed  without  a 
waiting  period.  It  is  mandatory  that  the 
total  dose  of  Xylocaine  Hydrochloride  1% 
used  in  these  various  steps  not  exceed  a max- 
imum of  1 mg. /pound  and  if  the  preceding 
steps  require  this  amount,  the  topical  appli- 
cation should  be  abandoned  and  another 
anesthetic  technique  used. 


This  technique  has  been  used  by  the  au- 
thor on  34  patients  for  a total  of  52  separate 
anesthetic  procedures.  One  patient  had  this 
technique  used  19  times  for  bronchoscopy. 
The  ages  ranged  from  newborn  to  five  years. 
No  adverse  effects  were  noted  with  full 
monitoring  of  the  pulse,  respiration,  blood 
pressure,  skin  color,  and  capillary  refill.  Spe- 
cifically, no  evidence  of  increased  neuro- 
muscular activity,  convulsions,  or  cardio- 
vascular collapse  were  noted. 

The  mechanical  aspects  of  this  technique 
are  so  simple  that  there  is  a real  hazard  the 
physician  using  it  may  be  unaware  or  neg- 
lectful of  the  complicated  pharmacology 
and  the  serious  untoward  reactions  that  can 
occur.  The  toxicity  of  local  anesthetics  ad- 
ministered via  a mucous  membrane  are  well 
documented  and  do  not  need  reiteration. 
Some  physicians  feel  that  the  expected  ben- 
efits of  local  plus  general  anesthesia  for 
endoscopy  do  not  outweigh  the  hazards  of 
two  sets  of  drugs.1  Harley  et  al.  describe  a 
case  of  a six  year  old  20  kg.  child  that  had 
an  uneventful  bronchoscopy  with  Xylocaine 
Hydrochloride  50  mg.  and  halothane  anes- 
thesia. Several  weeks  later  the  bronchoscopy 
was  attempted  on  the  same  child  with  halo- 
thane anesthesia  and  80  mg.  Xylocaine 
Hydrochloride  delivered  as  a single  bolus  in 
4 cc.  volume  down  the  trachea.  Within  1 5 
seconds,  symptoms  consistant  with  a toxic 
reaction  to  a local  anesthesia  occurred  and 
in  spite  of  resusitative  measures,  this  un- 
happy case  terminated  fatally.2 

It  is  generally  agreed  that  toxic  reactions 
to  local  anesthetics  are  almost  always  due  to 
rapid  absorption  of  an  overdose  of  the  drug. 
True  allergic  responses  are  recognized  but 
are  quite  rare  and  are  not  seen  as  convulsions 
or  hypotension  but  as  edema,  broncho  con- 
struction, urticaria,  etc.  These  are  usually 
noted  in  people  with  multiple  exposures  such 
as  physicians,  dentists,  nurses,  etc.3 

The  1 mg. /pound  maximum  previously 
mentioned  is  well  within  the  maximum 
amounts  recommended  by  several  authors. 
Bromage  et  al.,  decided  that  6 mg./kg.  (2.7 
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mg. /pound)  was  a safe  dose  for  topical 
application.4  In  1964  Kay  and  Allan  de- 
scribe the  technique  of  using  general  anes- 
thesia and  4%  Xylocaine  Hydrochloride 
spray  for  endoscopy  with  meticulous  at- 
tention to  the  maximum  dose  of  5 mg. /kg. 
(2.2  mg./pound)  in  41  cases  of  infants  and 
children  without  evidence  of  toxic  reaction.0 
Since  1964  Kay  and  Allan  have  used  this 
technique  on  an  additional  137  patients 
without  evidence  of  toxic  reaction.0  For 
intravenous  anesthesia  in  children  1 mg./ 
pound  is  recommended  for  the  initial  injec- 
tion in  addition  to  the  pentothal  and 
N20-02.'  Adriani  states  that  drugs  given 
topically  on  mucous  membranes  give  blood 
levels  of  1/ 3-1/2  the  IV  dose."  With  this 
guideline,  1 mg./pound  should  be  well  with- 
in the  acceptable  standards  for  divided  dose 
to  a mucous  membrane.  The  manufacturer’s 
recommendation  of  applying  Young’s  or 
Clark’s  rule  to  the  maximum  adult  dose  to 
a mucous  membrane  (200  mg.)  to  deter- 
mine pediatric  dosage0  encompasses  the 
1 mg./pound  in  the  maximum  safe  dose 
range.  It  should  be  pointed  out  that  using 
these  rules  calculations  for  children  two 
years  and  older  give  a comfortable  margin 
for  the  1 mg./pound  dosage  but  as  the  0-3 
month  age  group  is  approached,  this  mar- 
gin narrows  to  a barely  acceptable  range  and 
it  would  be  prudent  to  limit  the  maximum 
amount  to  .5  mg./pound  in  the  very  small 
infant. 


Summary 

The  use  of  local  Xylocaine  Hydrochloride 
1%  in  conjunction  with  general  anesthesia 
greatly  facilitates  endoscopy  procedures  in 
infants  and  children.  The  procedure  can  be 
associated  with  significant  hazards  but  these 
are  largely  overcome  if  one  carefully  cal- 
culates and  measures  the  maximum  dose  and 
then  administers  it  in  small  divided  doses. 
The  special  consideration  for  young  and 
small  infants  is  noted. 
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Some  Interesting  Cases  of  Intestinal  Obstruction 


Intestinal  obstruction  does  not  al- 
ways present  the  well  known 
symptoms  and  signs.  In  fact , the 
diagnosis  may  be  quite  difficult. 
Four  illustrative  cases  are  pre- 
sented. 


THE  CLASSICAL  SYMPTOMS  and 
signs  of  intestinal  obstruction  are  well 
known,  yet  the  diagnosis  is  not  always  easy 
to  make.  This  is  especially  true  in  cases  of 
high  intestinal  obstruction,  incomplete  and 
chronic  obstruction,  and  in  acute  obstruc- 
tion which  may  mimic  some  other  condi- 
tion. The  following  cases,  which  exemplify 
these  categories,  are  of  interest  in  regard  to 
their  unusual  presentation  and  etiology. 

Case  Reports 

Case  l ( A.H.F. ):  A 60  year  old  male, 
with  left  spastic  hemiplegia,  was  transferred 
from  his  nursing  home  to  the  hospital  be- 
cause of  vomiting,  abdominal  pain,  and  no 
stools  for  two  days.  He  had  been  a feeding 
problem  for  some  time,  and  had  been  ad- 
mitted to  another  hospital  one  month  pre- 
viously because  of  similar  symptoms.  Twelve 
years  previously  he  had  undergone  resection 
of  an  abdominal  aortic  aneurysm  and  inser- 
tion of  a replacement  graft.  The  following 
year  he  had  a cerebral  vascular  accident 
with  residual  left  hemiplegia  and  gradually 
became  a nursing  problem.  On  admission 
his  abdomen  was  not  distended  and  bowel 
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sounds  were  normal.  There  was  no  palpable 
abdominal  mass,  and  abdominal  x-rays 
showed  a normal  gas  pattern.  He  was  man- 
aged initially  as  having  a high  fecal  impac- 
tion with  digital  removal  of  stool,  repeated 
enemas,  and  intravenous  feedings.  Because 
he  continued  to  vomit,  after  his  rectum  was 
clear,  the  possibility  of  high  intestinal  ob- 
struction was  raised.  Barium  swallow  was 
obtained  by  injecting  barium  per  a Levin 
tube,  as  the  patient  refused  to  swallow  the 


Fig.  1.  CASE  I.  Barium  study  per  Levin  tube  showing 
obstruction  at  junction  of  second  and  third  portions  of 
duodenum. 


barium.  This  study  showed  obstruction  at 
the  junction  of  the  second  and  third  por- 
tions of  the  duodenum  (big.  1).  Lour  hours 
later  he  had  vomited  some  of  the  barium 
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and  the  Levin  tube,  but  there  was  still  no 
significant  passage  of  barium  past  the  sec- 
ond portion  of  the  duodenum  (Fig.  2).  At 
laparotomy  there  were  numerous  adhesions 
in  the  upper  abdomen  with  collapse  of  the 
small  bowel  distal  to  the  ligament  of  Treitz. 


Fig.  2.  CASE  I.  Four  hours  later  after  vomiting  Levin 
tube  and  some  of  the  barium. 


The  duodenum  had  become  splayed  out  and 
stretched  over  the  aortic  graft  by  adhesions, 
and  was  obstructed  at  this  point.  Duodeno- 
jejunostomy was  performed,  and  there  was 
almost  immediate  peristalsis  and  filling  of 
the  distal  jejunum  when  this  had  been  done. 
He  has  done  satisfactorily  now  for  seven- 
teen months. 

As  demonstrated  by  this  case,  high  intes- 
tinal obstruction  can  present  with  a flat  ab- 
domen, normal  peristalsis,  and  normal  flat 
and  upright  abdominal  x-rays.  When  there 
are  additional  factors  such  as  a feeding  prob- 
lem and  possible  neurological  swallowing 
defect,  there  may  be  considerable  and  costly 
delay  in  arriving  at  the  correct  diagnosis. 

Case  II  ( R.E.W. ) : A 43  year  old  male 
was  admitted  because  of  a two-month  his- 
tory of  intermittent  nocturnal  vomiting. 
After  eating  supper,  he  would  develop  the 
sensation  of  abdominal  fullness  with  asso- 


ciated slight  pain  and  pressure,  hear  a gur- 
gling noise  in  his  abdomen,  and  shortly  there- 
after vomit  with  relief  of  these  symptoms. 
Liquids,  as  well  as  solid  foods,  would  pro- 
duce this  course  of  events,  and  five  days 
was  the  longest  interval  without  vomiting. 
Bowel  movements  remained  normal.  There 
was  associated  loss  of  energy  and  a five  and 
a half  pound  weight  loss.  His  wife  accused 
him  of  not  liking  her  cooking,  and  he  en- 
tered the  hospital  very  concerned  that  he 
was  a hypochondriac.  Examination  on  ad- 
mission was  unremarkable,  and  there  was 
no  palpable  abdominal  mass.  Admission 
upper  G.I.  series  showed  a dilated,  patulous 
duodenal  bulb  and  loop  without  definite  evi- 
dence of  ulcer  or  obstruction.  However,  the 
repeat  G.I.  series  seven  days  later,  after  the 
patient  had  been  managed  on  a careful  med- 


Fig.  3.  CASE  II.  G.I.  series  showing  dilatation  of 
stomach  and  duodenum. 


ical  regimen,  showed  the  stomach  to  be 
dilated  with  marked  dilatation  of  the  duo- 
denum (Fig.  3).  At  one  hour  there  was 
50%  retention,  and  it  was  felt  that  the 
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patient  had  definite  partial  obstruction  of 
the  duodenum  above  the  ligament  of  Treitz. 
Laparotomy  revealed  inflammatory  involve- 
ment of  the  serosa  of  the  duodenojejunal 
junction  with  marked  hypertrophy  of  the 
mesentery  and  mesenteric  lymph  nodes. 
Local  swelling  produced  incomplete  ob- 
struction at  this  level.  There  were  similar 
areas  of  inflammation  of  the  wall  of  the 
jejunum  in  patchy  distribution  almost  to 
the  terminal  jejunum.  Biopsy  of  the  mesen- 
teric nodes  showed  only  hyperplasia.  The 
diagnosis  of  regional  enteritis  involving  al- 
most the  entire  jejunum  was  made,  and  a 
by-passing  duodenojejunostomy  performed, 
together  with  appendectomy.  Twenty-one 
months  post-operatively  G.I.  series  showed 
the  anastomosis  to  be  functional  with  no 


Fig.  4.  CASE  II.  G.I.  series  21  months  after 
duodenojejunostomy. 


barium  entering  the  proximal  jejunum  (Fig. 
4).  At  this  time  he  had  diarrhea  of  about 
five  to  six  watery  brown  stools  per  day,  but 
no  blood  or  mucus  in  his  stools.  Ffis  weight 
remained  about  the  same,  and  he  was  com- 


fortable on  symptomatic  medication  and 
low  residue  diet. 

Although  Crohn’s  disease  can  occur  any- 
where from  the  stomach  to  the  colon,  it  is 
an  unusual  cause  of  high  intestinal  obstruc- 
tion and  was  certainly  unsuspected  preoper- 
atively  in  this  case.  It  deserves  emphasis  that 
Crohn’s  disease  may  have  an  extremely  in- 
sidious onset  and  go  unrecognized  for  some 
time  before  the  diagnosis  is  made. 

Case  III  ( D.R.S. ) : A 29  year  old  female 
was  admitted  with  a five  month  history  of 
intermittent  generalized  abdominal  pain, 
abdominal  distention,  and  vomiting.  She 
would  sometimes  vomit  as  often  as  three  to 
four  times  per  week,  belched  frequently, 
and  passed  a lot  of  flatus.  She  was  never 
constipated  and  continued  to  have  normal 
daily  stools.  She  had  been  seen  by  several 
physicians,  who  gave  her  symptomatic  med- 
ications without  relief.  There  was  a gradual 


Fig.  5.  CASE  III.  Abdominal  x-ray  showing  normal  gas 
pattern  with  suggestion  of  mass  in  mid-abdomen. 


15  pound  weight  loss  and  development  of 
ankle  edema.  Six  months  prior  admission, 
at  another  hospital,  she  had  undergone  re- 
section of  a benign  mesenteric  cyst  involv- 
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ing  the  mesentery  of  the  jejunum.  On  ad- 
mission to  our  hospital  she  appeared  chron- 
ically ill,  thin,  and  weighed  1 14  pounds.  Her 
abdomen  was  moderately  distended  with 
suggestion  of  a mass  in  the  mid-abdomen. 
There  was  2-3  + pitting  edema  of  both 
ankles.  Routine  laboratory  work  was  un- 
remarkable, save  for  total  protein  of  4 grams 
per  cent  (albumin  1.6  grams  per  cent). 
X-rays  of  the  abdomen  were  interpreted  as 
showing  a normal  gas  pattern  with  some 
suggestion  of  a mass  in  the  mid-abdomen 
(Fig.  5 ) . Upper  G.I.  series  showed  a normal 
stomach,  but  the  barium  appeared  to  enter 
the  transverse  colon  promptly  after  leaving 
the  stomach,  and  the  radiologist  thought  the 


Fig.  6.  CASE  III.  G.I.  series  appearing  to  demonstrate 
jejunocolic  fistula. 


patient  had  a jejunocolic  fistula  (Figs.  6 and 
7).  Barium  enema,  however,  showed  the 
colon  to  be  normal,  and  there  was  retained 
barium  in  the  loops  formerly  thought  to  be 
large  bowel  (Fig.  8).  It  was  now  felt  that 
these  were  loops  of  dilated  jejunum,  and 


Fig.  7.  CASE  III.  Eight  hours  after  swallowing  barium. 


Fig.  8.  CASE  III.  Barium  enema  showing  normal  colon 
and  retained  barium  in  dilated  small  bowel. 
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that  the  patient  had  chronic  incomplete 
small  bowel  obstruction.  Laparotomy  re- 
vealed a mass  of  adhesions  involving  the  mid 
small  bowel.  The  entire  mass  was  adher- 
ent to  the  transverse  colon  and  transverse 
mesocolon.  The  proximal  bowel  was  mark- 
edly dilated,  measuring  about  7-8  cm.  in 
diameter,  and  the  bowel  wall  was  quite 
thickened  with  the  consistency  of  a hot 
water  bottle.  Resection  of  the  entire  mass 
could  have  been  done,  but  this  was  felt  haz- 
ardous because  of  the  extreme  amount  of 
local  edema  and  increased  vascularity,  and 
the  danger  of  injuring  the  blood  supply  to 
the  transverse  colon.  The  main  factor, 
however,  which  mitigated  against  resection, 
was  the  tremendous  discrepancy  between 
the  proximal  bowel  and  distal  small  bowel, 
in  regard  to  making  a safe  anastomosis. 
Accordingly,  it  was  elected  to  perform  a 
by-passing  enteroenterostomy,  and  the  low- 
er jejunum  was  anastomosed  side-to-side  to 
the  ileum,  beyond  the  area  of  adhesions.  The 
post-operative  course  was  uneventful,  and 
when  last  seen  in  the  office  two  months  post- 
operatively,  she  had  gained  six  pounds  and 
was  doing  nicely. 

Chronic  intestinal  obstruction  can  be  ex- 
tremely deceptive,  causing  little  if  any  ab- 
dominal distention.  Flat  and  upright  x-rays 
of  the  abdomen  may  not  be  helpful.  As  in 
this  case,  deterioration  can  proceed  so  grad- 
ually that  it  goes  undetected  until  far  ad- 
vanced. The  value  of  a G.I.  series  must  be 
stressed  when  this  diagnosis  is  suspect. 

Case  IV  ( D.S.G. ) : A 77  year  old  male 
was  admitted  on  emergency  basis.  Eighteen 
hours  prior  admission  he  experienced  sudden 
onset  of  epigastric  pain  with  radiation  to 
his  left  shoulder  and  left  upper  arm.  The 
pain  persisted  with  associated  nausea  and  a 
sense  of  fullness  and  "suffocating”.  He 
later  vomited  two  or  three  times  with  no 
blood  in  his  vomitus.  He  thought  he  passed 
a small  amount  of  flatus  shortly  before  ad- 
mission, but  his  last  stool  was  about  20  hours 
prior  to  admission.  Significant  past  history 


revealed  two  previous  laparotomies  for  re- 
lease of  small  bowel  obstruction  secondary 
to  adhesions.  Initial  examination  showed 
an  elderly  male,  who  appeared  acutely  ill, 
but  in  no  immediate  distress.  The  lungs 
were  clear  to  auscultation  and  the  cardiac 
rhythm  was  normal  without  murmur.  The 
abdomen  was  slightly  distended  in  the  epi- 
gastrium with  some  tenderness  in  this  area, 
but  this  was  minimal,  and  there  was  no 
rebound  tenderness  or  palpable  mass.  Aus- 
cultation revealed  low-pitched  rushes  with 
a succussion  splash  audible  over  the  upper 
abdomen.  E.K.G.  was  normal.  Chest  x-ray 
showed  no  change  from  that  three  and  a 
half  years  previously.  Flat  plate  of  the  ab- 
domen showed  a few  slightly  distended  loops 
of  small  bowel,  but  a fair  amount  of  gas 


Fig.  9.  CASE  IV.  Flat  plate  abdomen  showing  gas  in 
small  and  large  bowel. 


also  in  the  colon  (Fig.  9).  Routine  blood 
and  urine  studies  were  normal.  Repeat  ab- 
dominal x-rays  24  hours  later  still  showed 
the  slightly  distended  loops  of  small  bowel, 
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but  was  thought  to  show  little  change  (Fig. 
10).  However,  the  abdomen  had  become 
slightly  more  distended,  peristaltic  rushes 
continued,  and  there  had  been  no  passage  of 


Fig.  10.  CASE  IV.  Flat  plate  abdomen  24  hours  later. 


flatus  since  admission.  A diagnosis  of  small 
bowel  obstruction  was  made.  At  lapa- 
rotomy, numerous  loops  of  distended  small 
bowel  were  encountered.  Several  adhesions, 
which  appeared  to  be  causing  obstruction, 
were  divided,  and  initially  it  was  felt  that 
the  obstruction  had  been  relieved.  However, 
there  still  remained  several  somewhat  dis- 
tended loops.  The  distended  bowel  was  then 
traced  and  found  to  lead  to  a loop  of  lower 
ileum,  which  was  trapped  in  a para-esoph- 
ageal  diaphragmatic  defect  measuring  three 
fingerbreadths  in  width.  The  loop  of  bowel 


was  pulled  down  into  the  abdomen  with 
gentle  traction,  and  peristalsis  promptly  re- 
turned through  this  segment.  The  para- 
esophageal defect  was  closed  with  0 silk,  and 
the  patient  made  a satisfactory  recovery. 

The  importance  of  repeated  bedside  ex- 
aminations in  diagnosing  intestinal  obstruc- 
tion cannot  be  overemphasized,  as  this  case 
clearly  demonstrates.  Symptoms  of  hiatus 
hernia  can  certainly  mimic  coronary  artery 
disease,  but  it  is  very  rare  for  small  bowel 
to  be  involved,  though  large  and  small 
bowel,  as  well  as  stomach,  can  be  involved  in 
paraesophageal  hiatus  hernias. 

Another  point  to  be  stressed  is  that  the 
surgeon  must  be  certain  obstruction  is  re- 
lieved before  closing  the  abdomen.  This 
may  involve  running  the  entire  bowel,  es- 
pecially when  there  has  been  previous  sur- 
gery and  numerous  adhesions. 

Summary 

Four  cases  of  intestinal  obstruction,  which 
are  unusual  in  respect  to  etiology  and  mani- 
festation, have  been  reviewed.  High  intes- 
tinal obstruction,  certainly  at  or  above  the 
ligament  of  Treitz,  can  present  with  nor- 
mal peristalsis,  no  abdominal  distention,  and 
normal  flat  and  upright  abdominal  x-rays. 
Chronic  intestinal  obstruction  can  be  ex- 
tremely deceptive,  and  the  value  of  a gas- 
trointestinal series  in  helping  to  establish 
this  diagnosis  has  been  emphasized.  Finally, 
repeated  bedside  examinations,  preferably 
by  the  same  observer,  remains  the  most  im- 
portant method  of  diagnosing  unusual  in- 
testinal obstruction. 
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Acute  Abdomen  Secondary  to  Ruptured  Ovarian 
Dermoid  During  Labor 


Intraperitoneal  rupture  of  a der- 
moid cyst  associated  with  preg- 
nancy is  uncommon.  The  compli- 
cations, treatment  and  results  of 
this  problem  are  reviewed.  Al- 
though a ruptured  dermoid  cyst 
during  labor  is  a rarity,  it  should 
be  suspected  and  considered  in 
the  differential  diagnosis  of  an 
acute  abdomen  in  the  postpartum 
period. 


* I *HE  RISK  of  complications,  such  as  tor- 
sion,  rupture,  infection  and  malignant 
degeneration,  in  ovarian  neoplasms,  is  be- 
lieved to  be  increased  by  pregnancy.  Because 
of  their  thick  investing  wall,  the  incidence 
of  a dermoid  cyst  rupturing  is  lower  than 
other  types  of  ovarian  cysts.  However,  di- 
rect trauma,  as  prolonged  pressure  upon  the 
cyst  with  labor  and  delivery,  is  one  of  the 
known  predisposing  factors  for  rupture  of 
a dermoid  cyst.  The  following  case  is  an 
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example  of  this  occurrence  and  illustrates 
the  ensuing  complications. 

Case  Report 

A 20-year  old  white  female,  Para  O O O O, 
who  had  a benign  antepartum  course,  was 
admitted  at  40  weeks  gestation  and  prog- 
ressed in  labor  to  9 cm  cervical  dilatation 
with  the  fetal  head  at  O station.  At  this 
point,  the  patient’s  labor  ceased  to  be  effec- 
tive with  no  further  progress.  Clinically, 
the  pelvis  felt  adequate,  and  on  x-ray  pel- 
vimetry the  measurements  of  the  inlet  and 
midplane  were  greater  than  130%  of  nor- 
mal. Pitocin  augmentation  produced  good 
quality  of  contractions  which  only  resulted 
in  an  increased  caput  formation  and  no  fur- 
ther cervical  dilatation  nor  fetal  head  de- 
scent over  the  next  three  hours. 

With  a diagnosis  of  a relative  cephalo- 
pelvic  disproportion  secondary  to  fetal 
anomaly,  tumor  previae,  or  excessively  large 
fetus,  the  decision  was  made  to  perform  a 
Cesarean  section.  Over  the  next  30  min- 
utes, while  preparations  for  surgery  were 
being  made,  the  patient  pushed  extremely 
hard  and  progressed  to  complete  dilatation 
of  the  cervix  with  the  fetal  head  suddenly 
crowning.  She  was  delivered,  by  low  for- 
ceps under  saddle  block  anesthesia,  of  an 
8 lb.  13  oz.  infant  with  an  Apgar  of  8 / 1 0. 

A slight  shoulder  dystocia  was  the  only 
complication  of  the  delivery. 

Postpartum,  she  could  not  void.  A Foley 
catheter  was  inserted  and  removed  24  hours  I 
later,  at  which  time  abdominal  distention  il 
without  other  symptoms  or  findings  was  I 
present.  At  48  hours  the  abdominal  disten-  j 
tion  was  much  increased.  Flat  and  upright 
films  of  the  abdomen  revealed  air  fluid  levels.  I 
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Only  occasional  bowel  sounds  were  heard 
and  she  was  started  on  intravenous  fluids 
and  kept  NPO.  A rectal  tube  relieved  some 
of  the  distention. 

At  60  hours  post  delivery  bowel  sounds 
were  hypoactive,  the  abdomen  was  mark- 
edly distended,  and  specific  right  lower 
quadrant  tenderness  was  first  noted.  The 
patient  remained  afebrile  and  the  pelvic 
examination  was  normal  postpartum.  Al- 
though there  was  no  evidence  of  infection 
clinically  or  by  laboratory  data,  a diagnosis 
of  atypical  appendicitis  was  entertained  and 
concurred  in  by  the  consulting  surgeon. 
However,  the  hospital  senior  general  sur- 
geon did  not  agree  and  recommended  a fur- 
ther 24-hour  period  of  conservative  ther- 
apy with  prophylactic  antibiotic  coverage. 

At  the  end  of  this  period  (nearly  90  hours 
post  delivery),  the  patient’s  clinical  condi- 
tion was  obviously  deteriorating.  There 
were  no  bowel  sounds  and  marked  tender- 
ness was  present  in  the  right  lower  quadrant 
with  moderate  tenderness  in  the  left  lower 
quadrant.  The  patient  complained  of 
"shooting”  abdominal  pain  and  for  the  first 
time  she  was  febrile  (101.43).  All  cultures 
(urine,  blood,  lochia)  were  negative  for  any 
growth.  An  IVP  obtained  to  demonstrate 
a possible  retroperitoneal  hematoma  was 
normal  with  the  exception  of  a right  pelvic 
mass  with  some  calcification.  This  was  in- 
terpreted by  the  radiologist  to  be  a calcified 
appendix  phlebolith  with  appendiceal  ab- 
; scess. 

The  senior  obstetrician  and  junior  general 
surgeon,  with  a tentative  diagnosis  of  rup- 
tured appendix,  performed  a laparotomy 
finding  a 12  x 14  cm  right  ovarian  dermoid 
cyst  which  was  out  of  the  pelvis  lying  in 
the  right  lower  quadrant  beneath  the  ap- 
pendiceal region.  The  cyst  had  a 1 cm 
ruptured  area  at  its  superior  pole  and  was 
actively  leaking  material  into  the  peritoneal 
cavity.  There  was  a marked  amount  of 
chemical  peritonitis  with  gelatinous-like 
material  throughout  the  abdominal  cavity. 
There  was  no  evidence  of  peritoneal  infec- 


tion and  cultures  of  the  intraperitoneal  cav- 
ity were  sterile.  A right  oophorectomy  was 
performed. 

Postoperatively  the  patient  remained  afe- 
brile and  was  maintained  on  intravenous 
fluids,  nasogastric  suction  and  Keflin.  By 
the  third  postoperative  day  she  passed  flatus 
and  the  nasogastric  tube  was  removed.  The 
remainder  of  her  postoperative  course  was 
normal  with  the  exception  of  a systemic 
reaction  to  Keflin,  which  responded  to  ste- 
roids, and  a superficial  wound  seroma,  which 
healed  secondarily.  The  abdomen  remained 
indurated  for  approximately  six  weeks  post- 
operatively. 

Discussion 

During  or  following  labor,  numerous 
cases,  particularly  prior  to  1930,  have  been 
reported  of  rupture  of  a benign  cystic 
teratoma  into  the  vagina,  rectum  or  sig- 
moid.2,4’0'' However,  intraperitoneal  rup- 
ture of  a dermoid  cyst  associated  with  preg- 
nancy is  much  less  common.  Eight  previous 
cases  have  been  reported.1  ! Benign  cystic 
teratomas  have  a tendency  to  remain  within 
the  confines  of  the  true  pelvis  and  are  in 
an  excellent  position  to  obstruct  labor. 
Dystocia  was  present  in  37.5%  of  patients, 
who  went  to  term,  in  a large  review  series 
of  dermoid  cysts.4  Cesarean  section,  with 
removal  of  the  obstructing  cyst,  was  done 
in  all  but  one  of  these  cases.  In  the  one  re- 
maining case,  rupture  of  the  obstructing 
cyst  with  a difficult  vaginal  delivery  necessi- 
tated surgery  postpartum.  The  case  pre- 
sented here  had  dystocia  and  was  being  pre- 
pared for  Cesarean  section.  However  with 
increased  intra-abdominal  pressure  by  strong 
patient  pushing,  it  is  assumed  that  the  fetal 
head  dislodged  the  dermoid  cyst  from  the 
true  pelvis.  Probably  by  this  process,  the 
cyst  was  ruptured. 

There  are  two  types  of  ovarian  dermoid 
cyst  rupture  into  the  peritoneal  cavity.5 
With  an  acute  or  sudden  rupture,  the  pa- 
tient exhibits  all  the  signs  of  severe  shock 
and  generalized  peritonitis  with  potential 
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rapid  death.  The  second  type  is  a chronic, 
slow  leakage  with  a subsequent  clinical  pic- 
ture of  granulomatous,  chemical  peritonitis. 
With  this  type,  time  is  afforded  for  peri- 
toneal reaction  to  take  place  so  that  in- 
numerable dense  adhesions  between  the  loops 
of  intestines  and  other  peritoneal  surfaces 
develop.  Studded  all  over  the  peritoneum, 
omentum  and  within  the  adhesions  are 
whitish  nodules  which  vary  in  diameter 
from  1 mm  to  several  centimeters  and  which 
may  contain  oily  and  hairy  material.  Thus, 
this  condition  has  previously  been  confused 
with  tuberculosis  peritonitis  and  abdominal 
carcinomatosis. ' 

The  case  presented  in  this  paper  has  char- 
acteristics of  the  previously  reported  pa- 
tients. Dystocia  was  the  first  sign  of  a 
tumor  previae,  the  preoperative  diagnosis 
was  possible  acute  appendicitis,  and  at  sur- 
gery a slow  leaking  ruptured  dermoid  cyst 
with  chemical  peritonitis  was  found. 

Yet,  there  were  several  other  interesting 
characteristics  in  this  case.  Postpartum,  the 
patient  did  not  initially  present  with  an 
acute  abdomen.  A slowly  progressive  para- 
lytic ileus  over  several  days,  followed  by 
localized  abdominal  findings,  was  predom- 
inant. Previous  authors  have  also  noted  the 
initial  lack  of  acute  abdominal  findings.  This 
is  hard  to  understand  in  view  of  the  release 
into  the  peritoneal  cavity  of  the  irritating 
contents  of  these  dermoid  cysts.4 

There  was  no  evidence  of  pelvic  infection 
to  account  for  the  patient’s  ileus,  and  the 
clinical  findings  were  atypical  for  appendi- 
citis. However,  it  became  obvious  that 
laparotomy  was  necessary  to  make  the 
diagnosis. 

At  surgery,  complete  removal  of  the  cyst, 
with  no  attempt  to  remove  the  neighboring 
granulomatous  masses  has  been  recom- 
mended. This  was  done  in  this  case  and  the 
patient  had  a benign  postoperative  course 
with  the  exception  of  a systemic  Keflin 
reaction  and  a small  superficial  wound 
seroma.  Both  these  complications  resolved 
with  treatment. 


This  case  illustrates  the  difficulty  often 
encountered  in  diagnosing  an  acute  abdo- 
men in  the  postpartum  period.  Often  diag- 
nosis is  made  at  laparotomy  where  definitive 
therapy  can  be  instituted.  The  finding  of  a 
ruptured  dermoid  cyst  is  unexpected  but 
without  surgical  intervention  the  result  may 
be  fatal.  Removal  of  the  dermoid  ovary 
was  adequate  therapy  and  the  granuloma- 
tous lesions  on  the  peritoneal  surfaces  were 
not  disturbed.  The  patient’s  abdominal  wall 
remained  firm  and  indurated  for  six  weeks 
postoperatively  but  subsequently  softened. 
Although  a ruptured  dermoid  cyst  during 
labor  is  a rarity,  it  should  be  suspected  and 
considered  in  the  differential  diagnosis  of  an 
acute  abdomen  in  the  postpartum  period. 

Summary 

The  patient  presented  here  sustained  a 
ruptured  dermoid  cyst  during  labor  with 
subsequent  acute  abdomen.  The  complica- 
tions, treatment  and  results  of  this  problem 
are  reviewed.  This  diagnosis  should  be  in- 
cluded in  the  differential  diagnosis  of  the 
postpartum  acute  abdomen. 
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The  Physician’s  Responsibility  in  Predicting 
Learning  Disabilities  in  Preschool  Children 

The  Evaluation  of  Children  with  School  Failures 


Children  with  reading  or  learning 
disabilities  can  often  be  identified 
during  the  pre-school  examina- 
tion. The  tests  are  simple  and 
make  no  extra  demand  on  the 
physician’s  time.  Early  identifica- 
tion is  most  important  to  the 
child. 


TN  POPULAR  and  professional  literature, 
articles  have  appeared  on  dyslexia,  brain 
damage,  cerebral  palsy,  hyperkinetic  brain 
syndrome,  reading  disabilities  and  school 
failures.  Lay  groups,  school  boards,  and 
State  Departments  of  Education  have  shown 
interest  in  these  subjects;  each  are  enlight- 
ening themselves  about  their  responsibility 
to  pupils  in  these  categories. 

The  physician’s  first  responsibility  is  to 
inform  himself  of  all  developments  made  in 
the  last  few  years.  More  attention  needs 
to  be  paid  to  this  field,1’2  ° ‘ in  formal  resi- 
dency programs.  Attendance  at  continuing 
education  courses  and  independent  study  are 
helpful  for  the  physician  in  practice.  After 
informing  himself,  his  next  responsibility  is 
to  include  questions  about  school  progress 
and  or  problems,  as  part  of  his  evaluation 
of  school-aged  patients  during  annual  check- 
up— complaints  such  as  headaches,  abdom- 
inal pains  and  febrile  illnesses. 
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It  has  been  estimated  that  some  20%  to 
30%  of  school  populations  have  one  of  these 
problems.  The  physician  dealing  with  pre- 
school and  school-aged  children  will  sooner 
or  later  be  called  on  to  evaluate  such  a pa- 
tient. The  purpose  of  this  paper  is  to  review 
the  approach  of  two  pediatricians  who  have 
been  dealing  with  these  problems  in  their 
private  offices  and  in  Health  Department 
Preschool  Clinics. 

Methods 

Preschool  examinations  no  longer  consist 
of  a routine  physical  and  updating  immuni- 
zations. An  evaluation  is  made  of  neuro- 
logical status,  with  emphasis  on  coordina- 
tion, laterality,  eye  dominance  and  muscular 
strength.  Under  special  senses,  eyes  are 
checked  for  visual  acuity  with  Snelling 
charts,  funduscopic  exams,  and  color  vision 
tests  using  yarns.  Hearing  is  evaluated  by 
screening  audiometry  for  air  conduction 
threshold  from  60  to  0 decibels  at  6000, 
2000  and  250  cycles  per  second.  If  the 
threshold  is  above  15  decibels  at  any  fre- 
quency, complete  screening  is  done  at  6000, 
4000,  2000,  1000,  500,  and  250  cycles  per 
second. 

Laterality  for  foot  is  determined  by  hav- 
ing child  hop  on  one  foot,  then  the  other; 
next  have  child  kick  the  examiner’s  hand 
with  one  foot.  Hold  the  hand  at  a comfort- 
able height.  Handiness  is  determined  by 
having  the  patient  hit  your  hand  several 
times.  If  the  child  is  undecided,  ask  him 
to  hit  your  hand  hard,  and  finally  have  him 
squeeze  two  fingers  hard  to  make  you  say 
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"ouch”.  Coordination  and  handiness  are 
further  tested  by  playing  ball  with  the  child. 
Bounce  a tennis  or  similar  ball  to  the  child 
three  times  for  him  to  catch  and  throw 
back  to  you.  Eye  laterality  is  determined 
by  asking  the  child  to  hold  in  one  hand  a 
prescription  blank  with  a hole  punched  in 
it.  Have  him  look  at  you  through  the  hole 
with  one  eye  and  tell  you  how  many  fingers 
you  hold  up.  The  dominant  foot,  hand  and 
eye  are  noted;  the  hand  used  in  drawing  a 
person  is  noted. 

During  these  tests,  the  child  is  asked  to 
climb  onto  an  examining  table,  using  either 
of  three  available  methods — chair  to  table, 
stool  to  table  or  hop  up  directly.  It  is  noted 
whether  the  child  asks  mother  for  help, 
waits  for  mother  to  help  or  executes  the  task 
unassisted.  Conversation  is  held  with  the 
child  during  the  whole  exam,  and  his  verbal 
fluency  or  language  use  is  observed.  His 
relation  to  the  examiner,  both  physician  and 
nurse,  is  observed — whether  he  is  frightened 
and  shy,  indifferent  but  tolerant,  or  coop- 
erative and  responsive.  Lastly,  after  the 
patient  is  dressed  and  as  the  school  report  is 
being  prepared,  he  is  asked  to  draw  a picture 
of  a person  of  his  choosing  (on  a pad  with 
pencil).  This  picture  is  scored  on  total  fea- 
tures recognized  by  the  examiner.  An  ap- 
praisal of  ego  strength'  and  work  attitude  is 
made,  based  on  the  child’s  conduct  during 
the  exam.  This  completes  the  preschool 
evaluation. 

For  the  older  child  with  learning  disabil- 
ities, the  same  evaluation  as  for  the  preschool 
child  may  be  used.  Also  a school  report  is 
most  helpful.  A convenient  form  to  use  is 
shown  in  Appendix  A.  Tests  for  neurologi- 
cal status,  coordination,  etc.  (as  for  the  pre- 
school child)  are  given,  plus  two  additional 
special  tests: 

a)  Glaser-Clemmens’  Word  Level  Read- 
ing Test  is  shown  in  Appendix  B.  Use 
of  both  special  senses  by  reading  aloud 
and  taking  test  by  dictation  breaks 
down  dyslexics  into  visual  or  auditory 


groups.  Also  one  gets  an  idea  of  the 
place  of  phonics  in  learning  problems. 

b)  Show  a child  a paper  with  a square, 
diamond,  circle,  and  union  jack,  and 
then  have  the  child  reproduce  from 
memory. 

At  this  point,  if  the  type  of  learning  dis- 
ability is  not  clear,  evaluation  by  persons 
trained  in  special  education  is  indicated,  sup- 
plemented by  neurological,  psychological, 
electroencephalographic,  speech,  hearing  or 
psychiatric  study. 

Discussion 

Laterality  (being  settled  into  right-eyed, 
right-handed,  and  right-footed,  or  entirely 
left-sided  dominance)  is  disputed  by  various 
authorities.  However,  over  80%  of  the 
pupils  in  a special  private  school : for  severe 
learning  disabilities  have  mixed  dominance. 

"There  is  a confusing  interchange  of 
usage  of  the  terms  handedness,  laterality, 
and  dominance.  Laterality  refers  to  an  ob- 
servable superiority  of  function  on  one  side, 
such  as  right-eyed,  right-handed,  right- 
footed, and  even  right-eared;  handedness  is 
one  aspect  of  laterality.  Dominance  refers 
to  a 'particular  attribute  of  the  human  brain 
whereby  one  hemisphere  is  dominant  over 
the  other  in  control  of  certain  functions, 
especially  language,  gnosis  (interpretation  of 
sensory  stimulation)  and  praxis  (perform- 
ance of  complex  motor  acts).’  Dominance 
is  interpreted  by  some  to  be  a localization 
of  function,  but  it  would  be  wiser  to  refer 
to  specialization  of  function  in  view  of  ex- 
panding experimental  evidence  of  cerebral 
function.  Studies  of  adults  with  brain  in- 
jury occurring  in  adulthood  have  supplied 
most  of  the  available  information  on  dom- 
inance. From  these  it  is  reported  that  dam- 
age to  the  dominant  hemisphere  is  associated 
with  apraxia,  speech  disorders,  and  reading 
and  writing  disorders;  while  damage  to  the 
minor  hemisphere  is  associated  with  loss  of 
memory  and  attention-span  difficulties. 
However,  the  relationship  between  these  dis- 
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abilities  and  dominance  is  not  fully  under- 
stood.” 8 

Defects  in  eyes  are  referred  to  an  ophthal- 
mologist, and  audiometric  defects  are  re- 
ferred to  an  otolaryngologist — defects  not 
corrected  by  the  examining  physician. 

The  draw-a-person  test  is  fascinating  to 
observe.  Notice  especially  how  the  pencil 
is  grasped  and  the  manner  in  which  the  fig- 
ure is  reproduced.  There  must  be  no 
coaching  from  the  parent.  Once  the  child 
pauses  and  puts  down  his  pencil,  he  is  asked 
only  once,  "Are  you  finished?”  Seldom  is 
work  resumed.  Body  features  and  clothing 
are  counted  and  totaled.  Scores  from  0 to  70 
have  been  made  with  a mean  from  12  to  20. 

No  effort  is  made  to  prescribe  special 
educational  needs  since  this  is  the  sole  prov- 
ince of  the  educators.  Suggestions  are  made 
as  to  readiness  for  first  grade  or  desirability 
to  receive  instruction  in  preschool  Head- 
start Programs. 

The  ophthalmologist’s  role  in  dyslexia  has 
recently  been  reviewed  at  a seminar1 2 3 4  in  In- 
dianapolis, Indiana,  and  is  summarized  as 
follows: 

1)  Not  enough  objective  scientific  evi- 
dence yet  exists  to  prove  that  percep- 
tual motor  training  of  the  visual 
system  can  significantly  influence 
reading  disability. 

2)  In  coping  with  dyslexia,  ophthalmol- 
ogists should  be  involved  in  an  inter- 
disciplinary approach,  which  ideally 
consists  of  an  educator,  ophthalmol- 
ogist, pediatrician  and  psychologist, 
with  available  consultation  from  a 
neurologist,  psychiatrist,  reading  spe- 
cialist, audiologist  and  social  worker. 

3)  Eye  care  should  never  be  treated  in 
isolation  when  the  patient  has  been 
referred  with  a reading  problem. 

4)  The  belief  that  eye  dominance  can  at 
the  root  of  so  profound  and  broad  a 
human  problem  as  reading  and  learn- 
ing disability  is  both  naive,  simplistic 
and  unsupported  by  scientific  data. 


5 ) Latent  strabismus  may  be  associated 
with  a reading  disability  in  certain 
individuals.  This  may  be  treated  ac- 
cording to  the  doctor’s  own  ophthal- 
mological  principles,  but  it  is  signifi- 
cant to  the  learning  problem  only  in 
improving  reading  "comfort  or  effi- 
ciency”. 

6)  Eye  glasses,  including  bifocals,  pre- 
scribed specifically  for  the  treatment 
of  dyslexia  have  not  proven  effective. 

7)  Just  how  children  with  reading  disa- 
bilities should  be  taught  is  a technical 
problem  in  educational  science,  which 
lies  outside  the  competency  of  the 
medial  profession. 

8)  Educational  research  is  needed  in  the 
correction  and  prevention  of  reading 
disabilities. 

9)  Children  with  reading  disabilities, 
once  diagnosed,  should  be  removed 
from  the  milieu  where  accepted  meth- 
ods of  teaching  are  practiced,  in  order 
to  give  them  special  instruction  along 
totally  different  lines. 

10)  The  percentage  of  dyslexics  within 
the  community  has  been  overesti- 
mated by  some  writers.  Others  have 
underestimated  the  magnitude  of  the 
problem.  Regardless  of  the  actual 
figure,  reading  disabilities  among  chil- 
dren are  grave  enough  and  sufficiently 
important  to  justify  official  recogni- 
tion. 

11)  A national  commission  should  be  es- 
tablished to  review  research  presently 
available  and  identify  specific  areas 
for  further  work  in  the  scientific  as 
well  as  the  educational  area. 

The  team  approach  is  most  important, 
and  the  primary  physician  should  discuss 
findings  of  all  specialists  and  interpret  them 
to  parents,  and  confer  with  public  or  pri- 
vate special  education  experts  who  will  plan 
necessary  remedial  action.  Many  of  these 
problems,  when  detected  early  by  school  or 
medical  personnel,  are  amenable  to  remedia- 
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tion  right  in  the  classroom  with  regular 
teachers,  guided  by  special  education  re- 
source personnel.  It  is  estimated  that  of  the 
20%  to  30%  of  students  with  learning  dis- 
abilities, only  10%  of  these  or  2 to  3%  of 
the  school  population,  will  need  to  be  put 
into  separate  special  education  classes. 

A busy  practitioner  naturally  asks  these 
questions.  How  much  time  does  such  an 
evaluation  take?  How  can  I include  all  this 
special  study  in  a preschool  exam?  Visual 
and  auditory  testing  is  done  by  the  office 
nurse.  The  other  observations  are  made  dur- 
ing routine  examination,  and  the  draw-a- 
person  test  is  performed  while  the  physician 
is  preparing  the  report  for  school  admission. 
So  no  extra  time  is  really  consumed  by  the 
physician.  Real  exhilaration  or  surprise 
occurs  on  confirmation  of  his  previous  ap- 
praisal of  the  child’s  potential  (or  lack 
of  it)  for  integrated  physical  and  learning 
capabilities. 

For  the  schoolchild  experiencing  learning 
difficulty,  the  initial  evaluation  is  done  in 
the  same  manner  as  for  the  child  entering 
school.  The  auditory  and  visual  word  level 
reading  test  of  Glaser-Clemmens  and  the 
spatial  orientation  drawing  are  usually  done 
at  a separate  15 -minute  appointment.  The 
physician  then  reviews  evaluation  results 
and  school  reports,  and  he  discusses  with  the 
parents  the  findings  and  needs  for  neuro- 
logical, psychological,  electroencephalo- 
graphic,  speech,  hearing  or  psychiatric 
study. 

Drugs  available  to  influence  mood  and 
effect  are  legion  and  claims  are  confusing. 
But  only  Dexedrine,  Thorazine  and  Ritalin 
have  met  the  test  of  economy  and  effective- 
ness. 

Summary 

Minimum  standards  are  proposed  for 
medical  evaluation  of  preschool-aged  chil- 
dren, as  to  their  maturity,  neurological  de- 
velopment, and  special  sensory  readiness  for 
formal  educational  experiences.  Also  an 
approach  to  the  evaluation  of  school  chil- 


dren with  learning  disabilities  has  been 
presented. 

"The  most  meaningful  aspects  of  the 
physicians’  role  in  this  field  is,  through 
diagnosis,  to  prevent  the  superimposing  of 
emotional  problems  on  the  child’s  already 
existing  difficulty.  In  other  words,  when 
the  child  in  school  fails  to  make  adequate 
progress,  the  parents  become  anxious  and 
the  questions  of  retardation  versus  emotional 
problems  arise  as  the  possible  etiology.  Con- 
sequently, the  proper  diagnosis  and  guidance 
from  the  pediatrician  can  do  a great  deal  in 
the  preventive  area.”  9 

References  have  been  suggested  to  ac- 
quaint physicians  with  the  latest  develop- 
ments in  this  rapidly  expanding  field.  Each 
school  board  should  have  access  to  a physi- 
cian qualified  in  this  field,  so  resource  experts 
in  special  education  can  plan  education  for 
100%  of  the  school  population. 

Appendix  A 
SCHOOL  REPORT* 

Dr.  W.  C.  Gregory  & Dr.  P.  H.  Hylton,  M.D.’s 
114  W.  Boscavven  St. 

Winchester,  Va.  22601 

1.  IDENTIFYING  INFORMATION: 

Name  School  Grade 

Date  of  birth  How  long  has  he  attended 

your  school ? 

Previous  Schools  attended  


Skipped  or  repeated  grades  

If  child  has  been  excluded  from  school,  please  include 
date  and  reason  


Do  you  think  child  is  working  up  to  his  mental  ca- 
pacity?   If  he  has  had  special  help,  please  speci- 
fy in  what  areas.  

Please  circle  any  of  the  following  you  would  recom- 
mend: Repeating  grade;  simplified  curriculum;  en- 
riched curriculum;  remedial  reading;  speech  correc- 
tion; private  tutoring  (areas  ); 

special  education  class. 

Please  indicate  any  facilities  available  which  provide 
for  the  recommendations  you  have  circled  above. 


•Adapted  from  Green,  Morris:  Proceeding  of  the  Con- 
ference on  Education  for  the  Potentially  Competitive 
Child.  Pages  37-39.  Virginia  Council  on  Health  and  Med- 
ical Care,  Richmond,  Va.  Oct.  2-3,  1967. 
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2.  DESCRIBE  CHILD’S  SCHOOL  ADJUSTMENT: 

Please  include  reference  to  the  following  areas: 

1.  Learning  problems  2.  Classroom  behavior  3.  Group 
participation  4.  Attitude  toward  authority  5.  Personal 
habits  and  health  6.  Attendance  7.  Handedness  in 
school  work.  Does  he  use  one  hand  more  consistently? 
Yes No If  yes,  which  one:  right left 

3.  ACHIEVEMENT  IN  SCHOOL  SUBJECTS: 

(List  subjects  and  indicate  whether  child  is  outstand- 
ing, average,  or  failing  each.) 

1 5 


2 

3 

7 

4 

X 

STANDARDIZED 

TEST  RESULTS 

Intelligence 

(Name  of  Test) 

Date  C.A.  M.A.  I.Q.  Examiner 

Achievement 

(Name  of  Test)  Date  Grade  Placement  Examiner 


5.  FAMILY  INFORMATION 

1.  Do  other  children  in  this  family  attending  your 
school  present  problems?  (Elaborate)  


2.  Please  add  any  information  about  this  child’s  home 
or  family  relationships  which  might  have  bearing  on 
his  school  attitudes  and  behavior.  Do  you  have  any 
suggestions  for  improving  his  behavior  and  adjust- 
ment? (Please  use  another  page  if  necessary.) 

Address  of  School: 

Name  of  Principal:  

Signature  

Title  

Date 


Appendix  B 

WORD  RECOGNITION  TEST* 


Pre-Primer 

Level 

Primer 

Level 

First 

Grade 

Second  Grade 

Third  Grade 

First 

Half 

Second 

Half 

First 

Half 

Second 

Half 

1.  a 

all 

about 

across 

above 

able 

act 

2.  ball 

at 

as 

balloon 

bark 

block 

beach 

3.  blue 

boat 

be 

best 

brother 

child 

bounce 

4.  come 

but 

by 

burn 

corner 

daddy 

chance 

5.  father 

do 

color 

care 

drink 

edge 

cottage 

6.  get 

duck 

far 

coat 

fairy 

fix 

distance 

7.  have 

find 

four 

dress 

flour 

half 

except 

8.  house 

girl 

green 

fire 

gray 

Indian 

fog 

9.  in 

he 

hello 

gone 

hide 

lit 

hoof 

10.  it 

kitten 

horse 

knew 

kept 

mind 

journey 

11.  little 

like 

live 

miss 

left 

north 

lever 

12.  make 

now 

met 

off 

mouth 

pile 

nod 

13.  mother 

our 

name 

Pig 

pay 

pour 

peak 

14.  not 

put 

of 

right 

push 

rich 

quite 

15.  play 

saw 

paint 

shall 

roof 

secret 

scared 

16.  ride 

stop 

road 

six 

sheep 

signal 

shoot 

17.  see 

thank 

SO 

table 

sound 

spoke 

spill 

18.  to 

there 

street 

together 

such 

swing 

stupid 

19.  want 

three 

tree 

turn 

those 

trail 

ticket 

20.  will 

train 

walk 

wood 

wheel 

wall 

wire 

Note:  The  child  is  expected  to  be  able  to  read  each  column  at  the  end  of  the  grade  indi- 
cated. The  test  is  untimed  and  the  results  can  be  expressed  in  percentages. 


*Glaser,  K.,  and  Clemmens,  R.  L.:  School  failure.  Pediatrics,  35:128,  1965. 
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Fourth  Grade 

Fifth  Grade 

Sixth  Grade 

Junior  High 
(Grade  7-8) 

Senior  High 
(Grade  9-12) 

1.  abandon 

abode 

abbey 

abate 

abandoned 

2.  armor 

artistic 

artillery 

armament 

armada 

3.  blush 

bobby 

blunder 

blunt 

blurt 

4.  charity 

chart 

Charleston 

charitable 

Charlemagne 

5.  co-operation 

coral 

coon 

coolie 

cookery 

6.  Detroit 

devise 

Diana 

devoted 

detestable 

7.  elsewhere 

embarrass 

embroider 

Elsie 

elude 

8.  firmly 

fireplace 

fir 

fireman 

Finland 

9.  gracious 

granite 

grammar 

graciously 

graduation 

10.  hunger 

hurried 

hurrah 

Hungarian 

hundredth 

11.  isle 

Jacob 

isolate 

jeer 

islet 

12.  loyal 

loyalty 

loving 

loveliness 

lovable 

13.  moreover 

Morgan 

Moses 

morrow 

morose 

14.  oven 

overflow' 

outstanding 

outstretched 

outsider 

15.  pond 

Polly 

ponder 

poorly 

pollute 

16.  reckless 

recovery 

recite 

recline 

recital 

17.  sauce 

scar 

sausage 

saucepan 

Saul 

18.  soak 

so-called 

snowy 

snuff 

snuggle 

19.  survey 

surroundings 

suspicious 

Susan 

surveying 

20.  truck 

trumpet 

Troy 

trudge 

truant 

Case  Report 

A case  report  is  presented  of  a physician’s 
evaluation  of  a child  with  learning  difficulty 
and  a standard  form  for  reporting  this  eval- 
uation to  school  special  education  consul- 
tants or  medical  consultants  for  their 
evaluation. 

Hospital  Discharge  Summary 

Master  T.  C. — Admitted:  5-12-70 

Discharged:  5-15-70 

Final  Diagnosis:  Abdominal  pain  of  un- 
determined etiology. 

This  8 -year-old  male  patient  came  to  the 
office  two  weeks  or  so  ago  with  a history  of 
a recurrent  abdominal  pain  which  failed  to 
respond  to  bland  diet,  antacid  and  a mild 
sedative.  About  three  days  before  admission, 
the  pain  became  worse. 

Laboratory  Examination:  CBC,  sedimen- 
tation rate  and  urine  were  all  normal.  Stool 
for  ova  and  parasites  were  negative.  A chest 
x-ray  and  upper  G.I.  series  were  also  nega- 
tive. 

Hospital  Course:  In  view  of  the  negative 


findings  in  the  laboratory  work,  Dr.  G.  was 
called  in  consultation  and  he  wanted  to  do 
a complete  psychological  evaluation  as  an 
outside  patient,  including  audiometry  and 
visual  acuity.  His  family  was  interviewed 
by  Mr.  W.  and  a final  disposition  will  be 
based  on  his  final  psychological  evaluation. 


WINCHESTER  NEUROLOGIC  AND  LEARNING 
DEVELOPMENT  TEST  REPORT 

Name:  T.  C. W M 

(last)  (first)  (middle)  (age)  (race)  (sex) 

was  evaluated  on  5-15-70  to  5-18-70 

Present  History:  Abdominal  epigastric  pain.  Unrespon- 
sive to  ulcer  therapy.  Negative  hospital  studies. 

Past  History:  NDTD  9 lbs.  V/t  oz.  Alvia,  New  York — 
no  neonatal  problems.  Mumps  and  chicken  pox  without 
high  fever.  No  other  complications.  Surgery  for 
strabismus  in  1964  in  Easton,  Pa. 

Development  History:  Average  in  passing  developmental 
milestones. 

Family  History: 

Educational  Level  of  Mother: 

1 2 3 4 5 6 7 8 9 10  11  (12)— 1 2 3 4 5+ 
Educational  Level  of  Father: 

1 2 3 4 5 6 7 8 9 10  11  (12)— 1 2 3 4 5+ 
Father:  One  coronary.  Not  following  medical  advise. 
Mother:  Previously  married. 
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Physical  Exam:  57 lbs.  49  in.  BP  110/66  Teeth: 
Frontal  gap  where  thumb  inserted.  Slow  to  effect  con- 
vergence of  eyes. 

Neurological:  vision  R 20/30  L 20/20  color  vision  ND 
6000  +000  2000  1000  500  250  cycles  per  sec. 


Audiometry:  R 

0 10 

(N  = 15  db 
or  less)  L 

5 5 

Laterality:  Foot  (R)  L 

Eye  (R)  L 

12 

Draw  A Person  Score 


10  db. 


5 db. 

Hand:  Gross  Motor  (R) 
Catches  bounced  ball 
Fine  Motor  (L) 
Not  done 


Figure  includes  distinct  and  separate  (Head), 
(Neck),  (Chest),  Abdomen,  (Arms),  (Legs), 
Other.  Stick  figure,  no  nose. 


Attitude  During  Exam: 

Responsive  and  cooperative 

But  self  depreciating.  Very  low  self  esteem. 
Comments: 


Glaser  and  Clemmens  Word  Level  Reading  Test  Score 

Visual — Reads  well  through  12th  grade  level.  Only 
one  or  two  words  missed  at  any  level. 

Auditory — Missed  7 out  of  20  at  second  half  of  sec- 
ond grade  on  dictation. 

Comments:  Unbelievably  rapid  and  accurate  re- 
sponses, and  accurate  on  entire  list  usually. 

Spatial  Orientation:  Accurate  and  on  proper  axis. 

Ego  Strength : Poor 
Consultations  Recommended: 

(a)  Special  Education  V 

(b)  Neurological 

(c)  Psychological 

(d)  Electroencephalogram 

(e)  Speech  and  Hearing 

(f)  Ophthalmological 

(g)  Otolaryngological 

(h)  Psychiatric 

(i)  Psychiatric  Social  Worker  V 

(j)  Other 

Drug  Therapy:  None 
School  Report:  Attached 

SCHOOL  REPORT 

FREDERICK  COUNTY  PUBLIC  SCHOOLS 
Physician’s  Information  Form 

Student  T.  C. 

Attendance  Record: 


Rarely  absent  V 

(5  days  in  a year) 


Please  give  a brief  description  of  this  student’s  classroom 
behavior.  Be  as  specific  as  possible  and  include  examples, 
such  as,  aggressiveness,  generosity,  and  so  forth. 

T.  is  listless,  seems  to  be  in  a daze,  and  dawdles  much 
of  his  time  away.  He  requires  constant  supervision  and 
firmness  in  making  assignments.  He  has  a difficult  time 
with  work  which  requires  concentration  and  special  at- 
tention to  directions.  He  has  difficulty  with  math  problems 
requiring  reasoning  and  knowledge  of  basic  concepts.  He 
has  a few  special  friends  with  whom  he  plays  during 
recess  time  and  seems  to  get  along  with  others  without 
difficulty. 

Intelligence:  Average 
Achievement:  Below  Average 

As  a professional  person  who  has  worked  with  this  stu- 
dent, the  teacher’s  opinion  is  highly  valuable.  The  fol- 
lowing opinions  and  comments  should  be  useful  in  evalu- 
ating the  student: 

It  is  my  feeling  that  T’s.  parents  are  not  consistent  in 
what  they  expect  of  him.  I also  feel  that  they  are  not 
firm  enough  with  him.  I have  had  conferences  with  his 
mother  since  October  22,  1969.  I do  not  feel  that  she  has 
carried  through  with  suggestions  which  could  have  im- 
proved his  achievement. 


Psychiatric  Social  Worker’s  Report 

T.  C.  is  an  8 -year-old  white  male.  He  is 
in  the  hospital  at  this  time  with  stomach 
pains  and  the  possibility  of  an  ulcer. 

Mrs.  C.  came  in  as  requested.  This  lady 
indicated  she  had  talked  with  Dr.  U.  and 
that  he  had  told  her  to  tell  us  "everything”. 
She  then  told  us  that  she  felt  the  home  situ- 
ation may  well  be  her  son’s  problem.  Mr.  C. 
had  a heart  attack  about  a year  ago  and  did 
not  return  to  work  until  this  past  January. 
Throughout  that  time  and  to  the  present,  he 
has  responded  with  a negative  aggressive- 
ness toward  his  diet  and  any  other  form  of 
restrictions  due  to  his  illness.  Mrs.  C.  indi- 
cated that  they  have  been  "bickering”  ex- 
cessively for  the  past  six  months.  She  indi- 
cated that  her  friends  have  been  telling  her 
she  ought  to  leave  her  husband,  but  she 
hadn’t  "for  the  boy’s  sake”  (she  added  that 
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she  might  if  staying  with  him  is  hurting 
them,  and  then  added  that  she  has  taken  all 
she  can  from  her  husband).  This  lady  says 
that  her  husband  does  not  trust  anyone  and 
apparently  gives  her  a pretty  hard  time.  Her 
description  of  Mr.  C.  is  that  of  a gross  re- 
action to  his  physical  incapacity  and  strong- 
ly ambivalent  and  aggressive  reactions 
toward  dependency. 

Possibly  contributing  to  Mr.  C.’s  attitude 
is  his  mother’s  recent  death.  This  lady  had 
moved  in  with  Mr.  and  Mrs.  C.  and  died 
about  one  week  later  "in  his  arms”  (about 
last  Easter).  Approximately  one  year  ago, 
Mrs.  C’s  oldest  son,  age  27,  was  in  an  acci- 
dent. Her  father  died  just  a few  days  later. 

According  to  Mrs.  C.,  T.  is  currently  fail- 
ing the  second  grade.  This  lady  reported  that 
her  son  was  doing  well  the  first  part  of  the 
year,  but  that  roughly  at  the  end  of  the  sec- 
ond semester  it  became  obvious  he  was  not 
in  a position  to  be  likely  to  pass.  She  indi- 
cated that  she  had  had  numerous  confer- 
ences with  his  teacher  and  that  this  teacher 
had  described  T.  as  being  "aggravating”. 
From  talking  with  Mrs.  R.,  T’s.  teacher,  we 
find  that  the  child  has  not  been  doing  well 
at  any  time  during  the  school  year  in  the 
areas  of  math  and  writing.  He  is,  at  the 
same  time,  reading  very  well  and  is,  in  fact, 
in  the  top  reading  group  of  his  class.  Mrs. 
R.  said  that  at  the  end  of  the  first  semester 
she  suggested  to  Mrs.  C.  that  T.  should  have 
a physical  checkup  in  order  to  rule  out  any 
organic  complications  as  a reason  for  his 
underachievement.  This  lady  also  reported 
that  she  had  on  occasion  felt  that  this  child 
was  somewhat  handicapped,  but  was  not 
able  to  elaborate  on  this  point.  His  per- 
manent records  and  copies  of  some  of  his 
work  are  being  sent.  (There  seems  to  be 
no  ill  feelings  between  this  teacher  and 
Mrs.  C.) 

In  talking  with  the  patient,  we  find  him 
to  be  normally  alert  and  aware  of  his  en- 
vironment. We  feel  that  he  reveals  a marked 
lack  of  curiosity  in  the  area  of  conceptu- 
alization. In  simple  questions  of  addition, 


subtraction,  etc.,  this  child  was  quite  able 
to  deal  with  this  material  on  a level  with 
his  school  placement.  We  were  impressed 
with  the  discrepancy  between  his  projected 
ability  and  level  of  productivity  as  presented 
by  his  schoolteacher. 

Perhaps  the  most  outstanding  feature 
about  this  child  is  his  negative  attitude 
toward  nearly  everything  around  him.  In 
a non-clinical  sense,  this  child  is  almost  para- 
noid is  his  view  of  life.  We  found  him  to  be 
deliberately  difficult  for  our  staff,  in  that 
he  consciously  tested  them.  For  example, 
while  talking  with  T.  about  hospital  food, 
regulations,  etc.,  he  commented  that  when 
he  first  came  in  he  was  given  chocolate  milk 
and  orange  juice  whenever  he  wanted  it,  but 
that  now  he  was  ignored  when  he  asked  for 
these  things.  He  then  turned  to  a nurse’s 
aide  who  had  just  walked  in  and  asked  for 
a glass  of  chocolate  milk.  She  explained  that 
he  was  not  able  to  have  it,  and  he  turned 
and  said,  "see”.  Her  explanation  fell  on  deaf 
ears.  This  patient  was  basically  non-com- 
mental  about  his  home  situation  with  re- 
gard to  his  parents.  He  did  complain  that 
his  older  brother  picks  on  him  all  of  the 
time  and  that  if  he  fights  back  he  gets  in 
trouble.  He  then  elaborated  that  even  at 
school  everyone  picks  on  him,  calls  him 
names  and  laughs  at  him  because  he  is  fail- 
ing school.  T’s.  description  of  this  leads  us 
to  feel  that  his  self  concept  is  rotten,  and 
yet,  when  asked  who  he  feels  is  the  smartest 
person  at  home,  he  countered  with  "my 
brother  thinks  he  is,  but  I am.” 

In  what  looks,  at  first  glance,  like  a rather 
straight  forward  case  of  a troubled  home 
producing  somatic  complaints  in  a child, 
we  find  ourselves  rather  unsure  of  what  the 
real  problems  are.  It  might  very  well  be 
that  this  child  is  copying  his  father’s  be- 
havior, attitude  and  family  status.  There 
are  also  legitimate  complications  arising 
from  this  child’s  attitude  toward  life,  and 
particularly  his  school  situation. 

It  is  significant  that  Mrs.  C.  has  a 27  and 
a 24-year-old  son  of  a previous  marriage 
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who  have  nothing  to  do  with  their  step- 
father at  this  time.  The  11 -year-old  older 
brother  who  is  now  at  home  is  apparently 
very  much  overweight  and  is  described  by 
his  mother  as  being  nervous  and  a compul- 
sive eater.  This  son  is  bordering  on  school 
failure  at  this  time. 

EDUCATIONAL  PSYCHOLOGICAL  EVALUATION 
Reason  for  referral : 

Referred  by  physician  (Dr.  W.  Gregory) 

Test  Administered: 

Wechsler  Intelligence  Scale  for  Children  & Diagnos- 
tic Teaching  Procedures 
SCORE:  VERBAL  IQ— 104 

PERFORMANCE  IQ— 108 
FULL  SCALE  IQ— 107 

T.  was  referred  for  a Psycho-educational 
Evaluation  by  his  family  physician,  Dr. 
Warren  Gregory.  He  was  under  Dr.  Greg- 
ory’s care  during  a recent  complete  physical 
examination  which  was  made  in  order  to 
determine  the  specific  nature  of  some  physi- 
cal difficulties  he  was  having  regarding 
stomach  pains  and  the  possibility  of  an  ulcer. 
This  diagnosis  proved  negative  and  he  was 
apparently  given  a clean  bill  of  health.  It 
was  noted  at  this  time  that  T.  had  a marked 
negative  attitude  toward  nearly  everything 
around  him  and  that  he  was  deliberately  dif- 
ficult for  the  staff  at  the  hospital.  It  was 
also  reported  that  there  existed  significant 
family  discord,  particularly  between  his 
mother  and  father,  his  father  being  a person 
who  has  recently  suffered  a physical  setback 
and  which  has  made  him  "difficult  to  live 
with”.  The  possibility  of  T.  modeling  after 
his  father  as  a means  of  manipulating  his 
mother’s  attention  was  raised  by  this  ob- 
servation. 

An  examination  of  T’s.  readiness  or  capa- 
bility for  school  indicated  the  possibility  of 
the  existence  of  a minimal  cerebral  dysfunc- 
tion syndrome.  These  symptoms  included 
the  following  soft  signs:  poor  co-ordination, 
mixed  laterality,  "poor  ego  strength”,  a 
markedly  primative  Draw  A Man  Test  re- 
sult and  uneven  scholastic  development.  A 
social  report  written  by  his  teacher  described 


him  as  being  "aggravating”  in  the  classroom. 
His  reading  development  was  reported  to  be 
above  average  for  his  age  but  his  math  and 
writing  were  measured  to  be  below  average. 
However,  there  appeared  to  be  a discrep- 
ancy between  what  his  teacher  reported  and 
what  this  examiner  was  able  to  motivate 
the  youngster  to  do. 

T.  was  a co-operative  subject  who  was 
quiet  initially  during  the  testing  situation 
but  after  the  first  few  minutes  became  more 
verbally  spontaneous  and  demonstrated  a 
very  well-developed  sense  of  humor.  It  was 
difficult  to  determine  the  extent  of  rapport 
that  was  developed  during  the  test  because 
it  appeared  at  times  as  if  T.  was  "playing 
games”  with  the  examiner  by  using  humor 
to  escape  having  to  concentrate  on  some 
of  the  test  tasks.  For  example,  on  the  Arith- 
metic test  when  asked  a problem  of  medium 
difficulty  said,  "I  don’t  know”  but  he  had 
a smile  on  his  face  at  the  time.  Throughout 
the  test  his  effort  was  erratic,  it  was  inter- 
esting to  note  that  the  humor  he  expressed 
was  a negative,  cynical  kind  of  humor 
which  projected  hostility.  For  example, 
when  shown  a picture  of  a woman  with  no 
mouth  and  asked  what  was  missing,  his  im- 
mediate response  was,  "Well  she’s  better  off 
that  way”.  Or  when  asked  to  put  together 
the  pieces  of  a cut  up  horse  he  said  he  was 
going  to  make  his  brother  but  he  didn’t  have 
enough  pieces  to  make  the  stomach.  He 
demonstrated  a very  creative  imagination 
which  at  times  appeared  to  border  on  fan- 
tasy. However,  much  of  the  time  the  ex- 
aminer got  the  impression  that  T.  was  just 
"putting  him  on”. 

The  Wechsler  Intelligence  Scale  for  Chil- 
dren was  administered  in  order  to  determine 
T’s.  general  level  of  intellectual  functioning 
and  his  specific  strengths  and  weaknesses. 
T.  obtained  a Verbal  Scale  I.Q.  of  95,  a 
Performance  Scale  I.Q.  of  108  and  a Full 
Scale  I.Q.  of  101.  On  the  Verbal  Scale,  T’s. 
scale  scores  ranged  between  6 and  12,  thus 
demonstrating  marked  discrepancies.  He 
obtained  his  lowest  scores  on  the  two  sub- 
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tests  that  are  associated  with  academic 
achievement,  information  and  arithmetic. 
The  acquisition  of  the  facts  measured  on 
the  information  subtest  is  based  on  the 
child’s  interests  background  and  alertness  to 
his  surroundings  and  his  overall  urge  to  col- 
lect knowledge,  i.e.  motivation.  His  lowest 
score  was  obtained  on  the  Arithmetic  subtest 
which  measures  the  ability  to  apply  basic 
arithmetic  processes  in  the  personal  and  so- 
cial usage  of  problem  solving.  This  subtest 
requires  that  he  manipulate  complex 
thought  patterns,  follow  verbal  instructions 
and  concentrate  on  selected  stimuli.  This 
was  associated  with  a low  score  on  the  Digit 
Span  subtest  which  also  requires  concentra- 
tion. These  subtest  results  may  have  been 
affected  by  the  presence  of  selective  percep- 
tion, or  selective  attention.  At  times  it  ap- 
peared as  if  he  was  attending  to  things  that 
he  was  interested  in  attending  to,  which  did 
not  necessarily  correspond  to  the  problems 
he  was  faced  with  on  the  tests,  and  so  these 
test  results  may  be  spuriously  low.  He  ob- 
tained average  to  above  average  scores  on 
the  remaining  subtests,  achieving  his  high- 
est score  on  the  vocabulary  subtest  which  is 
the  subtest  most  highly  correlated  with  ver- 
bal intelligence.  This  would  indicate  that 
his  potential  is  above  that  which  he  has 
achieved  at  the  present  time.  On  the  Per- 
formance Scale,  T’s.  Scale  Scores  ranged 
from  8-14.  His  highest  score  was  obtained 
on  a subtest  which  measures  the  ability  to 
visualize  essential  from  non-essential  details, 
in  familiar  visual  perceptual  patterns.  He 
also  obtained  above  average  scores  on  the 
Block  Design  and  Coding  subtests.  The 
Block  Design  subtest  generally  reflects  visual 
perceptual  problems.  Apparently  these  proc- 
esses are  intact.  He  obtained  his  lowest  score 
on  the  Picture  Arrangement  subtest,  which 
is  a measure  of  his  ability  to  see  a total  situ- 
ation based  on  visual  comprehension  and 
organization.  This  is  considered  a measure 
of  "social  intelligence”  and  the  ability  to 
perceive  the  nuances  of  social  situations.  The 


remainder  of  the  subtests  fell  within  the 
average  range. 

It  appears  that  T.,  although  he  is  func- 
tioning within  the  middle  of  the  average 
range  of  general  mental  ability,  demon- 
strates marked  strengths  and  weaknesses 
within  his  mental  ability  "profile”.  It  is 
difficult  to  determine  from  this  data  the 
etiologies  of  his  strengths  and  weaknesses; 
difficult,  in  other  words,  to  separate  what 
is  organic  from  what  is  functional.  He  ex- 
hibits within  the  classroom  various  inap- 
propriate behaviors  which  would  appear  to 
be  under  functional  control.  This,  along 
with  his  family  situation  which  is  rather 
unstable  at  this  time  would  leave  the  exam- 
iner to  believe  that  his  learning  disabilities 
at  the  present  time  are  specifically  remedi- 
able and  should  be  approached  in  that  way. 
The  results  of  the  Diagnostic  Teaching 
Procedures  follow. 

Diagnostic  Teaching  Report 

T.  C.  was  given  diagnostic  reading  and 
arithmetic  tests  May  27,  1970,  in  order  to 
determine  if  his  public  school  failure  to 
perform  is  a result  of  specific  skill  deficien- 
cies or  disabilities. 

T.  was  administered  the  Gates  McGinite 
Test  of  Reading  Comprehension,  Primary  C, 
on  which  he  scored  grade  level  5.4,  the  ceil- 
ing score  for  this  form  of  the  test.  He  com- 
pleted the  task  in  a little  over  half  the  allotted 
time.  However,  he  did  require  motivational 
stimulus  to  complete  the  task.  After  having 
completed  two  pages  of  the  test,  he  began 
to  complain  in  a whining  voice  and  said  that 
he  didn’t  want  to  do  any  more.  The  exam- 
iner then  placed  a two-cent  Tootsie  Roll 
Pop  in  front  of  him  and  said  that  he  could 
earn  it  by  completing  the  test.  As  mentioned 
previously,  he  completed  the  remaining  two 
pages  and  was  still  under  the  allotted  time 
limit.  He  read  the  selections  with  ease  and 
rapidity,  and  it  is  this  examiner’s  opinion 
that  his  reading  level  is  at  least  one  year 
above  the  grade  level  indicated  by  this  test. 
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T.  was  also  administered  the  Stanford  Di- 
agnostic Arithmetic  Test.  He  began  the  test 
by  stating  that  arithmetic  was  the  subject 
he  "hated  the  most”.  This  test  indicates  that 
T.  has  not  learned  the  addition  and  subtrac- 
tion facts  and  is  also  not  able  to  count  on 
his  fingers  with  accuracy.  He  stated  that 
he  had  used  a number  line  as  an  aid  in  arith- 
metic computation,  but  did  not  demonstrate 
understanding  of  number  concept.  For  ex- 
ample, he  did  not  complete  sentence  3 + — 
= 5 and  did  not  demonstrate  understanding 
of  the  concept  3 x 2 = 3 — 2. 

After  completing  the  test,  T.  had  several 
errors  in  completing  sequences  of  counting 
numbers  and  on  associating  numbers  with 
points  on  a number  line.  The  examiner 
noted  the  errors,  and  as  a test  stated,  "Some 
problems  on  your  test  are  incorrect.  You 
could  earn  these  penny  candies  if  you  can 
make  the  corrections”.  T.  stated,  "Oh,  I 
already  know  which  are  wrong,”  and  pro- 
ceeded to  make  appropriate  corrections.  The 
only  problem  that  he  did  not  complete  ac- 
curately in  this  section  involved  counting 
by  threes  (3,  6,  — , — ,)  and  he  did  not 
complete  this  correctly,  even  with  the  use 
of  the  number  line  and  help  from  the  ex- 
aminer. The  most  significant  fact  of  the 
examination  in  the  opinion  of  the  examiner 
was  that  T.  was  aware  of  errors  as  he  made 
them,  and  yet  was  apparently  not  motivated 
to  make  the  corrections  necessary.  The 
problems,  with  the  exception  of  counting 
by  threes,  were  at  grade  level  2.0. 

Recommendations  for  Remediation 

In  the  area  of  reading  skills,  T.  should 
be  given  texts  and  workbooks  with  high  in- 
terest, no  lower  than  grade  level  4.0.  Be- 
cause he  demonstrates  behaviors  incom- 
patible with  consistent  task  completion,  he 
should  be  placed  in  a structured  class  situa- 

Ition  where  he  is  rewarded  for  completing 
task  and  special  reinforcement  system 
should  be  utilized  with  accuracy  as  an 
objective. 


T.  is  functioning  below  grade  level  in 
arithmetic  and  will  need  a carefully  planned 
program  in  this  area. 

First,  he  should  be  taught  to  meet  specific 
needs,  and  at  this  time  he  needs  to  work 
toward  understanding  of  the  concept  of 
numbers  and  toward  mastery  of  the  addition 
and  subtraction  facts. 

Because  T.  has  developed  a dislike  for 
arithmetic  and  has  experienced  some  fail- 
ures, he  should  be  taught  as  far  as  possible, 
in  a way  that  differs  from  procedures  pre- 
viously used  with  T.  He  needs  to  experience 
interesting,  new  approaches,  interspersed 
with  mathematical  games,  puzzles,  and  the 
like.  Ideas  should  be  kept  simple,  and  con- 
crete. Illustrations  should  be  used  to  illus- 
trate abstract  concepts.  For  example,  the 
number  line  should  be  used  to  illustrate 
problems  involving  number  lines.  Stern 
blocks  and  Cuisenaire  rods  are  also  helpful 
in  making  number  concepts  meaningful. 

Discussion 

All  reports  were  reviewed  with  both  par- 
ents. Emphasis  was  made  on  T’s.  abilities 
and  especially  the  high  capacity  for  reading 
and  his  average  or  above  intelligence.  In 
consideration  of  family  problem,  it  was  sug- 
gested that  T’s.  future  depended  on  remedial 
education  to  reinforce  and  augment  ego 
strength.  To  accomplish  this,  private  school 
for  summer  was  suggested,  hoping  mother 
would  obtain  a job  to  assist  with  tuition  and 
all  family  members  work  and  co-operate 
toward  this  common  goal,  rather  than 
bicker  as  at  present.  This  was  considered 
seriously  but  unfortunately  the  father  was 
transferred  out  of  area.  Test  data  and  eval- 
uation will  be  forwarded  to  new  city. 

ADDENDUM.  While  this  paper  was  in 
press,  a monograph,  Minimal  Brain  Dys- 
function in  Children,  Educational,  Medical 
and  Health  Related  Services,  Phase  Two  of 
a Three-Phase  Project,  was  distributed  as 
Public  Health  Service  Publication  No.  2015, 

(Continued  on  page  108) 
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The  Treatment  of  Human  Cancer  by  Im- 
munologic Methods 

The  modern  era  in  cancer  immunology 
began  in  195  3 when  Foley4  immunized  an 
animal  against  a tumor  arising  in  that  ani- 
mal. Prior  hopes  in  cancer  immunology  had 
suffered  a severe  setback  with  the  realization 
that  the  resistance  measured  had  involved 
immunity  directed  against  transplantation 
antigens  and  not  tumor  associated  antigens. 
Since  195  3 there  has  been  increasing  evi- 
dence that  tumors  are  uniquely  antigenic 
and  enthusiasm  that  immunotherapy  is  pos- 
sible. To  some  observers  it  seems  that  the 
increased  enthusiasm  is  greater  than  is  justi- 
fied by  the  increase  in  evidence.  In  any 
event,  reports  of  the  use  of  immunotherapy 
are  appearing  in  the  lay  press  and  in  the  med- 
ical literature.  The  objective  of  this  article 
is  to  review  current  developments  that  are 
concerned  with  the  use  of  immunotherapy 
of  cancer. 

Regulatory  Role  of  Immune 
Mechanisms  in  Cancer 

Evidence  supporting  the  participation  of 
the  immune  systems  in  the  elimination  of 
neoplastic  cells  is  both  direct  and  circum- 
stantial. As  the  decision  to  use  immunother- 
apy should  be  based  largely  upon  this  evi- 
dence, the  major  pieces  of  information  will 
be  considered  here.  There  are  three  groups 
of  witnesses  that  testify  to  the  existence  of 
tumor  immunity.  The  first  demonstrates 
antibodies  or  lymphoid  cells  that  react  with 
tumor  cells,  or  tumor  associated  antigens 
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in  vitro.  Such  evidence  has  been  detected  in 
both  experimental  animals  and  human  pa- 
tients with  cancer.  The  second  type  of  evi- 
dence actually  demonstrates  that  animals 
can  be  immunized  against  autochthonous 
tumors  (tumors  arising  in  the  animal  to  be 
immunized).  This  evidence  is  solid  only  in 
experimental  animals.  Lastly  there  is  strong 
circumstantial  evidence  in  which  the  inci- 
dence of  human  malignant  disease  has  been 
influenced  (increased  or  decreased)  by  pro- 
cedures affecting  the  immune  response  po- 
tential of  individuals. 

Serum  antibodies  reactive  with  tumor 
associated  antigens  have  been  found  in  al- 
most all  experimental  animal  tumors  in- 
duced by  viruses  or  chemical  carcinogens. 
The  types  of  human  tumors  eliciting  serum 
antibodies  in  their  host  include  Burkitt 
lymphoma,  carcinoma  of  the  posterior  nasal 
space,8  malignant  melanoma,9’10  neuroblas- 
toma,0 a variety  of  sarcomata,11  and  adeno- 
carcinoma of  the  gastro-intestinal  tract.0  In 
these  examples  the  tumor  associated  antigen 
has  not  been  demonstrated  in  normal  adult 
cells. 

Figure  1 illustrates  a human  serum  anti- 
body reaction  with  a membrane  antigen 
complex  associated  with  Burkitt  lymphoma 
cells.  Antibody  of  this  specificity  can  be 
obtained  from  patients  with  Burkitt  lym- 
phoma, carcinoma  of  the  posterior  naso- 
pharynx, infectious  mononucleosis,  and 
Boeck’s  Sarcoid.  The  membrane  antigen  has 
not  been  detected  in  normal  lymphoid  or 
thymic  cells,  but  is  present  in  biopsies  of 
Burkitt  lymphoma,  nasopharyngeal  carci- 
noma, and  viral  infected  (EB  virus)  human 
lymphoblastic  lymphoid  cell  cultures. 

Human  adenocarcinomata  of  the  gastro- 
intestinal tract  have  an  antigen  on  their  sur- 
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face  that  is  not  found  in  normal  adult  cells 
but  is  found  on  embryonal  gastro-intestinal 
cells.  This  tumor  associated  antigen  has  been 
called  the  carcino  embryonic  antigen 


Fig.  1 


(CEA)  of  the  gastro-intestinal  tract. ' It  is 
of  importance  that  the  adult  reacts  to  the 
appearance  of  this  fetal  life  antigen  with 
an  antibody  response.  With  sensitive  immu- 
nologic techniques,  it  is  possible  to  quan- 
titate serum  antibody  to  CEA  and  to  detect 
CEA  in  serum.  The  importance  of  being 
able  to  detect  either  antigen  or  antibody 
associated  with  a very  common  group  of 

1 human  malignancies  has  aroused  consider- 
able interest.  Intensive  field  studies  to  eval- 
uate the  usefulness  of  immuno-diagnosis  of 
gastro-intestinal  cancer  are  in  progress  at 
five  institutions  in  the  United  States  and 
Canada. 

Immunologic  theory  has  granted  a major 
role  to  the  cellular  immune  systems  (tuber- 
culin-type, delayed  hypersensitivity)  in  the 
prevention  of  tumors  or  the  rejection  of 
malignant  cells.  Until  recently  it  has  been 
technically  difficult  to  measure  the  partici- 
pation of  cellular  immunity  directed  against 
human  tumors.  Currently  in  vivo  and  in 
vitro  tests  might  provide  this  vitally 
needed  information.  Fass,  et  al.,2  3 have  per- 
formed tuberculin-type  tests  in  patients 
with  malignant  melanoma,  and  Burkitt 
lymphoma.  Extracts  of  tumor  cell  mem- 


branes elicit  a specific  delayed  type  skin  test 
when  injected  intradermally. 

Hellstrom,  et  al.,c  have  developed  an  in 
vitro  quantitative  measure  of  anti-tumor 
cellular  immunity.  In  addition  to  measuring 
cellular  activity,  the  test  can  be  adapted  to 
provide  a dynamic  view  of  the  interaction 
of  both  the  humoral  and  cellular  anti-tumor 
response.  It  is  important  to  examine  this 
technique  since  it  may  simulate  what  hap- 
pens in  vivo.  Human  tumor  cells  from  a 
biopsy  or  resected  specimen  are  kept  in  short 
term  tissue  culture.  Several  days  later, 
peripheral  blood  lymphocytes  and  serum  are 
obtained  from  the  patient.  A series  of  tests 
are  then  performed.  If  the  tumor  cells  and 
lymphocytes  are  mixed,  tumor  cells  are  de- 
stroyed. If  the  tumor  cells  are  incubated 
with  the  patient’s  serum  and  then  incubated 
with  the  lymphoid  cells,  destruction  of  tu- 
mor cells  is  blocked.  Thus,  at  least  in  vitro , 
the  total  immune  response  to  a tumor  is 
ambivalent.  Some  of  it  aids  the  host,  some 
of  it  protects  the  tumor.  This  paradoxical 
behavior  can  be  of  critical  importance  in 
immunotherapy,  and  will  be  commented  on 
subsequently.  At  this  point,  however,  we 
stress  that  specific  cellular  immune  responses 
against  a large  variety  of  human  malignan- 
cies have  been  demonstrated. 

The  evidence  that  there  really  is  a sig- 
nificant meaningful  immune  surveillance  for 
the  control  of  cancer  is  all  circumstantial. 
Perhaps  the  most  revealing  information 
comes  from  observations  of  recipients  of 
renal  transplants.  Starzl,  et  al.,1 2 reviewed 
their  own  experiences  in  renal  transplanta- 
tion. In  189  transplant  recipients,  10  devel- 
oped malignancy  within  5/4  to  7 5 months 
after  transplantation.  If  one  eliminates  the 
40  patients  who  died  within  four  months 
after  surgery,  the  corrected  incidence  of 
malignancies  for  this  relatively  young  group 
of  patients  (5-49  years)  was  7%.  This  ex- 
perience of  the  occurrence  of  a high  inci- 
dence of  neoplasm  in  patients  receiving 
intensive  immunosuppressive  therapy  has 
been  observed  in  many  transplant  centers. 
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Starzl  tabulates  27  additional  neoplasms  re- 
ported from  other  transplant  groups.  Kay, 
et  al., 7 reported  on  cervical  dysplasia  and 
cervical  carcinoma  in  their  female  recipients 
of  transplants.  The  incidence  of  neoplasia 
is  also  increased  in  people  with  immuno- 
globulin deficiency  diseases. 

In  addition  to  the  observed  increased  in- 
cidence of  neoplasm  when  the  immune 
mechanisms  are  impaired,  there  is  weak  but 
suggestive  evidence  of  a decreased  incidence 
of  malignancy  associated  with  stimulation 
of  the  responses.  The  incidence  of  death 
from  leukemia  in  the  children  in  the  prov- 
ince of  Quebec  has  been  studied  from  1960 
to  1963.  In  each  year  there  were  signifi- 
cantly less  leukemic  deaths  amongst  children 
given  BCG  vaccine  as  compared  to  the  non- 
vaccinated.  Of  341,860  non-vaccinated 
children  the  death  rate  from  leukemia  was 
5 5.87  per  100,000.  Of  407,900  children 
vaccinated  to  prevent  tuberculosis,  the  leu- 
kemic death  rate  was  23.54  per  100,000.' 

This  circumstantial  evidence  coupled  with 
the  actual  measurements  of  humoral  and 
cellular  anti-tumor  response  provide  a foun- 
dation upon  which  to  explore  the  use  of 
immunotherapy  in  human  cancer. 

The  Ambivalence  of  the  Anti-Tumor 
Response 

One  major  question  remains  to  be  faced 
before  therapy  can  be  viewed  in  a balanced 
perspective.  How  can  an  antigenic  tumor 
appear  in  the  face  of  both  a humoral  and 
cellular  antibody  response  against  the  tu- 
mor? The  answer  to  this  question  may  hold 
the  key  to  success  or  failure  of  immuno- 
therapy. If  a tumor  arises  in  the  face  of  a 
weak  immune  response,  proper  immuno- 
therapy may,  with  minimal  risk,  aid  the 
patient.  However  if  the  immune  response 
is  itself  involved  in  permitting  malignant 
cells  to  grow,  immunotherapy  could  help  or 
hurt  the  patient.  Evidence  from  the  in  vitro 
tests  of  Hellstrom1’  has  indicated  that  serum 
antibodies  can  protect  tumor  cells  from  the 
destructive  effects  of  lymphoid  cells.  There 


is  experimental  animal  evidence  that  shows 
that  antibody  can  permit  certain  tumor  to 
be  transplanted.  These  tumors  are  regularly 
rejected  if  antibody  is  not  present.  If,  and 
we  stress  if,  this  occurs  in  vivo  with  human 
tumors,  immunotherapy  used  uncritically 
could  be  a two-edged  sword. 

The  significance  of  these  observations  is 
to  place  immunotherapy  as  an  experimental 
approach.  Where  it  is  used,  it  would  be 
desirable  to  measure  the  humoral  and  cel- 
lular anti-tumor  response  of  the  treated 
patient.  These  measurements  coupled  with 
objective  changes  in  the  tumor  will  permit 
us  to  properly  evaluate  the  merits  of  im- 
munotherapy. 

Classification  of  Immunotherapeutic 
Procedures 

Many  of  the  procedures  used  for  increas- 
ing immunity  to  cancer  are  similar  in  prin- 
ciple to  those  used  successfully  in  infectious 
diseases.  Active  immunotherapy  is  designed 
to  stimulate  the  patient’s  own  immunologi- 
cal apparatus.  This  can  be  a specific  or  a 
non-specific  stimulus.  Passive  immunother- 
apy involves  the  injection  of  specific  anti- 
tumor serum,  gamma  globulin,  or  modified 
antibody.  There  is  a category  between  pas- 
sive and  active  in  which  living  cells  or  sub- 
cellular  components  may  be  passively  given 
to  stimulate  active  immunity.  This  may  be 
considered  as  adoptive  immunity. 

Some  of  the  procedures  that  are  under  in- 
vestigation are  listed  in  Table  1.  It  is  obvious 
that  some  procedures  are  extremely  simple 
while  others  are  complex.  All  methods  will 
require  study  as  there  is  no  a priori  way  of 
selecting  the  best  techniques.  Under  com- 
ments we  have  listed  some  assessment  of  the 
complexity  and  potential  adverse  effects 
unrelated  to  the  tumor.  At  the  present  time 
there  is  no  evidence  that  graft  versus  host 
reactions,  or  damage  to  an  immunized  third 
party  has  occurred.  At  the  same  time,  these 
studies  in  progress  around  the  world  have 
yielded  no  real  evidence  that  beneficial  re- 
sults have  been  obtained. 
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Selection  of  Patients 

The  proper  selection  of  patients  for  im- 
munotherapy presents  many  unresolved 
problems.  If  immunotherapy  is  confined  to 


Policy  at  the  University  of  Virginia 
Medical  Center 

Our  present  policy  towards  immunother- 
apy is  to  keep  an  open  mind  to  new  develop- 


TABLE  I 

Classification  of  Immunotherapeutic  Procedures 


Type 

Material  Used 

Comments 

Active 

Non-specific 

1 Living  attentuated  tubercle  bacilli 
(BCG) 

2.  Methanol  extracts  of  tubercle  bacilli 

3.  Extracts  of  other  bacterial  products 

4.  Inducers  of  interferon. 

1 . Simple 

2 . Standardized  preparation 

Specific 

1 Irradiated  tumor  cells 

2 . Chemically  modified  tumor  cells 

3. Extracts  of  tumor  cells 

1 . Simple 

2 . No  standardized  preparation 

Passive 

Non-specific 

1 Infusion  of  healthy  normal  human 
lymphocytes 

1 . Simple 

2 . risk  of 

a)  serum  hepatitis 

b)  graft  vs.  host  reaction 

Specific 

1 . Infusion  of  antibody  or  antibody 
containing  serum 

1 Simple 

2 . risk  of  hepatitis 

2 . Infusion  of  purified  antitumor  anti- 
bodies modified  with  P32  or  diph- 
theria toxin  etc. 

3.  technically  very  difficult 

Adoptive 

Specific 

1 in  vivo  sensitized  lymphocyte  transfer 

1 . Simple 

2 . Danger  to  third  party  donor  of  lympho- 

cytes 

3 Hepatitis 

4. Graft  vs.  host  reaction 

2 . in  vitro  sensitized  lymphocyte  transfer 

1 . technically  difficult 

2 . risk  of 

a)  hepatitis 

b)  graft  vs.  host  reaction 

3. transfer  of  subcellular  fractions  (RNA, 
transfer  factor?)  from  in  vivo  or  in 
vitro  sensitized  lymphocytes. 

1 technically  very  difficult 

patients  with  far  advanced  malignant  dis- 
ease, it  may  be  falsely  considered  ineffectual. 
On  the  other  hand  patients  with  minimal 
disseminated  disease  might  be  deprived  of 
effective  chemotherapy  or  radiotherapy  by 
the  early  use  of  immunotherapy.  Some- 
where between  these  extremes  are  patients 
for  whom  effective  surgery,  radiotherapy,  or 
chemotherapy  is  not  available,  or  who  have 
residual  tumor  after  such  therapy.  These 
patients  are  the  best  candidates  for  a careful 
study  of  the  clinical  and  immunologic  re- 
sponses to  immunotherapy. 


ments  realizing  that  this  is  still  an  experi- 
mental technique.  In  an  occasional  patient 
with  a disseminated  radio-resistant  tumor 
whose  hematologic  status  does  not  permit 
chemotherapy,  we  have  used  BCG  as  a non- 
specific active  immunotherapeutic  approach. 

Our  plan  is  to  be  in  a position  to  utilize 
immunotherapy  if  encouraging  results  are 
obtained  by  other  groups  in  or  to  join  with 
other  groups  in  a cooperative  study  of  im- 
munotherapy. Meanwhile  we  are  improving 
our  techniques  for  measuring  the  anti- 
tumor immune  response,  and  working  to 
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purify  the  specific  antibodies  reactive  with 
tumors. 
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Comment 

Drs.  Goldstein  and  Horsley  have  effec- 
tively summarized  the  current  status  of  can- 
cer immunology  in  man.  Although  they 
properly  stress  the  investigational  nature  of 
all  trials  with  immunotherapeutic  methods, 
it  is  important  to  appreciate  that  the  success 


or  failure  of  standard  means  of  therapy  (i.e. 
surgery,  irradiation,  and  chemotherapy)  is 
also  significantly  affected  by  host  immune 
reactivity.  For  example  immunization  of 
animals  against  certain  experimental  tumors 
actually  interferes  with  the  anti-cancer  ef- 
fect of  chemotherapeutic  agents  in  some 
instances.1  This  is  not  surprising  since  many 
studies  have  demonstrated  that  circulating 
antibodies,  particularly  IgG  may  actually 
enhance  tumor  growth.  In  contrast,  other 
antibodies  (particularly  the  complement- 
dependent  IgM  antibody)  may  be  cytotoxic 
to  tumor  cells,  and  cellular  immune  reactiv- 
ity of  the  kind  seen  with  immunity  to  tu- 
berculosis (delayed  hypersensitivity)  will 
also  lead  to  inhibition  of  tumor  growth.  A 
better  understanding  of  the  effect  of  cancer 
chemotherapeutic  agents  on  these  various 
aspects  of  immune  reactivity,  as  well  as  their 
effect  on  replicating  cancer  cells,  will  un- 
doubtedly lead  to  more  effective  cancer 
chemotherapy  with  compounds  presently  in 
use.  We  obviously  need  to  learn  to  manipu- 
late these  various  immune  reactions  in  favor 
of  the  patient  to  receive  maximum  benefit 
from  our  cancer  therapy. 

A clinical  example  of  improved  chemo- 
therapy with  immunologic  adjuvant  ther- 
apy is  the  experience  of  Mathe  with  BCG 
inoculated  twice  weekly  in  patients  receiv- 
ing chemotherapy  for  adult  leukemia.2  The 
improved  response  of  Hodgkin’s  disease  to 
chemotherapy  when  immunologic  reactiv- 
ity is  restored  by  BCG  is  another  example 
of  the  role  of  immune  reactivity  in  drug 
response  to  cancer.3  Both  experimental  and 
clinical  attempts  to  control  tumor  growth 
by  immunologic  means  alone  have  been  gen- 
erally unsuccessful,  but  manipulation  of  the 
immune  response  in  favor  of  the  host  by 
adjuvant  means  may  well  increase  the  effec- 
tiveness of  our  standard  treatment  methods. 

At  MCV  our  experimental  immunother- 
apy program  has  employed  BCG  vaccina- 
tion in  conjunction  with  chemotherapy  in 
selected  patients  with  advanced  cancer,  but 
this  nonspecific  attempt  to  increase  host 
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response  is  difficult  to  assay  in  this  patient 
population.  We  are  now  awaiting  the  avail- 
ability of  methanol  extract  residual  (MER) 
of  tuberculosis,  which  utilizes  a fixed  non- 
living material  and  has  a definite  advantage 
over  the  use  of  the  living  BCG  vaccine.  In 
addition,  for  selected  patients  with  advanced 
cancer  who  have  no  further  standard  ther- 
apy available,  we  are  also  utilizing  experi- 
mental immunotherapy  by  means  of  massive 
infusions  of  allogeneic  lymphocytes  from  a 
single  donor.  This  has  been  made  possible 
through  the  development  of  differential 
blood  centrifuges  permitting  access  to  large 
numbers  of  healthy  lymphocytes.  Utilizing 
the  Latham  leukapheresis  apparatus,  we  can 
deliver  lO^-lO1"  lymphocytes  from  single 
ABO  compatible  donors,  giving  nine  such 
units  over  a three  week  period.  The  rationale 
of  this  nonspecific  approach  has  been  that 
lymphoblastic  transformation  of  the  recip- 
ient’s lymphocytes  might  occur  as  a result 
of  the  histocompatibility  difference  and 
thereby  produce  nonspecific  stimulation  of 
the  tumor  host.  Apart  from  mild  pyrogenic 
reactions  we  have  seen  no  major  toxicity  in 
the  25  patients  treated  in  this  fashion.  There 
have  been  only  two  significacnt  clinical  re- 
sponses seen  but  our  results  are  still  prelim- 
inary. In  this  regard,  Israel  reported  tran- 
sient improvement  in  nine  of  25  patients 
receiving  small  volumes  of  allogeneic  cells.4 
However,  we  conclude  from  our  experience 
that  inoculating  the  donors  of  the  lympho- 
cytes with  products  of  killed  tumor  cells  and 
harvest  of  the  donor  lymphocytes  at  the 
peak  of  rejection  of  this  material  might  be  a 
more  fruitful  approach.  In  relation  to  this 
concept  of  utilizing  specifically  immunized 
cells,  a program  of  this  type  using  fewer 
donor  cells  was  previously  carried  out  by 
Nadler  and  Moore  with  evidence  of  signifi- 
cant regression  occurring  in  a few  patients/’ 


We  may  have  an  advantage  over  earlier 
workers  in  that  our  leukapheresis  apparatus 
will  permit  us  to  deliver  much  larger  vol- 
umes of  these  sensitized  anti-tumor  cells. 

Although  there  would  appear  to  be  little 
likelihood  of  prolonged  survival  of  the  trans- 
fused lymphocytes  in  the  recipients,  these 
occasional  clinical  responses  suggest  that 
some  beneficial  alteration  in  the  recipient’s 
immune  system  may  have  occurred.  The 
number  of  cells  infused  may  be  an  impor- 
tant factor  also.  Obviously,  continued  trials 
of  this  type  require  in  vitro  and  in  vivo  assay 
methods  that  will  allow  analysis  of  the  ef- 
fects on  the  host  that  are  being  produced 
if  we  are  to  effectively  exploit  these  new 
methods  and  these  are  under  study  at  MCV. 
While  these  programs  hold  great  promise, 
we  definitely  agree  with  the  authors  that  the 
approach  to  clinical  immunotherapy  should 
be  a very  cautious  one. 
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Burns 

Excerpts  from  Surgical  Committee  Meet- 
ing of  The  Memorial  Hospital,  Dan- 
ville, Virginia 

Case  #1.  The  patient  is  a 62-year-old 
Negro  female  who  suffered  second  and  third 
degree  burns  after  her  nightgown  was  ig- 
nited by  a spark.  She  was  brought  to  the 
Emergency  Room  of  The  Memorial  Hos- 
pital where  initial  evaluation  revealed  sec- 
ond and  third  degree  burns  over  the  back, 
abdomen,  chest,  and  both  arms.  The  initial 
impression  was  that  approximately  60  per 
cent  of  these  burns  were  second  and  third 
degree.  The  patient  was  given  immediate 
I.V.  fluid  therapy  according  to  the  Brooke 
formula,  *4  cc.  of  Tetanus  Toxoid,  and  Pro- 
caine Penicillin,  600,000  units  stat.  and 
b.i.d.  The  involved  areas  of  skin  were 
treated  with  continuous  0.5%  silver  nitrate 
solution.  The  patient  recovered  from  initial 
burn  injuries  and  seemed  to  do  well  for 
three  and  a half  weeks.  On  the  2 5 th  hospital 
day,  she  suddenly  became  cold,  clammy,  and 
somewhat  confused.  SMA  660  at  this  time 
showed  marked  electrolyte  imbalance  with 
the  serum  sodium  below  110  and  serum 
chlorides  below  70  milliequivalents  per  liter. 
A diagnosis  of  hyponatremia  and  hypo- 
chloremia  secondary  to  the  topical  use  of 
0.5%  silver  nitrate  solution  was  made. 
Levine  tube  was  inserted,  I.V.  fluids  were 
started,  and  the  patient  was  treated  with 
hypertonic  3%  saline.  The  patient’s  electro- 
lyte picture  returned  to  normal  values  with- 
in 24  hours.  However,  she  continued  to  be 
comatose.  Unfortunately  she  vomited,  as- 
pirated, developed  aspiration  pneumonia, 
and  died  approximately  48  hours  after  the 
onset  of  this  complication.  Of  interest  is 
the  fact  that  on  the  day  of  death  her 
S.G.O.T.  was  over  25  0 King- Armstrong 
units  and  her  total  Bilirubin  had  reached 


5 mgs.  per  cent.  Her  blood  culture  grew 
out  Aerobacter  Aerogenes. 

Dr.  Nevin:  I find  this  patient’s  history 
distressing  because  we  are  speaking  of  an 
injury  which  in  this  case  could  have  been 
prevented.  I would  like  to  summarize  the 
burn  problem  briefly.  Seven  per  cent  of  all 
accidental  deaths  are  due  to  burns,  that  is 
approximately  150  deaths  per  week.  One 
hundred  thousand  patients  are  hospitalized 
yearly  at  a cost  of  approximately  one  quar- 
ter of  a billion  dollars.  The  fiber  content 
of  the  garments  worn  by  these  people  is 
cotton  66%,  cotton  combination  10%,  and 
nylon  fibers.  It  takes  approximately  two 
minutes  to  completely  ignite  a cotton  gar- 
ment in  still  air.  If  the  wind  is  blowing,  it 
takes  approximately  30  seconds.  Nylon  and 
other  artificial  fabrics  will  burn  even  more 
rapidly. 

Dr.  Morrison,  how  do  you  compare  the 
use  of  silver  nitrate  as  the  agent  of  choice 
in  preventing  infection  as  compared  to  Sul- 
famylon  in  the  severely  burned  patient? 

Dr.  Morrison:  Studies  undertaken  at  the 
Brooke  Burn  Unit  and  at  Barnes  Hospital 
have  indicated  that  the  difference  in  the  sur- 
vival of  patients  with  severe  burns,  whether 
one  uses  Sulfamylon  or  0.5%  silver  nitrate 
solution,  depends  on  how  soon  after  the 
burn  treatment  is  initiated.  If  the  treatment 
is  initiated  within  several  hours  of  the  burn, 
the  results  with  either  agent  are  identical, 
whereas  if  the  therapy  is  not  begun  until  24 
hours  or  longer  after  the  burn,  then  Sul- 
famylon has  significant  advantages.  Both  of 
these  drugs  have  inherent  complications. 
Sulfamylon,  because  it  is  a carbonic  anhy- 
drase  inhibitor,  inhibits  this  enzyme  in  the 
red  blood  cell,  causes  a decrease  in  arterial 
PCO-2  and  these  patients  develop  hyper- 
ventilation and  pneumonia.  Since  a con- 
centration of  silver  in  a 0.5%  solution  is  29 
milliequivalents  per  liter  and  there  is  no 
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CALORIES  / / oz  Serving* 


Beef  Broth 
Consomm6 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 
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In  planning  high  or  low  calorie  diets,  Campbell's  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 
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There’s  a soup 

for  almost  every  patient  and  diet 
.for  every  meal 
and,  it’s  made  by 
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ept  out  of  reach  of  children.  Signs  of 
ccidental  overdosage  may  include  severe 
rspiratory  depression,  flushing,  lethargy 
r coma,  hypotonic  reflexes,  nystagmus, 
npoint  pupils,  tachycardia;  continuous 
jservation  is  necessary.  The  subthera- 
jutic  amount  of  atropine  sulfate  is  added 
i discourage  deliberate  overdosage. 

dverse  Reactions:  Side  effects 
rported  with  Lomotil  therapy  include  nau- 
:a.  sedation,  dizziness,  vomiting,  pruritus, 
:st lessness.  abdominal  discomfort, 
radache.  angioneurotic  edema,  giant 


urticaria,  lethargy,  anorexia,  numbness  of 
the  extremities,  atropine  effects,  swelling 
of  the  gums,  euphoria,  depression  and 
malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 

Dosage:  The  recommended  initial  daily 
dosages,  given  in  divided  doses  until 
diarrhea  is  controlled,  are  as  follows: 


Children: 

3-6  mo.  ...'h  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.  ..%  tsp.  q.i.d.  (4  mg.) 

1- 2  yr ',2  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.  ...  1 tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 
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Nothing  new  about  Synirin  other  than 
. it's  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 


Synirin, 

AQDIBIU  Z nD  DFUTnR  ADRIT  Al  1 / S 


® 


ASPIRIN  5 GR.— PENTOBARBITAL  1/8  GR. 

ETHICAL  ANALGESIA  ( economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

“May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1 000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  2326  1 

Z i ^ f 'jnaeeu/eoa/L  f/t/nce  / S'  5 () 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


other  ionic  material  except  the  nitrate,  there 
is  a sharp  osmotic  gradient  of  sodium,  po- 
tassium, magnesium,  and  water  soluble  vita- 
mins. This  osmotic  gradient  was  responsible 
for  the  low  sodium  and  chloride  that  devel- 
oped in  patients  treated  with  continuous 
0.5%  silver  nitrate. 

This  patient  suffered  burns  over  60%  of 
her  body  surface;  however,  only  40%  of 
these  were  third  degree  and  I think  it  should 
be  emphasized  that  with  the  newer  modali- 
ties of  treatment,  the  amount  of  second 
degree  burn  no  longer  has  the  effect  on  mor- 
tality and  it  is  only  the  third  degree  burn 
which  is  presenting  a problem  to  us.  The 
mortality  rate  in  Negroes  who  have  been 
burned,  regardless  of  treatment,  is  approxi- 
mately twice  that  in  white  people.  This 
patient  developed  hyponatremia  and  hypo- 
chloremia  as  a complication  of  the  continu- 
ous silver  nitrate  wet  dressings.  It  has  been 
my  practice  to  monitor  these  patients  with 
frequent  serum  sodium  determinations  and 
to  supplement  their  diet  with  oral  salt.  If 
the  urine  sodium  stays  above  40  milliequiv- 
alents  per  liter,  there  is  seldom  a serious 
serum  sodium  depletion.  It  is  also  important 
to  note  that  in  patients  treated  with  these 
constant  wet  dressings  that  the  metabolic 
rate  stays  approximately  the  same,  that  their 
insensible  water  loss  is  approximately  that 
of  intact  skin  and  that  caloric  drain  is  one 
quarter  that  observed  in  patients  treated 
with  Sulfamylon. 

Dr.  Nevin:  Every  case  of  hyponatremia 
and  hypochloremia  complicating  the  0.5% 
silver  nitrate  solution  treatment  of  burns 
in  our  hospital  has  always  been  associated 
with  sepsis.  I do  not  understand  the  rela- 
tionship and  only  mention  it  as  observation. 

Dr.  Silverman : I would  like  to  emphasize 
that  Sulfamylon  butter  should  be  applied 
three  times  a day  in  order  to  keep  the  blood 
levels  at  significant  concentration.  The  Sul- 
famylon should  be  completely  removed 
before  applying  a new  layer  of  the  drug 
since  the  base  to  which  the  antibiotic  is 
added  actually  inhibits  absorption  of  the 


drug.  Recent  reports  from  the  Brooke  Burn 
Unit  have  mentioned  that  patients  treated 
with  Sulfamylon  have  shown  an  increase 
incidence  of  infections  in  the  lung  and 
blood  from  Providentia  Stuarti  and  Proteus 
Mirabilis.  To  my  knowledge,  no  antibiotics 
have  yet  to  prove  effective  against  these 
organisms  which  are  normal  contaminants 
of  the  G.I.  tract.  The  Serratia  Marsensis  also 
is  an  uncommon  cause  of  septicemia  and 
likewise  is  difficult  to  treat. 

Dr.  Stoneburner : To  digress  a bit  from 
our  discussion  of  this  patient,  I would  like 
to  ask  what  the  recommendations  are  today 
concerning  third  degree  burns  of  the  hand, 
when  to  graft,  and  when  should  motion  be 
instituted? 

Dr.  Sheldon:  The  immediate  debridement 
and  skin  grafting  is  still  the  procedure  of 
choice  for  third  degree  burns  of  the  dorsum 
of  the  hand.  I believe  the  Brooke  Unit  rec- 
ommends that  this  be  done  only  in  patients 
with  less  than  30%  total  burns  and  that 
active  motion  should  be  started  the  day 
after  grafting.  The  use  of  silver  nitrate  or 
Sulfamylon  has  definitely  altered  our  ap- 
proach to  the  burned  hand  in  that  it  gives 
us  a period  of  approximately  13  days  when 
the  bacterial  count  of  the  burn  eschar  will 
be  less  than  10-5  organisms  per  gram  of  tis- 
sue and  therefore  allow  immediate  grafting 
after  debridement. 

Dr.  Nevin:  I usually  debride  the  hand 
about  the  fourth  or  fifth  post  burn  day 
when  the  skin  is  waxy  white  and  I am  cer- 
tain that  we  are  dealing  with  third  degree 
burns.  I excise  the  skin  down  to  the  peri- 
tendon  and  then  wrap  the  hand  in  a silver 
nitrate  dressing,  wait  24  to  48  hours  until 
most  of  the  capillary  bleeding  has  ceased, 
and  return  the  patient  to  the  operating  room 
where  I apply  my  skin  grafts.  The  day  after 
skin  grafting  I begin  motion.  Using  this 
technique  I have  had  very  little  difficulty 
with  the  final  outcome  of  the  hand. 

Dr.  Morrison:  Before  ending  our  discus- 
sion of  this  patient  I would  like  to  mention 
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several  other  entities  which  have  been  re- 
ported from  the  Brooke  Burn  Unit.  One  is 
invasive  Psycomycosis  which  has  a mortality 
rate  of  approximately  43%.  This  infection 
begins  in  the  burn  eschar  and  these  patients 
often  show  high  immune  globulin  levels. 
Treatment  of  choice  is  Amphotericin  B,  0.5 
mgm/klgm  per  day  and  radical  surgical  de- 
bridement. Sulfamylon  and  silver  nitrate 
does  not  effect  this  infection  at  all.  The 
organisms  are  not  found  in  the  blood.  An- 


other entity  which  has  been  described  is 
Herpes  Virus  Hominis  infection.  There 
have  been  23  such  infections  reported;  how- 
ever, this  is  an  entity  which  involves  the 
burn  wound  and  often  organisms  are  cul- 
tured in  the  lungs  and  G.I.  tract.  It  is  im- 
portant to  biopsy  the  lesion  for  histological 
examination.  The  lesion  is  a vesicular  one 
with  interepithelial  separation.  Again  the 
mortality  rate  is  high  from  this  infection 
and  there  is  no  specific  treatment. 


URINARY  DIVERSION— Atwill— 
(Continued  from  page  76) 
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PREDICTING  LEARNING  DISABILITIES  IN 
CHILDREN — Gregory-Hilton 
(Continued  from  page  99) 

1969.  The  report  of  Task  Force  I entitled 
Minimal  Brain  Dysfunction,  Terminology 
and  Identification  was  published  in  1966 
as  Public  Health  Service  Publication  No. 
1415.  These  two  monographs  serve  as  com- 
prehensive reviews  of  all  phases  of  this  sub- 
ject. The  report  of  Task  Force  III  which 
deals  with  research  in  minimal  brain  dys- 
function is  in  press. 
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Regional  Mental  Retardation  Training 

Centers — A Reality 

"The  practicing  physician  sees  an  increas- 
ing number  of  retarded  children  because  of: 

(1)  Improved  fetal  and  infant  salvage  and 

(2)  greater  emphasis  on  keeping  the  re- 
tarded in  the  home  and  in  the  community.” *  1 
The  purpose  of  this  paper  is  to  focus  on 
alternatives  to  institutional  care  for  large 
numbers  of  mentally  retarded  children  and 
adults. 

Mental  retardation  and  mental  illness  are 
separate  and  distinct  disorders.  Mental  ill- 
ness is  often  temporary  and  reversible,  and 
may  strike  at  any  time  during  the  lifetime 
of  the  individual.  Mental  illness  can  be 
treated  and  is  often  cured. 

Mental  retardation  occurs  during  the 
period  of  development,  or  is  present  from 
birth  or  early  childhood.  It  is  a chronic  and 
life-long  condition,  although  it  may  be  al- 
leviated through  special  education,  training, 
rehabilitation  and  proper  care.  The  men- 
tally retarded  can  also  have  emotional  prob- 
lems and  can  become  mentally  ill. 

The  broad  mental  retardation  classifica- 
tion ranges  from  those  profoundly  handi- 
capped who  cannot  perform  even  the  sim- 
plest of  tasks  and  are  completely  dependent, 
to  those  mild  cases  whose  learning  processes 
have  been  slowed  by  deprivation. 

Historically,  the  Commonwealth  of  Vir- 
ginia, through  the  Department  of  Mental 
Hygiene  and  Hospitals  has  provided  institu- 
tionalization for  some  mentally  retarded 
children  and  adults  as  a matter  of  necessity 

Traweek,  R.  Brooks,  Mental  Hygiene  Programs 
Coordinator,  Department  of  Mental  Hygiene  and 
Hospitals. 

Approved  for  publication  by  the  Commissioner, 
Department  of  Mental  Hygiene  and  Hospitals. 
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R.  BROOKS  TRAWEEK 

since  other  services  were  practically  nonex- 
istent. During  the  past  fifteen  years,  how- 
ever, our  State  has  witnessed  the  growth  of 
community  services  which  provide  training, 
education  and  work  for  many  retarded  as 
well  as  counseling  for  family  adjustments. 

Approximately  15,000  mentally  retarded 
children  receive  education  and  training  in 
1,000  Special  Education  Classes  in  public 
schools,  while  twenty  Sheltered  Workshops 
provide  job  training  and  work  opportunities 
for  over  5 00  others.  Private  organizations 
and  non-profit  associations  operate  limited 
pre-school  and  developmental  training  class- 
es, activities  centers  and  recreational  pro- 
grams in  various  communities. 

In  terms  of  magnitude,  mental  retarda- 
tion is  the  most  handicapping  of  all  child- 
hood disorders.  Based  on  national  incidence 
figures  there  are  approximately  141,000 
mentally  retarded  persons  in  Virginia  and 
an  estimated  2,500  mentally  retarded  babies 
are  born  in  Virginia  each  year.  Mental  re- 
tardation is  the  fourth  most  prevalent  health 
problem  in  the  United  States,  ranking  just 
below  cardiovascular  diseases,  mental  illness 
and  alcoholism. 

At  present  the  State  Hospitals  and  Train- 
ing Schools,  operated  by  the  Department  of 
Mental  Hygiene  and  Hospitals,  provide  res- 
idential care,  training  and  treatment  for 
over  5,000  mentally  retarded  children  and 
adults  at  two  locations:  Lynchburg  and  Pe- 
tersburg. These  facilities,  while  fulfilling 
most  of  their  mission,  cannot  meet  the  de- 
mands nor  provide  for  the  needs  of  those 
mentally  retarded  individuals  who  do  not 
require  lifetime  residential  care. 

In  order  to  meet  these  needs  the  Depart- 
ment of  Mental  Hygiene  and  Hospitals  has 
outlined  a plan  and  embarked  on  a program 
of  Regional  Training  Centers  which  even- 
tually will  result  in  nine  facilities,  including 
the  present  Lynchburg  Training  School  and 
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Hospital  and  a reorganized  Petersburg 
Training  School  and  Hospital. 

Planning  funds  were  provided  by  the 
1966  General  Assembly  and  construction 
funds  were  included  in  the  recent  State- 
wide Bond  Referendum  to  construct  the 
first  3 50  resident  Regional  Mental  Retarda- 
tion Training  Center  for  Northern  Virginia 
in  Fairfax  County.  Plans  have  been  drawn, 
site  preparation  has  been  completed  and 
contractors’  bids  will  be  advertised  again  in 
January  1971. 

The  1970  General  Assembly  appropriated 
funds  for  construction  of  the  second  re- 
gional Mental  Retardation  Training  Center 
for  Southeastern  Virginia  to  be  located  in 
Chesapeake.  Property  for  each  of  these  re- 
gional centers,  approximately  100  acres  each, 
has  been  provided  by  the  counties  and  cities 
in  the  regions.  Funds  were  also  appropriated 
for  a site  study  for  the  third  regional  center 
to  be  located  in  Southwest  Virginia.  It  is 
anticipated  that  construction  funds  will  be 
made  available  for  construction  of  this  fa- 
cility during  the  1972-74  biennium. 

As  outlined  in  the  Department’s  10  Year 
Capital  Outlay  projection,  similar  3 5 0 resi- 
dent regional  centers  are  planned  for  South 


Central  Virginia  (1974-76),  Northwestern 
Virginia  (1976-78),  East  Central  Virginia 
(1978-80),  and  North  Central  Virginia 
(1980-82). 

The  Regional  Mental  Retardation  Train- 
ing Center  concept  is  designed  to  provide 
needed  care  and  training  on  a "less-than- 
lifetime”  basis  and  utilizing  community 
services  and  facilities  whenever  possible. 
While  it  is  envisioned  that  each  facility  will 
be  self-contained  as  far  as  residential  care 
is  concerned,  it  is  not  planned  to  provide 
hospital  services  for  the  acutely  ill  since  local 
community  hospitals  already  exist  in  the 
regions.  Emphasis  will  be  placed  upon  de- 
velopmental activities,  training  and  self  care, 
group  and  family  adjustment,  rehabilitation 
and  work  training.  Community  involve- 
ment is  essential. 

In  the  future,  the  Department  will  be 
giving  more  emphasis  to  services  to  the  men- 
tally retarded  on  a regional  and  community 
basis  with  continued  support  for  its  residen- 
tial facilities.  The  coordination  of  services 
through  the  Community  Mental  Health  and 
Mental  Retardation  Services  Boards  will 
greatly  enhance  the  delivery  of  services  to 
the  citizens  of  Virginia. 
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Medicare  - Part  B 


• • • • 


CURTIS  J.  KELLY,  JD 
Administrator 


The  Part  B Intermediary  Manual,  Section 
6704.4,  states  in  part  under  Customary 
Charge  Profile — Each  carrier  should  estab- 
lish and  maintain  adequate  data  on  the  cus- 
tomary charges  for  specific  procedures  made 
by  individual  physicians  and  other  persons 
and  organizations  which  render  covered 
services.  Any  method  used  (e.g.,  electronic 
data  processing  techniques  or  manual-cler- 
ical operations)  to  store  data  is  acceptable. 
The  customary  charge  record  for  each  phy- 
sician or  other  person  or  organization  ren- 
dering covered  services  should  include  at 
least  (a)  his  name,  office  address,  identifica- 
tion code,  and  specialty  status;  (b)  a his- 
tory of  his  charges  for  specific  services,  sup- 
plies, etc.;  and  (c)  a customary  charge  for 
each  specific  service  or  item  which  has  been 
derived  from  his  history  of  charges  for  that 
service  or  item  (and  which  is  to  be  used  in 
the  determination  of  reasonable  charges  in 
conjunction  with  the  prevailing  charge  cri- 
terion). The  carrier  may  develop  and  in- 
clude in  the  profile  for  the  physician  or  other 
person  a customary  charge  conversion  fac- 
tor for  use  with  a relative  value  scale  where 
it  does  not  have  sufficient  data  to  establish 
the  actual  customary  charge,  or  where  an 
infrequently  performed  procedure  is  in- 
volved. 

To  comply  with  the  above  requirement 
each  physician  or  supplier  whose  bills  are 
submitted  to  Medicare  for  consideration  is 
assigned  a Medicare  identification  code 
number.  The  code  number  is  used  to  iden- 
tify the  physician  or  supplier  in  the  profile 
of  customary  charges  and  to  inform  the 
SSA  of  the  physician’s  specialty  and  Board 
Certification  on  sample  claims. 

A comprehensive  index  of  physician’s 
services  is  used  to  code  each  service  rendered 
with  a numeric  designator.  The  index  in- 


cludes the  fields  of  Medicine,  Anesthesia, 
Surgery,  Radiology  and  Laboratory.  Uni- 
form nomenclature  to  describe  the  medical 
services  and  the  use  of  a standardized  code 
system  sufficient  to  meet  the  needs  of  ac- 
tuaries, statisticians  and  other  users  of  data 
are  considered  essential  to  development  of 
an  accurate  profile  of  customary  charges. 

The  physician’s  identification  number 
and  the  service  code  together  with  the  phy- 
sician’s charge  for  the  service  and  other 
information  is  then  transmitted  to  the  Car- 
rier’s Data  Center  where  ultimately  the 
information  is  accumulated  and  stored  for 
further  use. 

Lrom  this  data,  accumulated  from  all  bills 
submitted  to  Medicare,  a profile  of  the  phy- 
sician’s customary  charges  is  developed.  The 
profile,  by  physician’s  name  and  identifica- 
tion number  and  by  service  code,  will  iden- 
tify the  individual  physician’s  customary 
charge  for  a medical  service.  A prevailing 
range  of  charges  is  developed  from  the  cus- 
tomary charges  of  all  physicians  in  the 
locality. 

Since  the  Carrier  is  required  to  develop 
the  profile  of  customary  charges  for  each 
physician,  it  is  essential  that  the  physician 
who  rendered  the  service  be  specifically 
identified.  Lrequently,  bills  are  submitted 
which  list  the  names  of  two  or  more  physi- 
cians on  the  billhead  and  without  identify- 
ing the  physician  who  rendered  the  service. 
In  such  cases  Medicare  must  ultimately, 
either  through  the  patient  or  directly  from 
the  physician  obtain  the  needed  identifica- 
tion. In  order  to  reduce  the  workload  on 
the  physician’s  staff  in  responding  to  these 
inquiries  and  to  reduce  the  expense  to  Medi- 
care it  is  requested  that  the  name  of  the 
physician  who  supplied  the  service  be  iden- 
tified on  the  medical  bill  itself. 
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The  Virginia  Regional  Medical  Program 


• • • • 


We  have  described  previously  all  of  the 
activities  which  constitute  the  Virginia  Re- 
gional Medical  Program.  We  have  also 
stated  that  regionalization  is  a continuous 
process  rather  than  a plan  which  is  totally 
developed  and  then  implemented.  Plans  for 
future  activities,  both  in  the  areas  of  con- 
tinuation of  present  activities  and  as  sup- 
plementary activities,  are  presently  under 
development. 

This  discussion  will  be  confined  to  the 
present  activities  in  heart,  which  best  illus- 
trate the  programmatic  approach  of  the 
VRMP.  There  are  currently  three  funded 
and  operational  activities  in  heart  disease  as 
follows: 

1.  The  training  and  education  of  physi- 
cians and  nurses  in  Myocardial  Infarc- 
tion Care  in  the  setting  of  a coronary 
intensive  care  unit. 

Plans  for  1971  include  four  courses  for 
nurses  with  a minimum  of  ten  trainees  per 
course,  five  courses  for  physicians  with  three 
physicians  per  course,  and  increased  consul- 
tation services.  Follow-up  visits  to  nurse 
trainees  began  in  December,  1970,  and  will 
continue  through  1971.  An  evaluation  of 
physicians  trained  will  be  made  three  months 
after  training. 

2.  The  evaluation  of  coronary  care  by 
analysis  of  operations  of  coronary  care 
units  in  participating  hospitals. 

A considerable  amount  of  data  was  col- 
lected from  the  participating  hospitals  dur- 
ing the  latter  part  of  1970.  The  data  has 
been  processed  and  reports  have  been  issued 
to  the  hospitals.  These  reports  enumerate 
the  major  diagnoses  seen,  cardiac  complica- 
tions encountered,  duration  of  patient  stay 
in  unit,  and  death  rates  from  various  causes. 


EUGENE  REYES  PEREZ,  M.D. 
Richmond,  Virginia 

3.  The  training  of  physicians,  nurses, 
hospital  and  rescue  squad  personnel, 
and  others  in  closed  chest  cardiopul- 
monary resuscitation  as  an  emergency 
measure. 

The  outline  for  the  1971  fiscal  year  is  to 
involve  a minimum  of  7,000  to  10,000  per- 
sons in  original  CPR  courses.  Equal  empha- 
sis will  be  given  to  promoting  participation 
by  small  hospitals  in  the  less  urban  areas  as 
is  given  to  hospitals  in  the  large  metropoli- 
tan areas.  Through  continuous  retraining, 
instructors  will  be  kept  informed  of  the 
latest  developments  in  CPR  techniques. 

The  activities  described  above  are  viewed 
as  a total  program  which  attacks  the  prob- 
lem of  deaths  from  myocardial  infarction 
through  the  following  steps: 

1.  Training  of  health  professionals  in 
cardiopulmonary  resuscitation  to  re- 
duce the  death  rate  of  patients  prior 
to  admission  to  a coronary  care  unit. 
This  hospital  based  CPR  training  pro- 
gram complements  an  already  estab- 
lished program  to  train  lay  emer- 
gency personnel. 

2.  Offering  consultation  services  to  hos- 
pitals in  establishing  and  operating 
coronary  care  units. 

3.  Training  of  physicians  and  nurses  to 
function  in  coronary  care  units. 

4.  Measuring  the  performance  of  coro- 
nary care  units  through  comparison  of 
treatment  results  from  a group  of  hos- 
pitals, and  the  gathering  of  data  which 
can  influence  types  of  education  and 
consultation  service  needed  in  CCU’s. 

These  program  elements  in  heart  disease 
are  viewed  as  the  basic  program  upon  which 
to  build  other  Virginia  Regional  Medical 

( Continued  on  page  115) 


112 


Virginia  Medical  Monthly 


Womans  Auxiliary  — 


President  Mrs.  Reuben  F.  Simms 

President-Elect  Mrs.  David  B.  Hiel 

First  Vice-President  Mrs.  Harold  Williams 

Second  Vice-President  Mrs.  L.  C.  Strong 

Third  Vice-President Mrs.  William  Reardon 

Recording  Secretary  Mrs.  Donald  Fletcher 

Corresponding  Secretary  Mrs.  Elliott  Oglesby 

Treasurer  Mrs.  Hans  Klapproth 

Publicity  Mrs.  C.  Leon  Jennings,  Jr. 

Alexandria — Drug  Abuse  Workshop 

Although  many  members  worked  on  the 
resource  book  put  together  by  the  Alexan- 
dria Auxiliary,  they  realized  that  they  had 
never  had  a program  to  educate  the  total 
auxiliary  on  drug  abuse.  A workshop  was 
planned  and  carried  out  very  successfully 
on  October  29.  This  program  was  planned 
with  the  help  of  the  Alexandria  Mental 
Health  Association. 

The  Westminster  Presbyterian  Church 
donated  the  room  with  kitchen  facilities, 
tables  and  chairs,  microphones  and  smaller 
rooms  for  afternoon  group  discussions.  The 
program  ran  from  10  a.m.  to  2:30  p.m. 
During  the  morning  session  a film  was 
shown,  followed  by  an  introduction  by  the 
President,  Mrs.  Judy  Bregman,  who  was 
moderator  of  the  program.  Dr.  Jack  Blaine, 
consultant  to  the  Medical  Sciences  Center 
for  Studies  on  Narcotics  and  Drug  Addic- 
tion, National  Institute  of  Mental  Health, 

, spoke  on  the  pharmacology  of  drugs. 

He  was  followed  by  Mrs.  Terry  Beresford, 

; an  education  consultant,  who  spoke  on  the 
psychological  aspects  of  drug  abuse.  Mrs. 
Lura  Jackson,  associate  director  of  the  Office 
of  Communications,  National  Institute  of 
Mental  Health,  told  of  programs  being  de- 
veloped or  currently  in  existence  in  the 
United  States. 

Following  a catered  lunch  the  gathering 
divided  into  six  small  discussion  groups 
headed  by  Mrs.  Mitzi  Young,  Auxiliary; 
Mrs.  Marjorie  Burdette,  director  of  Mental 


Health  Alexandria  Child  Development  Cen- 
ter; Mrs.  Jeanne  Stone,  co-author  of  the 
auxiliary  resource  book;  Dr.  Jonathan  Titus 
and  Mrs.  Patricia  Titus,  a general  practi- 
tioner and  his  wife;  and  Mrs.  Marcia  Kaplin, 
Auxiliary  Youth  and  Children  chairman  and 
co-author  of  the  resource  book. 

Well  over  one  hundred  persons  including 
auxiliary  members,  and  members  of  service 
clubs  and  agencies  attended  the  workshop. 
The  program  was  so  enthusiastically  ac- 
cepted that  Alexandria  hopes  to  run  another 
workshop  in  the  spring. 

MED  CAP 

Mrs.  Minerva  Fisher,  chairman  of  the 
health  committee  for  the  Fairfax  Commu- 
nity Action  Program  and  coordinator  for 
Head  Start  stated  at  an  auxiliary  program 
that  people  in  Fairfax  County  were  sick  and 
dying  for  lack  of  proper  medical  care.  Some 
auxiliary  members  spoke  to  their  husbands 
about  the  criticism.  The  doctors  had  already 
felt  the  need  to  assist  these  people  not  in- 
cluded in  welfare  and  yet  unable  financially 
to  absorb  medical  bills.  The  Medical  Society 
appointed  Thomas  Fulcher,  M.D.,  to  the 
health  committee  of  F-CAP.  The  frame- 
work of  MED  CAP  (MFDical  Community 
Action  Program)  began  to  take  shape  under 
the  guidance  of  Mrs.  Fisher  and  Dr.  Fulcher. 
The  concept  is  similar  to  other  programs  in 
the  area,  but  take  their  family  referrals  from 
social  service  workers  associated  in  affiliated 
programs  in  Fairfax  County.  The  purpose 
is  to  provide  medical  care  for  marginal  in- 
come families  who  earn  barely  enough  to 
exist.  This  program  does  not  take  emer- 
gency cases,  since  the  hospitals  are  equipped 
to  cope  with  these  situations. 

The  patient  is  expected  to  keep  the  ap- 
pointment or  cancel  if  necessary.  A maxi- 
mum fee  of  one  dollar  is  charged  if  the 
patient  can  afford  it.  After  the  first  ap- 
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pointment  the  normal  family-doctor  rela- 
tionship will  continue. 

The  social  service  worker  calls  the  aux- 
iliary member  who  is  on  duty  9 a.m.-l  p.m. 
Monday  through  Friday.  This  position  is 
filled  with  volunteer  auxiliary  members, 
many  of  whom  have  little  medical  back- 
ground. These  volunteers  have  fulfilled  their 
obligation  to  make  appointments  with  the 
appropriate  physician  and,  in  addition,  take 
and  make  phone  calls  beyond  their  call 
hours,  function  in  a public  relations  role 
between  the  layman  and  the  physician  and 
clarify  responsibilities  of  those  involved 
when  there  is  a question.  The  auxiliary  set 
up  a modest  fund  to  pay  for  medication  and 
treatment,  if  all  other  resources  have  been 
exhausted.  The  Fairfax  County  Health  Fa- 
cilities Booklet  published  by  the  auxiliary 
has  proven  helpful  in  many  instances.  The 
physician  carries  out  the  usual  doctor-pa- 
tient relationship  and  in  many  cases  has 
gone  to  great  lengths  to  acquire  medication 
or  treatment  for  these  patients. 

The  Health  and  Welfare  Council  of  the 
Metropolitan  Area  (Washington,  D.  C.) 
presents  four  community  service  awards. 
Last  year  after  its  first  year  of  service  MED- 
CAP  received  three  of  the  awards  (one  for 
MED-CAP,  one  for  the  medical  society  and 
one  for  the  auxiliary).  January  20  marked 
the  end  of  the  second  year.  The  auxiliary 
MED-CAP  chairman,  Mrs.  J.  Douglas  Mc- 
Dowall  (Laura),  has  continued  in  the  out- 
standing work  and  in  addition  is  now  the 
chairman  of  the  health  committee  for  the 
Fairfax  Community  Action  Program.  The 
resourcefulness,  stick-to-itiveness  and  real 
spirit  of  dedication  to  this  work  by  all  in- 
volved make  it  an  effective  program.  It 
has  sought  to  provide  better  medical  care, 
shown  the  willingness  of  the  physician  to 
provide  real  help  to  their  people  and  conse- 
quently the  image  of  the  medical  profession 
has  been  improved  a bit. 

Mrs.  Hans  J.  Klapproth 


White  House  Conference  on  Aging 

President  Nixon  held  a White  House 
conference  on  Aging  in  Washington  the 
week  of  November  28,  1970,  and  asked  for 
the  support  and  assistance  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion. 

GOAL: 

To  develop  a more  realistic  and  com- 
prehensive national  policy  on  the  pri- 
ority needs  of  the  elderly,  income, 
health,  housing,  transportation,  nutri- 
tion, employment  and  retirement,  ed- 
ucation, roles  and  activities,  and  spirit- 
ual well-being. 

THE  THREE  YEAR  PLAN: 

1.  Prologue  1970 — White  House  Fo- 

rums to  be  held  in  Communities  in 
every  state:  "Older  Americans 
Speak  to  the  Nation”. 

2.  Conference  Year  1971 — Policy  rec- 

ommendation to  be  worked  out: 
Community  and  State  White 
House  Conferences,  National  Or- 
ganizations, and  Technical  Com- 
mittees. 

3.  Post  Conference  Year  1972 — Follow 

through  begins,  a plan  of  action 
emerges  for  serving  older  people, 
and  for  more  involvement  in  their 
own  behalf  by  older  people  them- 
selves. 

Why  a Conference? 

— one  in  every  ten  Americans  has 
reached  or  passed  age  65. 

— number  is  growing,  rate  of  900  a 
day. 

— older  Americans  face  serious  prob- 
lems. 

— futures  of  42,000,000  middle  aged 
Americans  are  threatened. 

— nearly  24,000,000  men  and  wom- 
en, aged  45  to  54,  find  themselves 
"old”  in  the  labor  market. 
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“Wfefcome  back,  Ann” 


A 

BUILDING  BLOCK 
TO  RECOVERY 


As  adjunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablef  q.i.d. 


'wn  100.000  N.F  Units.  Ch.molrypim  8.000  N.F.  Units; 
enunilent  in  tryptic  scti.ity to  40  mg.  of  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


One  tcrbfefq.i.d. 


Bitabs 


Indication*:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
4 groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.I.d. 

I I I THE  NATIONAL  DRUG  COMPANY 

I (AJ1  I DiVlS*ON  Of  RiCMARDSON  MERRELL  INC. 

■ 1U"UI  PHILADELPHIA.  PENNSYLVANIA  19U4 

TIADCMAKK  SlTASS  US.  PATf  NT  NO  3.004.t93  9170  0XJO9A  161 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  Jm  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


a 


vindications:  Known  sensitivity  to  sultonamides. 
jtions/ Adverse  Reactions:  The  usual  precautions  for  topical 
'stemic  sulfonamides  should  be  observed  because  of  the  pos- 
' of  absorption.  Burning,  increased  local  discomfort,  skin 
urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applica.torful  or  one  suppository  Intravagi- 
nally  once  or  twice  daily. 

Supplied:  Creom  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK,  AVC  AV-104  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehei 
therapy  that  combats  all  three  major  va 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


The  causes  of  vaginitis 
are  multiple 


AVC 

The  treatment  is  singular 


Mrs.  Walter  Laude,  State  Mental  Health 
Chairman,  informs  us  that  a state  confer- 
ence in  preparation  for  the  White  House 
Conference  on  Aging  (to  be  held  Novem- 
ber 28,  1971)  is  being  scheduled  for  May 
1971.  Auxiliaries  should  take  note  of  this 
conference  and  cooperate  as  much  as  they 
can.  Further  information  will  be  distrib- 
uted from  our  state  agency  on  aging,  the 
Gerontology  Division  of  the  State  of  Vir- 
ginia. 

Ninth  Annual  Antique  Show 

The  Richmond  Auxiliary  is  busy  prepar- 
ing for  their  ninth  annual  antique  show. 
Mrs.  Thomas  Bones  is  serving  as  general 
chairman  with  Mrs.  L.  Anthony  Austin  as 
Vice-Chairman.  This  is  the  auxiliary’s  major 
philanthropic  project  and  in  the  last  five 
years  the  show  has  raised  $41,100.00.  This 
year  the  money  will  be  divided  equally 
among  the  Virginia  Home  Building  Fund, 
The  Medical  College  of  Virginia  Grant-in- 
Aid  Program  and  a scholarship  program  for 
nursing  students  in  Diploma  (3  year) 
Nursing  Schools. 

This  year  the  show  will  be  held  in  the 
lobby  of  the  Hotel  Jefferson  with  a few  ex- 
hibits on  the  mezzanine.  The  show  dates  are 


March  10-12  with  a special  preview  evening 
on  March  9th  for  show  patrons.  On  March 
10th  and  11th  the  hours  will  be  1 1 a.m.  to 
10  p.m.  and  on  March  12th  from  10  a.m. 
to  6 p.m. 

An  excellent  group  of  exhibitors  are  com- 
ing from  all  points  of  the  Eastern  Seaboard. 
This  should  be  a fine  show  in  an  elegant 
setting. 

Special  Note 

Mrs.  Daniel  Anderson  was  appointed 
WA-AMA  representative  to  the  President’s 
White  House  Conference  on  Youth  and 
Children  held  December  12,  1970. 

MID  WINTER  BOARD  MEETING: 
March  19,  1971,  10:30  a.m.,  The  Medical 
Society  of  Virginia  building,  4205  Dover 
Road,  Richmond;  Business  of  the  Board  and 
reports  of  officers,  committee  chairmen,  and 
county  presidents  (oral  reports  limited  to 
three  minutes)  ; Box-lunches;  bring  PDRs 
to  the  meeting. 

FALL  MEETING:  Marriott  Twin 
Bridges  Motel,  Arlington. 

Jane  Jennings 
(Mrs.  C.  Leon,  Jr.) 


VIRGINIA  REGIONAL  MEDICAL  PROGRAM— 
PEREZ — ( Continued  from  page  112) 

Program  activities  in  the  area  of  heart 
disease. 

A fourth  proposed  pilot  activity  is  one 
which  would  provide  emergency  coronary 
care  training  to  volunteer  rescue  squads  in 


the  Virginia  Beach  area.  Training  would 
include  overall  management  of  acute  coro- 
nary victims.  The  rescue  squadsmen  would 
transmit  EKG  telemetry  signals  and  admin- 
ister treatment  under  the  voice  direction  of 
a hospital-based  physician  by  means  of  a 
cardio-alert  system. 
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Editorial . . . . 


Radiodiagnostic  Overkill 

f I ’HE  ELEGANT  CATHETER  and  somewhat  less  elegant  radioisotope 
have  introduced  a radiodiagnostic  precision  that  could  dim  us  to  the 
value  of  some  of  the  older  techniques.  Two  examples  come  to  mind: 

Identification  of  the  implantation  of  the  placenta  upon  the  lower 
uterine  segment13  vitally  concerns  the  obstetrician.  Reid  and  others  have 
polished  the  crude  attempts  of  earlier  workers  to  visualize  the  placenta 
by  soft  tissue  techniques  to  its  present  reliable  state.  By  meticulous  tech- 
nique, soft  tissue  placentography  can  exclude  placenta  previa  with 
astounding  accuracy:  Reid  excluded  placenta  previa  in  299  cases  from 
372  placentographies  without  a single  error;  Vickers  excluded  placenta 
previa  in  172  cases  from  2 59  placentographies  with  only  3%  error.' 

In  respect  to  the  affirmation  (rather  than  exclusion ) of  placenta  previa, 
the  record  is  not  so  good:  of  Reid’s  73  positive  diagnoses,  42  (58%)  were 
unconfirmed;  of  Vickers’s  87  positive  diagnoses,  42  (48%  ) were  uncon- 
firmed. Analysis  of  unconfirmed  takes  the  sting  from  these  high  per- 
centages. Asymmetric  disposition  of  the  presenting  fetal  part,  the  corner- 
stone for  the  soft  tissue  diagnosis  of  placenta  previa,  may  be  caused  by 
other  soft  tissue  abnormalities  such  as  uterine  and  ovarian  tumors,  cord 
wrapped  around  the  fetal  head  and  neck,  small  intestine  interposed  be- 
tween sacrum  and  fetal  head,  and  even  filled  bladder  or  gut.  These 
conditions  comprise  the  anlage  for  true  errors.  Some  other  uncon  firmed 
include  those  cases  with  questionable  implantation  of  the  placenta  upon 
the  lower  uterine  segment  in  which  genuine  difference  of  opinion  could 
exist  even  among  knowledgeable  clinicians:  unhappily,  there  is  no  sharp 
definition  of  the  lower  uterine  segment  either  clinically,  surgically,  or 
radiologically,  so  necessary  for  the  definition  of  placenta  previa. 

As  a practical  matter,  the  exclusion  of  placenta  previa,  a reliable  de- 
termination by  soft  tissue  placentography,  gives  "the  obstetrician  a clear 
indication  that,  other  factors  being  satisfactory,  a normal  confinement 
might  be  expected.”  ' Displacement  of  the  presenting  fetal  part  prompts 
the  affirmative  diagnosis  of  placenta  previa,  a diagnosis  of  vital  import 
to  the  clinician,  but  the  possibility  of  other  causes,  such  as  enumerated 
above,  should  induce  further  diagnostic  study. 

Arteriography  or  radioisotopes  would  be  available  for  those  cases  not 
solved  by  preliminary  soft  tissue  placentography,  rather  than  as  the  initial 
method  of  attack.  I fear  these  methods  will  become  the  prime  diagnostic 
attack  unless  our  training  programs  include  adequate  instruction  in  the 
indirect  method,  and  unless  directors  of  radiology  preserve  the  excellence 
of  their  radiologic  technique.  (I  might  point  out  that  the  acceptance  of 
operating  room  cholangiography  by  the  surgeon  varies  directly  with  its 
technical  quality.)  It  might  properly  be  asked  why  these  direct,  accurate 

Title  suggested  by  Dr.  William  Hollister,  surgeon,  Fredericksburg. 
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methods  of  the  catheter  and  radioisotope  should  not  become  the  prime 
diagnostic  measures  in  the  diagnosis  of  placenta  previa: 

Despite  the  intellectual  satisfaction  of  a perfect  angiographic  study, 
the  method  is  not  perfect;  in  five  of  the  43  attempted  angiograms,  Bloom- 
field et  al.'  failed  to  outline  the  placenta  for  various  reasons.  Further, 
. . we  urge  that  placental  angiography  is  not  for  the  occasional  dab- 
bler”, the  latter  a virtual  necessity  in  many  smaller  departments.  Standard 
angiography  results  in  a fetal  gonadal  dose  about  twice  that  from  soft 
tissue  placentography,  but  the  ingenious  single  inclined  anteroposterior 
study  of  Herlinger4  lowers  the  dose  to  the  range  produced  by  radioisotopes. 
The  minimal,  but  real,  risk  of  intravascular  medication  and  of  arterial 
catheterization  is  ever  present.  Lastly,  an  angiographic  study  in  our  de- 
partment would  cost  the  patient  700%  more  than  the  soft  tissue  study. 

The  case  against  the  radioisotopic  study  as  the  prime  method  of  diag- 
nosis in  placenta  previa  is  more  difficult  to  make:  this  method  is  more 
accurate  than  any  other  radiologic  technique  (in  86  cases,  Johnson  et  al.° 
achieved  an  accuracy  of  96%);  like  arteriography  but  unlike  the  soft 
tissue  technique,  it  is  effective  before  the  32nd  week;  it  results  in  the 
lowest  fetal  gonadal  dose  of  any  radiological  technique.  Fiowever,  it 
requires  technical  and  professional  competence  in  nuclear  medicine,  not 
readily  available  in  the  smaller  community  hospital,  and  in  our  depart- 
ment would  cost  22  5%  more  than  the  soft  tissue  study. 

The  second  example  where  the  brilliance  of  modern  radiodiagnostic 
precision  might  dim  us  to  the  value  of  simpler  techniques  is  the  arterio- 
graphic  diagnosis  of  rupture  of  the  spleen.  The  diagnostic  criteria  de- 
scribed in  the  earlier  radiologic  literature  should  be  discarded  as  unreliable. 
With  a refined  technique,3  the  detection  of  free  fluid  in  the  flanks  in  the 
clinical  setting  of  ruptured  spleen  has  proved  diagnostically  dependable. 
Including  his  subtle  and  "equivocal”  cases,  Berk1  detected  blood  in  96% 
of  his  2 5 cases  of  splenic  rupture,  proved  by  arteriography  and  surgery. 
Ffis  one  overt  failure  was  understandably  in  the  patient  with  intrasplenic 
rupture.  The  diagnosis  in  eight  other  cases  was  so  certain  that  preopera- 
tive arteriography  was  omitted.  The  longer  I have  been  interested  in  the 
plain  film  diagnosis  of  splenic  injury,  the  fewer  have  become  my  equivocal 
cases.  The  less  interest  generated  in  the  teaching  programs  in  this  plain 
film  diagnosis,  the  more  unnecessary  arteriograms  are  going  to  be  done. 
The  difference  in  risk  and  in  expense  of  time  and  money  between  the  two 
methods  is  evident. 

These,  then,  are  trends  that  should  concern  radiologists  and  teachers 
of  radiology,  all  of  whom  hold  the  interest  of  the  patient  paramount. 

Christian  V.  Cimmino,  M.D. 
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George  Smith  Patton 

AMOTION  PICTURE  released  last  summer  entitled  Patton  should 
have  a special  interest  for  Virginians.  The  producer,  Frank  McCarthy, 
is  a native  of  Richmond  and  he,  like  Patton,  attended  the  Virginia  Mili- 
tary Institute.  The  movie  depicted  Patton  as  a colorful,  successful  gen- 
eral but  one  whose  equally  picturesque  and  outspoken  speech  frequently 
got  him  into  trouble,  and  his  favorite  adjectives  could  hardly  be  repeated 
in  a family  journal  such  as  the  Virginia  Medical  Monthly.  The  first  half 
of  the  description  is  doubtless  true,  for  George  Patton  was  unquestionably 
the  outstanding  Allied  combat  general  in  the  western  theater  during 
World  War  II.  On  the  other  hand,  he  was  a polished  gentleman  and  did 
conduct  himself  in  a perfectly  adequate  manner  under  virtually  all  con- 
ditions. It  might  be  mentioned  in  passing,  occasional  exceptions  may 
have  arisen  from  time  to  time  with  problems  of  Army  supply  and  on  one 
occasion,  at  the  93rd  Evac,  he  made  a mistake  which  the  ever-present 
press  blew  up  out  of  all  proportions  shortly  after  the  incident. 

But  to  return  to  General  Patton’s  Virginia  connections.  The  first  of 
his  name,  Captain  James  Patton,  late  of  Queen  Anne’s  navy,  settled  briefly 
at  Tappahannock,  after  marrying  Mary  Osburne  of  Whitehaven,  England, 
and  moved  to  Staunton  in  1737.  He  migrated  farther  west  where  he  had 
extensive  land  patents.  In  175  5 he  was  killed  in  the  Indian  massacre  at 
Draper’s  Meadow  near  present-day  Blacksburg.  Hardy  living  and  violent 
deaths  appear  to  have  been  a hallmark  of  many  of  the  male  Pattons.  Gen- 
eral Patton’s  great-grandfather  was  John  Mercer  Patton.  He  was  a mem- 
ber of  the  Virginia  Constitutional  Convention  of  1829  and  later  became 
lieutenant  governor.  He  had  six  sons;  all  were  Confederate  soldiers,  four 
were  VMI  graduates  and  three  became  colonels  of  Virginia  regiments. 

George  Smith  Patton,  the  General’s  grandfather,  was  graduated  in  three 
years  from  VMI  and  studied  law.  He  became  colonel  of  the  22nd  Virginia 
Regiment  and  his  older  brother,  John  Mercer,  was  colonel  of  the  21st 
Regiment.  George  Patton  was  fatally  wounded  at  the  Third  Battle  of 
Winchester  on  June  19,  1864.  His  younger  brother,  Waller  Tazewell,  also 
a graduate  of  VMI,  succeeded  to  the  command  of  General  James  L.  Kem- 
per’s former  regiment  and  he  was  killed  in  Pickett’s  charge  at  Gettysburg. 

George  S.  Patton,  II,  the  General’s  father,  was  graduated  from  VMI  in 
1877.  He,  too,  became  a lawyer  and  moved  to  California  where  he  re- 
established the  family’s  depleted  fortune,  and  here  our  George  Patton  was 
born.  He  followed,  as  had  many  of  his  forebears,  the  road  to  Lexington, 
where  he  enrolled  in  VMI  in  the  fall  of  1903.  One  year  later  he  trans- 
ferred to  the  United  States  Military  Academy.  Upon  graduation  Patton 
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chose  cavalry  as  his  branch  of  service.  He  participated  in  Pershing’s  Mex- 
ican search  for  Villa  and  on  one  occasion  engaged  in  a running  fight  with 
guerrillas  from  an  automobile — possibly  the  earliest  mechanized  American 
engagement,  according  to  General  Edwin  Cox  of  Aylett,  a historian  and 
friend  of  General  Patton. 

Patton  arrived  in  France  on  May  28,  1917,  and  was  the  first  American 
officer  assigned  to  the  newly  formed  Tank  Corps.  His  arrival  with  the 
initial  American  contingency  was  due  in  part  to  his  excellent  knowledge 
of  French.  He  organized  and  led  the  First  Brigade,  U.S.  Army  Tank 
Corps,  while  still  a lieutenant  colonel  and  was  the  senior  American  com- 
bat tank  officer  in  World  War  I.  Upon  his  return  to  this  country  after 
the  Armistice  he  reverted  to  his  permanent  rank  of  major  despite  com- 
manding the  Tank  Center  at  Fort  Meade  in  Maryland.  One  of  the  young- 
er officers  assigned  to  his  command  was  Captain  Dwight  D.  Eisenhower. 
During  the  ensuing  two  decades  between  the  World  Wars,  Patton’s  was  a 
voice  in  the  wilderness,  for  the  higher  echelons  did  not  realize  the  poten- 
tial of  tank  warfare  and  his  efforts  to  arouse  interest  in  this  new  arm  did 
not  enhance  his  popularity  in  the  "Establishment”.  This  situation  con- 
tinued until  the  Germans  proved  beyond  doubt  the  essential  role  tanks 
would  play  in  World  War  IF  The  movie  takes  over  at  this  point  and  from 
there  on  out  it  is  Hollywood  in  all  its  splendor. 

In  many  ways  the  screen  version  does  the  memory  of  Patton  a disservice, 
thanks  to  the  Hollywood  custom  of  prostituting  anything  that  holds 
forth  promise  of  turning  a fast  buck.  Fittle  or  no  reference  is  made  to 
his  broad  general  knowledge,  his  remarkable  linguistic  ability,  his  unusual 
historical  attainments  and  his  deep  religious  beliefs.  His  profanity,  which 
was  overdone  throughout  the  movie,  was  saved  by  the  General  for  appro- 
priate occasions  and  he  would  not  have  considered  a broad  screen  the 
proper  setting  for  a display  of  his  unquestioned  talents  in  this  respect. 
Some  of  the  vignettes  in  the  movie  which  showed  the  more  undesirable 
aspects  of  army  life  may  reflect  the  present  California  attitude  to  down- 
grade anything  pertaining  to  the  military. 

Patton  was  always  "good  press”  and  his  unfortunate  slapping  of  the 
reluctant  GI  in  Sicily  was  so  overplayed  by  the  newspapermen  that  Gen- 
eral Eisenhower  felt  it  necessary  to  act,  or  rather  overact,  regarding  the 
episode  before  it  became  generally  known.  To  subject  this  man  to  such 
humiliation  and  to  endanger  his  further  participation  in  the  war  effort 
appears  strangely  out  of  focus.  In  retrospect  this  probably  was  an  early 
instance  of  the  permissiveness  that  we  now  see  on  every  hand.  Those  who 
have  not  seen  this  motion  picture  should  do  so  but  the  viewer  should  keep 
in  mind  throughout  that  it  frequently  caricatures  rather  than  portrays  a 
great  man  who  did  far  more  for  his  country  than  his  country  did  for  him. 

H.  J.  W. 
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News 


Calendar  of  Events 

Annual  Medical  Seminar — Sponsored  by  Continuing  Education  Program  of  Uni- 
versity of  Virginia  School  of  Medicine — The  Homestead — Hot  Springs — Feb- 
ruary 17,  18,  19,  1971. 

American  College  of  Physicians,  Virginia  Section — The  Homestead — Hot 
Springs — February  20,  1971. 

Alton  D.  Brash  ear  Post  Graduate  Course  in  Head  and  Neck  Anatomy — 
Department  of  Continuing  Education — Medical  College  of  Virginia — Richmond 
— February  22-25,  1971. 

Stoneburner  Lecture  Series — Medical  Problems  of  the  Adolescent — Medical  Col- 
lege of  Virginia — Richmond — February  25-26,  1971. 

Thursday  Afternoon  Lectures — Spring  Series — Sponsored  by  University  of  Vir- 
ginia School  of  Medicine — Charlottesville — March  4-April  29,  1971. 

Student  Cancer  Day — Sponsored  by  Continuing  Education  Program  of  University 
of  Virginia  School  of  Medicine — Charlottesville — March  5,  1971. 

Virginia  Academy  of  General  Practice — Annual  Assembly — The  Homestead — 
Hot  Springs — March  10-14,  1971. 

Post  Graduate  Course  in  Radiology — Department  of  Continuing  Education — 
Medical  College  of  Virginia — Williamsburg — March  14-18,  1971. 

Roanoke  Memorial  Hospital  Post  Graduate  Program — Roanoke — March  18- 
19,  1971. 

Emily  Gardner  Lectureship  (Pediatrics) — Department  of  Continuing  Education 
— Medical  College  of  Virginia — Richmond — March  19,  1971. 

National  Conference  on  Rural  Health — Sponsored  by  American  Medical  Asso- 
ciation— Marriott  Motor  Hotel — Atlanta,  Georgia — March  25-26,  1971. 

Electrocardiography  and  Vectorcardiography  Course — Sponsored  by  Continu- 
ing Education  Program  of  University  of  Virginia  School  of  Medicine — Char- 
lottesville— March  25-27,  1971. 

Swineford  Allergy  Conference — Sponsored  by  the  Continuing  Education  Program 
of  University  of  Virginia  School  of  Medicine — Charlottesville — April  2,  1971. 

Joint  Cardiac  Symposium — Sponsored  by  Washington  Heart  Association  and  Heart 
Association  of  Northern  Virginia — Marriott  Twin  Bridges  Motor  Hotel — Ar- 
lington, April  7,  1971. 

Cardiac  Pacing — Post  Graduate  Course  sponsored  by  American  College  of  Cardi- 
ology and  Medical  College  of  Virginia — Williamsburg — April  16-17,  1971. 

Virginia  Society  of  Anesthesiologists — Spring  Meeting — University  of  Virginia 
School  of  Medicine — Charlottesville — April  16-18,  1971. 

Southwestern  Virginia  Medical  Society — Spring  Meeting — Martha  Washington 
Inn — Abingdon — May  6,  1971. 

Intensive  Respiratory  Care — Workshop  for  Physicians — Sponsored  by  Continuing 
Education  Program  of  University  of  Virginia  School  of  Medicine — Charlottes- 
ville— May  13-15,  1971. 
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New  Members. 

The  following  new  members  were  re- 
ceived into  The  Medical  Society  of  Virginia 
during  the  month  of  December: 

William  Blake,  M.D.,  Reston 
Harold  Carron,  M.D.,  Charlottesville 
Alberto  Castaneda,  M.D.,  Chesapeake 
Waverly  Manson  Cole,  M.D.,  Richmond 
James  Edward  Etheridge,  Jr.,  M.D., 
Norfolk 

Robert  Delmar  Finch,  M.D., 

Martinsville 

John  William  Harbison,  M.D.,  Richmond 
Lester  Frank  Henry,  M.D.,  Hampton 
Bruce  Wakefield  Karrh,  M.D.,  Richmond 
John  Robert  Pauswinski,  M.D., 

Manassas 

Benjamin  H.  Rice,  M.D.,  Petersburg 
Mark  A.  H.  Smith,  Jr.,  M.D., 

Front  Royal 

Thomas  Joseph  Sullivan,  M.D., 
Springfield 

De  Dinh  Tran,  M.D.,  Richmond 
Gaylord  Stone  Williams,  M.D., 
Charlottesville 

Frederick  Joseph  Witt,  M.D.,  Portsmouth 

Richmond  Academy  of  Medicine. 

Officers  of  the  Academy  for  1971  are: 
President,  Dr.  Carrington  Williams,  Jr.; 
president-elect,  Dr.  W.  Taliaferro  Thomp- 
son; vice-presidents,  Drs.  Gilman  Tyler  and 
Herbert  A.  Claiborne,  Jr.;  recording  secre- 
tary, Dr.  James  R.  Wickham.  Dr.  William 
T.  Tucker  is  chairman  of  the  Board  of  Trus- 
tees and  Drs.  Harold  I.  Nemuth,  Russell  G. 
McAllister  and  George  N.  Thrift  are  mem- 
bers of  the  Board. 

Arlington  County  Medical  Society. 

Dr.  Timothy  L.  Kelly,  Jr.,  has  been  in- 
stalled as  president  of  this  Society  for  1971. 
Dr.  W.  Leonard  Weyl  is  president-elect;  Dr. 
John  C.  Bucur,  vice-president,  Dr.  William 
D.  Dolan,  secretary;  Dr.  Bertram  C.  Snyder, 
treasurer,  and  Dr.  Arthur  I.  Sims,  member- 
at-large. 


Prince  William  County  Medical  Society. 

Dr.  John  Rhoads,  Manassas,  is  president 
of  this  Society  for  1971.  Dr.  John  S.  Green- 
halgh,  Dumfries,  is  vice-president;  Dr. 
James  L.  White,  secretary,  and  Dr.  Peter 
Mitsopoulos,  Woodbridge,  treasurer. 

Fourth  District  Medical  Society. 

Dr.  Gordon  W.  Birdsong,  Franklin,  has 
been  elected  president  of  this  Society. 

Southern  Medical  Association. 

Dr.  Albert  C.  Esposito,  Huntington,  W. 
Va.,  has  been  installed  as  president  of  the 
Southern  Medical  Association,  succeeding 
Dr.  J.  Leonard  Goldner,  Durham,  N.  C. 
Dr.  J.  Hoyle  Carlock,  Ardmore,  Okla.,  was 
named  president-elect.  Dr.  Jerome  E. 
Adamson,  Norfolk,  was  named  new  Coun- 
cilor from  Virginia  for  a term  of  five  years. 

Stoneburner  Lecture  Series. 

The  24th  Annual  Stoneburner  Lecture 
Series  will  be  held  at  the  Medical  College  of 
Virginia  February  2 5-26.  The  Medical 
Problems  of  Adolescence  will  be  the  subject 
for  this  series,  and  the  Stoneburner  Lecturer 
will  be  Dr.  John  F.  Crigler,  Associate  Profes- 
sor of  Pediatrics,  Children’s  Hospital  Medi- 
cal Center,  Harvard  University. 

Dr.  George  M.  Caldwell, 

Christiansburg,  has  been  recognized  by 
the  National  Council  of  Pi  Kappa  Phi  Fra- 
ternity for  his  50  years  as  a member. 

Dr.  John  Wyatt  Davis,  Jr., 

Lynchburg,  has  completed  his  sixth  year 
as  National  Advisor  for  the  American  As- 
sociation of  Medical  Assistants  and  in  recog- 
nition of  his  services  has  been  awarded  an 
Honorary  Life  Membership  in  the  AAMA. 

Gill  Memorial  Spring  Congress. 

The  43  rd  Annual  Spring  Congress  of  the 
Gill  Memorial  Hospital,  Roanoke,  will  be 
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held  April  4-7,  1971.  Guest  lecturers  are: 
Drs.  Sidney  Busis,  University  of  Pittsburgh; 
Jerri  Cherry,  Vanderbilt  University;  David 
Myers,  Presbyterian  Hospital,  Philadelphia; 
Eugene  Myers,  University  of  Pennsylvania; 
William  Saunders,  Ohio  State  University; 
George  E.  Shambaugh,  Jr.,  Northwestern 
University;  Harold  F.  Falls,  University  of 
Michigan;  Albert  E.  Sloane,  Harvard  Medi- 
cal School;  Suzanne  Veronneau  Troutman, 
New  York  Eye  and  Ear  Infirmary;  Gunter 
K.  vonNoorden,  Johns  Hopkins  University; 
and  Richard  C.  Troutman,  State  University 
of  New  York. 

The  Virginia  Association  of  Medical  As- 
sistants 

Held  a mid-summer  Board  Meeting,  Au- 
gust 16,  1970,  in  Richmond.  Mrs.  Jean  Pair, 
the  president,  and  her  committees  are  cer- 
tainly working  hard  to  upgrade  and  enlarge 
the  membership  as  well  as  the  educational 
facilities  of  this  organization. 

Eight  members  attended  the  Fourteenth 
Annual  Convention  of  the  American  Asso- 
ciation of  Medical  Assistants,  October  28- 
31,  held  in  Des  Moines.  This  meeting  was 
both  stimulating  and  gratifying  to  the  Vir- 
ginia Chapter  as  the  President  of  AAMA 
was  Mrs.  Ruth  Dize  of  Norfolk,  and  Mrs. 
Lonie  Kanak,  Richmond,  is  a member  of 
the  Board  of  Trustees.  There  were  aproxi- 
mately  680  girls  registered  for  this  meeting. 

The  Virginia  Chapter  held  its  Tenth  An- 
nual Educational  Seminar  in  Petersburg, 
November  14-15,  with  an  attendance  of  82, 
the  largest  in  its  history.  The  theme  of  this 
Seminar  was  "Educational  Potpourri”  which 
covered  subject  of  Cardiac  Pulmonary  Re- 
suscitation, Psychiatry,  the  Virginia  medical 
assistant  program  regarding  Blue  Shield  and 
other  insurance  carriers,  filing,  a Certified 
Medical  Assistant  Mini  Test  on  which  the 
girls  made  good  grades.  The  meeting  ended 
with  a stimulating  talk  entitled  "Reach  to 
Recovery”  presented  by  a volunteer  worker 
in  the  program  which  deals  with  personal 
contact  between  members  of  this  organiza- 


tion who  have  had  malignancy  of  the  breast 
with  patients  who  are  either  in  the  hospital 
or  recently  returned  home  following  such 
surgery. 

Financially,  the  Virginia  Chapter  is  in 
good  condition  with  a substantial  increase  in 
membership.  The  next  Board  Meeting  will 
be  in  Richmond  in  February  and  plans  are 
well  on  the  way  for  the  1971  Annual  Scien- 
tific Assembly  of  VAMA,  to  be  held  in 
Richmond,  May  7-9. 

Doctors — We  could  not  operate  our  of- 
fices so  efficiently  without  the  help  of  these 
girls  and  they  deserve  our  whole-hearted 
support  both  with  encouragement  in  mem- 
bership and  attendance  at  the  meetings.  Let’s 
each  of  us  take  more  interest  in  this  organi- 
zation, urge  our  office  personnel  to  join  and 
promise  them  assistance. 

Dr.  Singer,  advisor  from  Richmond, 
stressed  an  important  point.  It  is  much  bet- 
ter to  allow  these  girls  time  off  and  pay  their 
dues,  local,  state,  and  national,  as  well  as 
their  expenses  to  these  meetings,  which  is 
all  Tax  Deductible , and  would  be  much 
more  acceptable  to  the  members  than  an 
increase  in  salary  for  which  they  would  have 
to  pay  more  income  tax  to  the  government. 

John  Wyatt  Davis,  Jr.,  M.D. 

Coronary  Concern? 

Want  half  of  your  time  for  relaxation? 
Need  general  practitioner  to  join  progressive 
group  of  four  general  practitioners,  office 
and  hospital  practice.  Good  salary,  leading 
to  partnership.  Located  in  beautiful  Poto- 
mac Highlands.  Call  304-257-8216,  Lysle 
T.  Veach,  M.D.,  124  Pine  Street,  Peters- 
burg, West  Virginia  26847.  ( Adv .) 

Licensed  Physicians  Wanted. 

Full  time  licensed  staff  physicians  to  as- 
sociate with  a 300-bed,  JCAH  approved, 
geriatric  and  respiratory  diseases  State  hos- 
pital. Excellent  living  accommodations  and 
other  generous  fringe  benefits.  For  addi- 
tional information,  write  or  call  Charles  W. 
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fepanilTen-ta 

® (continuous  release  form) 

liethylpropion  hydrochloride,  N.  F.) 
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works  on  the  appetite 
iot  on  the' nerves’ 


^hen  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
nport  for  the  weight  control  program  you  recommend. 
I -’ANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
l<s.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tbly  low  incidence  of  CNS  stimulation. 


Z troindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
hd  rug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

K ning;  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
P'ents  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
P irst  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

A erse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
p'  sont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
It  jlotively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
3 sionolly  couse  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  ond  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  on  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  ond  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  morrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
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DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


recommended. 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Amlnophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 
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(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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Scott,  M.D.,  Burkeville,  Virginia  23922. 
Phone  767-5  5 26.  (Adv.) 

Internist,  Ophthalmologist,  Surgeon 
Wanted 

For  new  medical  building  in  growing  area 
near  Alexandria,  Virginia.  Four  floors,  park- 
ing and  attractive  setting.  Contact  Ben  D. 


Obituary . . . . 


Dr.  Kenneth  Dawson  Graves, 

Roanoke,  died  December  31,  at  the  age 
of  seventy-nine.  Ffe  suffered  a heart  attack 
and  died  about  an  hour  after  completing  his 
morning  visits  at  Community  Hospital  of 
Roanoke  Valley.  Dr.  Graves  was  a graduate 
of  the  Medical  College  of  Virginia,  class  of 
1914.  He  was  secretary-treasurer  of  the 
State  Board  of  Medical  Examiners  for  thir- 
teen years,  retiring  in  1960.  Dr.  Graves  had 
been  a member  of  The  Medical  Society  of 
Virginia  for  fifty-six  years. 

Two  daughters  survive  him. 

Dr.  John  William  Sliawver, 

Tazewell,  died  December  7,  after  a short 
illness.  He  was  seventy-seven  years  of  age 
and  a graduate  of  the  Medical  College  of 
Virginia  in  1920.  Dr.  Shawver  has  prac- 
ticed in  Tazewell  for  almost  fifty  years.  He 
was  a Fifty  Year  Member  of  The  Medical 
Society  of  Virginia. 

His  wife  and  a daughter  survive. 

Dr.  Russell  Edward  Reid, 

Newport  News,  died  December  17,  at  the 
age  of  sixty-three.  He  was  a graduate  of 
Meharry  Medical  School  in  1934  and  had 
practiced  in  Newport  News  for  thirty-five 
years.  Dr.  Reid  was  a member  of  The  Med- 
ical Society  of  Virginia. 

Two  daughters  survive  him. 


Wilmot,  M.D.,  1451  Belle  Haven  Road,  Al- 
exandria, Virginia  22307.  (Adv.) 

Stuart  County  Medical  Society. 

Dr.  W.  Nash  Thompson  has  been  elected 
president  for  1971 ; Dr.  E.  T.  McNamee,  Jr., 
vice-president,  and  Dr.  Manuel  E.  Tayko, 
secretary-treasurer. 


Dr.  Cox. 

As  it  must  to  all  men,  on  November  10,  1970, 
death  came  to  Dr.  Russell  Mills  Cox  of  Portsmouth, 
excellent  physician,  excellent  colleague,  excellent  citi- 
zen, excellent  gentleman,  and  staunch  friend. 

Dr.  Cox  was  born  in  Freemont,  North  Carolina. 
He  came  to  reside  in  Portsmouth  following  gradua- 
tion from  the  University  of  Pennsylvania  Medical 
School  and  for  48  years  practiced  the  specialty  of 
pediatrics.  He  is  survived  by  his  widow,  a son,  Dr. 
Harry  D.  Cox,  a daughter,  a sister,  and  eight  grand- 
children. 

The  attributes  credited  to  Dr.  Cox  are  legion  and 
too  many  to  list  in  this  short  space.  He  was  First 
Citizen  of  Portsmouth,  long  time  active  Rotarian, 
Founder  of  the  Portsmouth  Academy  of  Medicine, 
Secretary  of  the  Virginia  Board  of  Medical  Exam- 
iners, and  a member  of  the  National  Board  of  Medi- 
cal Examiners.  For  years  he  was  the  school  physi- 
cian for  his  city  and  was  instrumental  (and  usually 
the  motivating  force)  in  the  formation  of  various 
children’s  clinics.  Not  the  least  among  his  achieve- 
ments were  active  participation  in  the  Trinity  Epis- 
copal Church  and  the  Salvation  Army.  He  also 
served  as  President  of  the  Portsmouth  Community 
Chest. 

Dr.  Cox  possessed  a deep  resonant  voice  and  he  used 
it  always  toward  good  causes,  especially  in  medical 
debate.  Possessing  a keen  mind,  blessed  with  good 
common  sense,  and  ingrained  with  a sense  of  duty 
for  justice  and  honorableness,  he  will  be  missed  by  our 
Society  and  by  all  practitioners  who  knew  him.  Not 
only  did  he  champion  big  causes,  but  he  was  ever 
alert  and  present  whenever  and  wherever  he  was 
needed  regardless  of  how  trivial  and  insignificant  the 
circumstances. 

A giant  among  men  and  physicians  is  dead.  We  will 
not  see  his  likeness  again. 

Therefore,  be  it  resolved,  that  this  resolution 
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be  spread  upon  the  permanent  minutes  of  this  Society 
and  that  copies  be  sent  to  the  bereaved  family  and  the 
Virginia  Medical  Monthly  for  publication. 

K.  K.  Wallace,  M.D. 

William  S.  Hotchkiss,  M.D. 

Walter  P.  Adams,  M.D.,  Chairman 

Dr.  Har  ris. 

Dr.  Jack  Hawley  Harris  died  at  the  age  of  80, 
having  lived  a long  and  useful  life  devoted  to  service. 
Thirty-three  years  were  spent  in  the  Navy  and  eleven 
years  as  Director  of  the  Norfolk  City  Venereal  Dis- 
ease Program. 

He  graduated  from  the  Jefferson  Medical  College 
in  Philadelphia.  His  Naval  career  began  in  1914; 
during  World  War  I he  was  awarded  a silver  star 
and  received  other  commendations  from  the  Secretary 
of  the  Navy.  During  World  War  II  he  became  post 
medical  officer  of  the  Fifth  Naval  District.  After  his 
honorable  discharge  from  the  Navy,  he  made  Norfolk 
his  permanent  home  and  devoted  his  energies  to  pub- 
lic health  problems,  first  as  a clinician  and  then  as 
Director  of  the  Norfolk  Venereal  Disease  Control 
Program  from  1946  to  1957,  when  ill  health  forced 
his  retirement. 

During  his  tenure  as  Director  he  was  quick  to 
adopt  the  rapid  changes  which  occurred  in  the  diag- 
nosis and  treatment  of  the  venereal  diseases  and  to 
institute  some  research  projects.  He  also  successfully 
devoted  much  of  his  time  toward  the  elimination  of 


organized  prostitution  which,  he  felt,  was  a breeding 
ground  for  perpetuation  of  the  venereal  diseases. 

His  death  removed  a highly  cultured  and  useful 
citizen  from  our  midst.  Double  tragedy  struck  his 
family;  his  widow  followed  him  in  death  two  weeks 
later. 

Therefore,  be  it  resolved,  that  this  resolution 
become  a part  of  the  minutes  of  the  Norfolk  County 
Medical  Society,  and  that  a copy  be  sent  to  his  daugh- 
ter to  whom  the  Society  extends  its  deepest  sympathy. 

Charles  W.  Anderson,  M.D. 

Gordon  B.  Tayloe,  M.D. 

Harry  Pariser,  M.D.,  Chairman 

Dr.  Joyner. 

Whereas,  in  the  passing  of  Dr.  George  Richardson 
Joyner  on  November  20,  1970,  this  Society,  the 
medical  profession  in  general,  his  host  of  friends  in 
this  community  and  his  family  have  sustained  a great 
and  irreparable  loss,  not  only  in  his  services  to  his 
many  patients  but  also  in  his  wise  advice,  cheerful 
personality  and  keen  interest  in  his  family,  friends 
and  persons  of  all  walks  of  life,  and, 

Whereas,  it  is  the  desire  of  this  Society  to  express 
its  grief  and  great  sensation  of  loss, 

Therefore,  be  it  resolved  by  the  Tri-County 
Medical  Society  in  this,  its  regular  quarterly  meeting, 
that  this  Society  go  on  record  as  passing  unanimously 
this  resolution  honoring  his  memory. 
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gesic . . . provides  effective  analgesia  and  relief  of  associated  muscle  spasm 


» 

j. 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine.  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  rec- 
ommended that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon®). 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazard  to 
the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established;  therefore,  the  physician  must  weigh  the 
benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders  It  should  also  be  used  with  caution  in  patients  with  tachycardia. 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  increased  intraocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequently 
an  elderly  patient  may  experience  some  degree  of  confusion  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  These 
mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  been 
reported.  No  causal  relationship  has  been  established 
Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily. 
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(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg  . phenacetin,  160  mg.,  caffeine,  30  mg.) 


the  versatile  analgesic 


DOCTORS: 

ADMINISTRATORS: 


Terrace  Hill  . . . An  Extended 
Care  Facility  Accredited  by 
the  J.C.A.H.  and  Approved 
Medicare. 


Within  9 minutes  from  any  local  hospital 

• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  • Activities 

• Trained  Dietitian  • Male  Orderlies 

• Air-Conditioned  Rooms 

Administrator 

" Understanding  Care” 

Terrace  Hill  Nursing  Home,  *c 

2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 


Member 


by 


In  compliance  with  the  Civil  Rights  Act  of  1964 

Accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  an 
Extended  Care  Facility. 

John  P.  Pate 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle  RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 
William  W.  Martin,  Jr.,  M.D. 
James  R.  Wickham,  M.D. 

Obstetrics  and  Gynecology : 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 

Pediatrics: 

Edward  G.  Davis,  Jr.,  M.D. 
Thomas  P.  Overton,  M.D. 
Albert  S.  Thompson,  Jr.,  M.D. 
Edward  J.  Wiley,  M.D. 

Ophthalmology,  Otolaryngology: 

Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 


Anesthesiology : 

William  B.  Moncure,  M.D. 
Heth  Owen,  Jr.,  M.D. 

Surgery : 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 
Wyatt  S.  Beazley,  III,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 

Roentgenology  and  Radiology: 
Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

James  W.  Proffitt,  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Director: 

Charles  C.  Hough 
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ugine,  THE  MEDICAL  SOCIETY  OF  VIRGINIA 

u week  ORIENT  ADVENTURE  vacation  costs  less 

In  tourist  class  air  fare  to  the  same  destinations  yet  includes  

he  best  DELUXE  HOTELS 

•WO  gourmet  meals  per  day  at  a selection  of  finest  restaurants 

lirect  WORLD  AIRWAYS  707  private  jet 

ive  ORIENT  ADVENTURE  hosts  to  assist  you 

RANSFERS  OF  ALL  BAGGAGE  — 100  pounds  baggage  allowance 

>lus  many  other  special  features 

JOY  seven  days  in  TOKYO  — seven  days  in  HONG  KONG 
I ional  trips  to  Kyoto  and  Bangkok. 

HENT  ADVENTURE  is  YOUR  vacation  . . . 
iitsee  . . . shop  . . . golf . . . nightclub  . . . relax 
ire  is  absolutely  NO  REGIMENTATION. 

IVER  has  there  been  a vacation  value  like  our  ORIENT  ADVENTURE. 


ETURN  THIS  COUPON  NOW! 

n to:  The  Medical  Society  of  Virginia 
4205  Dover  Road 
Richmond,  Virginia  23221 

C'sed  is  my  check  for  $ ($100  per  person) 

(KENT  ADVENTURE  deposit 

IE 


STATE 


PHONE 


E YOUR  RESERVATIONS  EARLY  — 
'/?E  STRICTLY  LIMITED! 


Orient 

Adventure 

$898 


(Plus  $35.00  tax 
and  service) 


THE  MEDICAL  SOCIETY  OF  VIRGINIA 
DEPARTING  RICHMOND 
May  26,  1971 


Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 

An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

George  S.  Fultz,  Jr.,  M.D.  James  Asa  Shield,  Jr.,  M.D. 

Catherine  T.  Ray,  M.D. 


Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 
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in  cardiac  edema 


gets  the  water  out 
spares  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 
Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK 

SK&F  Co.,  Carolina,  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 
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Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 
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New  Nilcol- 
A Comprehensive 
Formula: 

DESCRIPTION  Contents  in  mg 

Elixir- 
each 
Tablet  15  ml 

phenylpropanolamine  HCI  . . 50  25 

chlorpheniramine  maleate  . . 4 2 

glyceryl  guaiacolate 200  100 

dextromethorphan  HBr 30  15 

alcohol 10% 

The  scored,  elliptical  tablet  is  light 
violet.  The  elixir  is  deep  violet  in  color 
and  grape-flavored. 

ACTIONS  Each  component  of  Nilcol  has 
been  selected  to  provide  symptomatic  re- 
lief of  congestion  and  cough  in  upper 
respiratory  disorders. 

Phenylpropanolamine  hydrochloride  is 
a vasoconstrictor  which  reduces  conges- 
tion of  the  nasopharyngeal  mucosa. 
Chlorpheniramine  maleate,  a widely  used 
antihistamine,  helps  to  control  allergic 
symptoms.  The  expectorant  is  glyceryl 
guaiacolate  which  helps  to  increase  the 
secretion  and  decrease  the  viscosity  of 
fluids  of  the  respiratory  tract.  Dextro- 
methorphan is  a well-known,  centrally 
acting  antitussive.  Nilcol  may  minimize 
the  need  for  topical  decongestants. 
INDICATIONS  Nilcol  is  indicated  for 
nasal  and  bronchial  congestion;  coughs 
and  other  symptoms  of  respiratory  infec- 
tions including  influenza  and  the  com- 
mon cold;  other  respiratory  conditions 
such  as  sinusitis,  allergic  rhinitis  or  hay 
fever. 

CONTRAINDICATION  Hypersensitivity 
to  any  ingredient. 

PRECAUTIONS  Because  of  the  possibility 
of  drowsiness,  patients  should  be  cau- 
tioned against  driving  and  operating 
machinery.  Administer  with  caution  to  pa- 
tients with  hyperthyroidism,  hypertensive 
cardiovascular  disease,  diabetes  mellitus 
and  liver  disease.  Use  in  pregnancy  is  not 
recommended. 

ADVERSE  REACTIONS  Anxiety,  restless- 
ness, tension,  insomnia,  tremor,  weakness, 
headache,  vertigo,  sweating,  nausea, 
and  vomiting  may  possibly  occur. 
SUPPLIED  Tablets  in  bottles  of  100.  Elixir 
in  bottles  of  32  fl  oz  (1  qt)  with  dosage 

CUpS.  N-GP-11-4C 

WARN  ER  - CHILCOTT 

Morris  Plains,  New  Jersey  07950 


This  is  a test  of  this  publication’s  advertising  “Exposure.”  Please  see  below. 

Introducing 
The  Fully  Therapeutic 
Age-Calibrated  Non-Narcotic 
Cough/Cold  Formula... 

For  Any  Member  Of The  Family* 

' *Not  tor  infants  under  2 years  of  age. ' 

^ew  Ni  Icol  Tablets 


Elixir 


| Dch  scored  tablet  contains:  Phenylpropanolamine  HCI  50  mg.  Chlorpheniramine  maleale  4 mg.  Glyceryl  guaiacolate  200  mg.  Dextromethorphan  HBr  30  mg. 
tch  15  ml  of  elixir  contains:  Phenylpropanolamine  HCI  25  mg.  Chlorpheniramine  maleote  2 mg.  Glyceryl  guaiacolate  100  mg.  Dextromethorphan  HBr  15  mg,  alcohol  10%. 

An  Expectorant  • An  Antihistamine 
A Decongestant  • A Non-  Narcotic  Antitussive 

For  a complimentary  package,  send  your  Rx  with  the  name  Nilcol  written  on  it  to: 

Warner-Chilcott  Laboratories,  201  Tabor  Road,  Morris  Plains,  New  Jersey  07950. 

Att:  M.  Adams,  St.J. 


tJ 

'S-1 


youngsters  6 to  1 2 


grown-ups 


Delicious, 

rape-Flavored 

Elixir 


4. 


[ (4  days  — 
nCj/aste  therapy) 


t 

5 ml  (1  tsp) 

10  ml  (2  tsp) 

3oz 

6oz 

% 

St 

% 

80Z 

16  oz 

tPlus  “Age-Calibrated"  Medicine  Cup  for  Precision-Assured  Dosage. 


Yes,  Kolantyll 

Kolantyl  Gel/  Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


The  Wm.  S.  Merrell  Company 

Merrell  ) Division  of  Richardson-Merrell  Inc. 
^ Cincinnati,  Ohio  45215 


THE  LANCASHIRE 

Kilmarnock.  Virginia  22482 — Tel.  435-1684 

Professional  Skilled  Mursing  Care 
Under  the  Supervision  of  the  Patient’s  Oicn  Physician 

NEWLY  CONSTRUCTED 


Medicare  Approved 
Medicaid  Approved 
Licensed  ; State  of  Virginia 
24  Hour  Nursing  Care 
Private  and  Semi-Private  Rooms 


Physical  Therapy 
Fire  Proofing 
Barber  and  Beauty  Shop 
Air  Conditioning 
/ ■ If  l,  i Intermediate  Care  Wing 


An  affiliate  of  Progressive  Care,  Inc.,  Richmond,  Virginia 
Member,  Virginia  and  American  Nursing  Home  Association 

Richmond  Tel. — 353-6669 


BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 

Accredited  by  the  Joint  Commission  on  Accreditation  & Approveo  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive).  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jose  A.  Montes,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 
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Fourth  Decade  of  Nursing 


by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

MRS.  PLYLER’S 
NURSING  HOME 

GENE  CLARK  REGIRER  (1912-1962) 
A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  353-3981 


THE  MEDICAL  SOCIETY  OF  VIRGINIA 

Sponsored  and  Approved  Group  Insurance  Plans 
DISABILITY  INCOME  — GUARANTEED  RENEWABLE  TO  AGE  65 
DAILY  IN-HOSPITAL  INCOME  — GUARANTEED  ISSUE 
PROFESSIONAL  OVERHEAD  EXPENSE 
MAJOR  HOSPITAL  NURSING 
Group  Insurance  Exclusively 

DAVID  A.  DYER  INSURANCE  AGENCY,  ADMINISTRATOR 

Medical  Arts  Building  — Roanoke,  Virginia 
Phone  (collect)  344-5000  for  complete  details 
FRED  W.  HALL,  Associate 

8924  Orange  Hunt  Lane,  Annandale,  Va.  461  -8087 
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Gill  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 


STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Scott  W.  Little 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Charles  T.  Akers,  Jr. 
Administrator 


A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology.  Otolaryngology, 
Surgery  for  Deafness,  Rhinoplastic  Sur- 
gery, Bronchoscopy  and  Esophagoscopy. 


Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance. 

For  further  information,  address: 

Administrator.  Box  1789,  Roanoke,  Virginia  24008 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy,  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities 
and  outings.  The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  8 5 acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  [1]  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

[2]  Samuel  N.  Workman,  M.D.  [3]  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 
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ST.  ELIZABETH’S  HOSPITAL 


James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 

James  W.  Pancoast,  M.D. 

General  Surgery  and  Gynecology 

Leroy  Smith,  M.D. 

Plastic  Surgery 

L.  O.  Snead,  Jr.,  M.D. 

Radiology 

O.  Christian  Bredrup,  Jr.,  M.D. 
Radiology 


617  West  Grace  Street 
Richmond,  Virginia 
Established  1912 

Austin  I.  Dodson,  Jr.,  M.D. 
Urology 

J.  Edward  Hill,  M.D. 

Urology 

William  T.  Stuart,  M.D. 

Urology 

Clarry  C.  Trice,  M.D. 

General  Medicine 

George  W.  Reese,  Jr.,  M.D. 
Internal  Medicine 


Elmer  S.  Robertson,  M.D. 
Internal  Medicine 

Gladstone  E.  Smith,  Jr.,  M.D. 
Pathology 

Ronald  K.  Davis,  M.D. 

General  Surgery  & Gynecology 

Edward  A.  Zakaib 
General  Medicine 


Jack  A.  Peters,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 


ST.  LUKE'S  HOSPITAL  McGUIRE  CLINIC  Inc. 

Established  1882  Established  1923 

Hunter  H.  McGuire,  M.D.  Stuart  McGuire,  M.D. 

1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Webster  P.  Barnes,  M.D. 
John  H.  Reed,  Jr.,  M.D. 
Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Endoscopy,  Thoracic  & Vascular 
Surgery 

Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 


Internal  Medicine 

John  P.  Lynch,  M.D. 
William  H.  Harris,  Jr.,  M.D. 
John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
Alice  V.  Thorpe,  M.D. 

David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 
W.  Wayne  Key,  Jr.,  M.D. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  P.  King,  M.D. 

Isotopes 
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Remember  when 
you  went  to  Peoples 
in  a horse  and 
buggy  to  get  a 
prescription  filled? 
We  do. 


120  million  prescriptions  later ; Peoples  still  remembers  that  all 
prescriptions  must  be  filled  one  at  a time. 


Since  1905,  all  Peoples  Drug  Stores  have 
filled  more  than  one  hundred  twenty  million 
prescriptions.  We  can’t  help  but  mark  this 
impressive  number  with  some  justifiable  pride. 
We  think  it’s  a real  tribute  to  peoples’  con- 
fidence in  Peoples. 

We  remember  those  horse-and-buggy  days. 
Of  course,  many  things  have  changed.  The 


drug  industry  has  come  a long,  long  wav.  The 
skills  of  the  prescribing  physician  have  be- 
come much  more  sophisticated.  But,  one  thing 
has  remained  constant.  A pharmacist  still 
fills  every  prescription— one  at  a time.  For, 
the  next  prescription  we  fill  for  you  is  every 
bit  as  important  as  all  120  million  that  came 
before. 


PRESCRIPTION  DRUG  STORES 


IF  YOU  HAVE  CHILDREN  ASK  FOR  A ’’SAFETY  CAP"  CONTAINER  WHEN  PEOPLES  DRUG  FILLS  YOUR  PRESCRIPTIONS. 
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The  concert  was  fust  underway, 
When  to  the  conductor’s  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear, 

The  maestro  no  longer  could  stay. 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8 '/«. 


/HfROBINS 

A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job  , . . 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 
K combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
K GI  hypermotility  and  help  relieve  the  distressing  discomforts 
K which  so  often  accompany  diarrhea.  Certainly  it's  less 
B expensive  and  more  convenient  than  taking  two  medications. 

And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 
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At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.1 
Why?  It  may  be  signifi- 


cant that  duodenal  ulcer 


patients  tend  to  crave 
| recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”2 


Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”2 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”3 


Big  boys  don’t  cry.  If  more  men  c j, 
maybe  fewer  would  wind  up  with  duochi 
ulcers.  But  men  will  be  men— the  sum  tot  x 
their  genes  and  what  (k 
are  taught.  Schottsidi 
observes  that  wb  j 
mother  admonishes) 
son  who  has  hurt  him! 
that  big  boys  don’t  cr  h 
is  teaching  in  1 
stoicism.4  Crying  ;li 
negation  of  every  :« 
society  thinks  of  as  rr  lj 
A boy  starts  defendii  hi 
manhood  at  an  earl;  gi- 


ll 


Take  away  s a 
you  can  take  away  symp  it| 

There  is  no  question  that  stress  p $ 
role  in  the  etiology  of  duodenal  :el 
Alvarez5  observes  that  many  a man  wjal 
ulcer  loses  his  symptoms  the  day  he  sh  :i 
the  office  and  starts  out  on  a vacatioi  III 
problem  is,  the  type  of  man  likely  to  h,  isf 
ulcer  is  the  type  least  likely  to  tak  oij 


vacations  or  take  it  easy  at  work. 


Jit  It 

L 


■pm 


The  rest  cure  vs.  the  two-way  acii n 

- 

Librax."  For  most  patients,  the  rest  f 
as  unrealistic  as  it  is  desirable.  St-  t 
stress  factor  must  be  dealt  with.  Ar'N 
is  where  the  dual  action  of  adjunctive 
can  help.  Librax  is  the  only  drug  thfffl 


b 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrc 
et  al.  (eds.) : Harrison’s  Principles  of  Internal  M( 
6,  New  York,  McGraw-Hill  Book  Company,  197i 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  • 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  1 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Sc 
W.  W.:  Psycho  physiologic  Approach  in  Medico  \ 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  11 
5.  Alvarez,  W.  C.:  The  Nejiroses,  Philadelphia, 
Saunders  Company,  1951,  p.  384. 
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'ines  the  tranquilizing 
iption  of  Librium® 
chlordiazepoxide 
I! Cl)  with  the  potent 
jhticholinergic 
jction  of  Quarzan 
ilidinium  Br). 


Protects  man  from  his  own  hungry  per- 

‘•nality.  The  action  of  Librium  reduces 
axiety — helps  protect  the  vulnerable  patient 
i om  the  psychological  overreaction  to  stress 
t at  clutches  his  stomach.  At  the  same  time, 
t e action  of  Quarzan  helps  quiet  the  hyper- 
itive  gut,  decreasing  hypermotility  and 
Lpersecretion. 

An  inner  healing  environment  with  1 
c 2 capsules,  3 or  4 times  daily.  Of  course, 
tere’s  more  to  the  treatment  of  duodenal 
veer  than  a prescription  for  Librax.  The  pa- 
t ‘nt — with  your  guidance — will  have  to  ad- 
j st  to  a different  pattern  of  living  if  treat- 
ment is  to  succeed.  During  this  adjustment 
priod,  1 or  2 capsules  of  Librax  3 or  4 times 
dily  can  help  establish  a desirable  environ- 
n 'lit  for  healing. 

Librax:  It  can’t  change  man’s  nature. 
Eit  it  can  usually  make  it  easier  for  men  to 
ciie  with  the  discomfort  of  stress— both 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/ or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 


p;chic  and  gastric — that  can  precipitate 
a cl  exacerbate  duodenal  ulcer. 

Lirax:  Rx  #60  1 cap.  a.c.  and  2 h.s. 


in  the  treatment  of 
duodenal  ulcer 

adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton5  chlorthalidone  usp 

Makes  water,  not  waves. 


iMSIlyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
jur  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

nrpn*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
lypeiensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
iou4be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
rto  ion)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
ipplnents  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
tsi  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
ci|or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
nd  jaring  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
itia  1 cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

• Ju  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
u'rj  nation  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
nalhce,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
itatjim  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
itiei  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 

‘ re  a,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
tpot  sion.  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
i "rr  cy topenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
icr  mis  when  epigastric  pain  or  unexplained  G I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
mp  nds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
ly.fp  Supplied:  White,  single- scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
e thi  mplete prescribing  information. 

EI&  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  Hy. 


Yes,  Kolantyl. 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 

i 

C- The  Wm.  S.  Merrell  Company 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

' Cincinnati,  Ohio  45215 


lieved  with 

EASURIN  q.  8h.  dosage 


)ouble-strength  Measurin  timed-release  aspirin  offers  a new 
ind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
as  over  6,000  microscopic  reservoirs  that  release 
ispirin  at  a controlled  rate— some  right  away  and  some 
ater  on.  This  means— fast  relief,  followed  by  long 
isting  relief.  Throughout  the  day,  Measurin 
ives  your  patients  freedom  from  a 4-hour  dosage 
hedule.  Measurin  can  help  your  patients  get 
good  night’s  sleep,  uninterrupted  by  the  need  for 
extra  dose  of  aspirin.  And,  taken  at 
dtime,  it  also  helps  ease  morning  joint 
tscomfort  and  stiffness. 


r Professional  Samples  write: 
jeon  Laboratories  Inc. 
mple  Fulfillment  Division 
I).  Box  141 
jrview,  N.J.  07022 


REON 


BREON  LABORATORIES 


• Park  Avenue,  New  York,  N.Y.  10016 
l bsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


This  photograph  in  no  way  implies 
an  endorsement  of  Norgesic  by  Jerry  Quarry 


MKS 


Norgesic...the  versatile  analgesic 
provides  effective  analgesia  and 
relief  of  associated  muscle  spasm 


offers  fast  onset  of  symptomatic  relief 
produces  a high  level  of  analgesia 
affords  sustained  pain  relieving  action 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine.  Norgesic  should  not  be  used  in 
patients  with  glaucoma  pyloric  or  duodenal  obstruction  achalasia  prostatic  hypertrophy  or  obstructions  at  the 
bladder  neck  Norgesic  is  also  contraindicated  in  patients  with  myasthenia  gravis  and  in  patients  known  to  be 
sensitive  to  aspirin  phenacetin  or  caffeine 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  prop- 
oxyphene concurrently,  it  is  recommended  that  Norgesic  not  be  given  in  combination  with  propoxyphene 

(Darvon) 

Warnings:  USE  IN  PREGNANCY  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in 
the  child-bearing  age  has  not  been  established  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits 
of  the  drug  be  weighed  against  its  possible  hazard  to  the  mother  and  child 

USE  IN  CHILDREN  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established  therefore,  the 
physician  must  weigh  the  benefits  against  the  potential  hazards 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity. 
Caution,  therefore  should  be  exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders  It  should 
also  be  used  with  caution  in  patients  with  tachycardia 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild 
anticholinergic  agents  These  may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention  dry  mouth 
blurred  vision,  dilatation  of  the  pupil,  increased  intraocular  tension,  weakness,  nausea  vomiting,  headache 
dizziness,  constipation  drowsiness,  and  rarely,  urticaria  and  other  dermatoses  Infrequently  an  elderly  patient 
may  experience  some  degree  of  confusion  Mild  central  excitation  and  occasional  hallucinations  may  be  ob- 
served These  mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage  One  case  of  aplastic  anemia 
associated  with  the  use  of  Norgesic  has  been  reported  No  causal  relationship  has  been  established 
Dosage  and  Administration:  Adults  — 1 to  2 tablets  3 to  4 times  daily 


Riker  Laboratories,  Inc. 


NORTHRIOGE.  CALIFORNIA  91324 


PRIlflER’ 

PLUS 

FlBKoplast 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


• ••  Edward  Taylor  Ltd.  ••••. 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name M.D. 

Address  

City  

State Zip 


New  Nilcol- 
A Comprehensive 
Formula: 

DESCRIPTION  Contents  in  mg 

Elixir- 
each 
Tablet  15  ml 

phenylpropanolamine  HCI  . . 50  25 

chlorpheniramine  maleate  4 2 

glyceryl  guaiacolate 200  100 

dextromethorphan  HBr 30  15 

alcohol 10% 

The  scored,  elliptical  tablet  is  light 
violet.  The  elixir  is  deep  violet  in  color 
and  grape-flavored. 

ACTIONS  Each  component  of  Nilcol  has 
been  selected  to  provide  symptomatic  re- 
lief of  congestion  and  cough  in  upper 
respiratory  disorders. 

Phenylpropanolamine  hydrochloride  is 
a vasoconstrictor  which  reduces  conges- 
tion of  the  nasopharyngeal  mucosa. 
Chlorpheniramine  maleate,  a widely  used 
antihistamine,  helps  to  control  allergic 
symptoms.  The  expectorant  is  glyceryl 
guaiacolate  which  helps  to  increase  the 
secretion  and  decrease  the  viscosity  of 
fluids  of  the  respiratory  tract.  Dextro- 
methorphan is  a well-known,  centrally 
acting  antitussive.  Nilcol  may  minimize 
the  need  for  topical  decongestants. 
INDICATIONS  Nilcol  is  indicated  for 
nasal  and  bronchial  congestion,-  coughs 
and  other  symptoms  of  respiratory  infec- 
tions including  influenza  and  the  com- 
mon cold;  other  respiratory  conditions 
such  as  sinusitis,  allergic  rhinitis  or  hay 
fever. 

CONTRAINDICATION  Hypersensitivity 
to  any  ingredient. 

PRECAUTIONS  Because  of  the  possibility 
of  drowsiness,  patients  should  be  cau- 
tioned against  driving  and  operating 
machinery.  Administer  with  caution  to  pa- 
tients with  hyperthyroidism,  hypertensive 
cardiovascular  disease,  diabetes  mellifus 
and  liver  disease.  Use  in  pregnancy  is  not 
recommended. 

ADVERSE  REACTIONS  Anxiety,  restless- 
ness, tension,  insomnia,  tremor,  weakness, 
headache,  vertigo,  sweating,  nausea, 
and  vomiting  may  possibly  occur. 
SUPPLIED  Tablets  in  bottles  of  100.  Elixir 
in  bottles  of  32  fl  oz  (1  qt)  with  dosage 

CUpS.  N-GP-U-4C 

WARN  ER  - CHILCOTT 

Morris  Plains,  New  Jersey  07950 


This  is  a test  of  this  publication’s  advertising  “Exposure.”  Please  see  below. 

Introducing 
The  FullyTherapeutic 
Age-Calibrated”  Non-Narcotic 
Cough/Cold  Formula... 

For  Any  Member  Of  The  Family* 

*Not  for  infants  under  2 years  of  age. 


ew 


NilCOl^blets/Elixir 

och  scored  tablet  contoins:  Phenylpropanolamine  HCI  50  mg.  Chlorpheniramine  maleote4  mg.  Glyceryl  guoiocolate  200  mg.  Dextromethorphan  HBr  30  mg. 

och  15  ml  of  elixir  contains:  Phenylpropanolamine  HCI  25  mg,  Chlorpheniromine  moleole2mg.  Glyceryl  guaiacolate  100  mg.  Dextromethorphan  HBr  15  mg,  alcohol  10%. 

An  Expectorant  • An  Antihistamine 
A Decongestant  • A Non- Narcotic  Antitussive 

For  a complimentary  package,  send  your  Rx  with  the  name  Nilcol  written  on  it  to: 

Warner-Chilcott  Laboratories,  201  Tabor  Road,  Morris  Plains,  New  Jersey  07950. 

Att:  M.  Adams,  St.J. 


Prescribe 
br  4 times  daily 

u 

(iick-Snap-Apart 

Tablets 


A 

1 

youngsters  2 to  4 

youngsters  4 to  6 

youngsters  6 to  1 2 


grown-ups 


3i  Delicious, 
|>rape-Flavored 

ri*  • 

elixir 


(4  days  — 
n //aste  therapy) 


t 

10ml(2fsp) 

3oz 

6oz 

V2  tablet 

one  tablet 

% 

V2 

8oz 


16  oz 


tPlus  "Age-Calibrated"  Medicine  Cup  for  Precision-Assured  Dosage. 


Square? 


There's  no  denying:  the  virtues  of  BUTISOL  Sodium 
(sodium  buta barbital)  as  an  anti-anxiety  agent  are  the 
old-fashioned  ones. 

It's  predictable. 

Inexpensive. 

Remarkably  well  tolerated. 

And  it  does  its  job— smoothly  and  promptly. 

Does  medical  practice  in  the  frenetic  seventies  have 
room  for  such  an  agent? 

Thousands  of  physicians  must  think  it  does . . . perhaps 
more  so  than  ever.  Judging  by  prescription  volume, 
they  turn  to  the  relaxing  sedative  effect  of 
BUTISOL  Sodium  on  numerous  occasions:  to  help 
the  usually  well-adjusted  patient  cope  with 
temporary  stress ...  or  to  relieve  anxiety  associated 
with  hypertension,  coronary  disorders, 
premenstrual  tension,  surgical  procedures,  functional 
Gl  disorders,  and  the  strains  of  aging. 


Often,  the  prompt  yet  gentle  daytime  sedative  actioi 
of  BUTISOLSodium  isall  that's  needed  to  help 
these  patients  meet  their  daily  demands—  and 
to  provide  them  with  a good  night's  sleep  without 
resorting  to  hypnotic  doses. 

If  that’s  "square"  and  old-fashioned,  why  not  make 
the  most  of  it? 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may  react  wi 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover"  and  systemic  disturbances 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage-.  For  daytime  sedation,  15  mg.  to 
30  mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg. 
Available  as.-  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.; 

Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 

BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital 
15  mg.,  30  mg.,  50  mg.,  100  mg. 


Butisol  SODIUM* 

(SODIUM  BUTABARBITAL) 

THE  lyTHAT  SAYS  "RELAX" 

( McNEIL  | 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


LEASING 


THE  ART  OF  USING  SOMEBODY  ELSE’S 
MONEY  TO  YOUR  ADVANTAGE. 


Why  not  take  your  hard  earned  money  and  put  it  in  good  sound 
investments  that  will  insure  your  comfortable  retirement  when  it's 
time  to  "take  down  the  shingle." 


Let  us  lease  you  the  medical  and  office  equipment  of  your  choice 
which  can  be  expensed  monthly. 


YOU  WANT  MORE  CASH  TO  INVEST? 


Let  us  buy  your  old  depreciated  equipment  for  the  original  invoice 
cost  and  lease  it  back  to  you.  By  the  way,  how  much  money  do 
you  have  tied  up  in  medical  equipment?  How  would  you  like  to 
have  that  much  in  CASH? 


Call  us  toll  free  in  Virginia  by  dialing  1-800-552-3886 

(Have  the  operator  dial  it  for  you  in  the  Charlottesville  area) 


DELTA  LEASING  COMPANY 


1017  UNITED  VIRGINIA  BANK  BUILDING,  RICHMOND,  VIRGINIA  23219  PHONE  703/643-7639 
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Taste! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Main  Office  Branch  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES-WE  MAKE  THEM 


ESTABLISHING  A PROFESSIONAL  CORPORATION 
OR  INTERESTED  IN  A KEOGH  ACT  PLAN? 


Jhc~  View  TyisdicaL  Sodsdif  oft,  ObiqinicL 
TYlsmbuhAl  (RsdihsirruwL  (plattA , (fasL  ftvailablsL . . . 


FOR  INFORMATION  CALL  OR  WRITE: 

The  Trustees  of  The  Medical  Society  of  Virginia 
Members'  Retirement  Plan 

2425  Wilson  Boulevard 
ARLINGTON,  VIRGINIA  22201 

703/525-6700  (collect  calls  accepted) 


f 
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E if  Summary  of  Prescribing 
Ir  irmation  (7)  6/ 1 9/70.  For  com- 
p e information,  consult  Official 
P kage  Circular 


A valuable  hospital  antibiotic 
—when  there  is  no  time 

in  severe  systemic  infections— postoperative  bacteremia,  Gram-negative/staph  pneu- 
monias or  neonatal  sepsis  — Kantrex'  (kanamycin  sulfate)  is  often  indicated  before  results 
of  customary  sensitivity  tests  can  be  reported.  Clinical  response  is  often  seen  within  24- 
48  hours  in  susceptible  infections,  with  remission  soon  after. 

1 0 years  of  experience  confirm  the  continuing  effectiveness  of  Kantrex* against  many 
Gram-negative  bacilli  (most  Pseudomonas  are  resistant)  and  staph. 

Because  of  potential  ototoxicity,  follpw  dosacfe  instructions  carefully  as  outlined  in  the 
official  package  circular.  ( % 


Varnmq  Irreversible  deafness  can  oc- 


ur.  Tinnitus  or  vertigo  may  also  occur 
nd  indicate  vestibular  damage  and  im- 
endmg  deafness.  The  risk  is  sharply  increased 
nth  renal  dysfunction.  In  such  cases,  decrease  size 
nd  frequency  of  doses.  Discontinue  kanamycin  and 
heck  hearing  if  azotemia  increases.  Watch  carefully  for  oto- 
wicity  in  older  patients  and  patients  receiving  more  than  1 5 Gm.  of  kana- 
lycin.  To  avoid  neuromuscular  paralysis  with  respiratory  depression,  post- 
one  intraperitoneal  instillation  in  post-operative  patients  until  recovery 
om  anesthesia  and  muscle  relaxants  is  complete.  Avoid  concurrent  use  of 
her  ototoxic  drugs  including  ethacrymc  acid.  Safety  in  pregnancy  is  not 
il|  btablished. 

Inc  ations.  Serious  infections  due  to  susceptible  strains  of  E.  coh.  Proteus  sp., 
A.  rogeneS:  k pneumoniae.  Serratia  marcescens  and  Mima-Herellea.  Culture 
.wbensitivity  studies  should  be  performed. 

Cc  ^indications'  A history  of  hypersensitivity  to  the  drug.  Prior  auditory  damage 


by  inamycin  or  other  agents  may  be  a contraindication  if  effective  alternative 


py  is  available. 


Prnutions:  Obtain  audiograms  before  and  during  therapy  in  patients  with  renal 


dy 


mction  when  treatment  lasts  more  than  5 days.  Stop  Kantrex  if  tinnitus  or 


hearing  loss  occurs.  Hydrate  patients 
to  prevent  chemical  irritation  of  the 
renal  tubules.  Assess  renal  function 
periodically,  both  before  and  during  ther- 
apy. If  signs  of  renal  irritation  occur  (casts, 
cells,  proteinuria)  increase  hydration  and  re- 
duce the  dosage  or  the  frequency  of  dosage  if  neces- 
sary-in azotemic  patients  the  frequency  (in  hours)  of 
doses  may  be  obtained  by  multiplying  the  serum  creatinine 
by  9.  If  azotemia  or  oliguria  occur,  discontinue  therapy.  Mycotic 
or  bacterial  superinfection  may  occur. 

Adverse  Reactions:  Irritation  or  pain  at  the  injection  site,  skin  rash,  drug  fever, 
headache  and  paresthesias. 

Dosage  and  Administration:  The  maximum  total  daily  dose  should  not 
exceed  1.5  Gm.  by  all  routes  of  administration.  The  usual  dose  is  7.5  mg./Kg./12 
hours  I.M.  The  average  adult  dose  is  1 Gm.  daily.  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours.  If  no  response  occurs  in 
3 to  5 days,  stop  therapy  and  recheck  the  bacterial  sensitivities.  Hydrate  patients 
well  to  minimize  renal  irritation.  Inject  deeply  into  the  upper  outer  quadrant  of 
the  gluteal  muscle.  Discard  partially  used  vials  after  48  hours.  The  drug  should 
not  be  physically  mixed  with  other  antimicrobials. 

Supplied'  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solution  in  two 
concentrations:  0.5  Gm.  in  2 ml.  and  1.0  Gm.  in  3 ml.  Also  available— Pediatric 
Injection  75  mg.  in  2 ml.  A H F S,  Category  8 1 2 28 
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(kanamycin  sulfate) 
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pain  of 
angina 


Perforates  A 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-toierance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 
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Dosage  is  1 teaspoonful  two  or  three  times 
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more  equal  volumes  of  water. 
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Not  too  little,  not  too  much... 
but  just  right! 

“Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  protession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Guest  Editorial . . . . 


The  Voice  of  the  Colossus 

U'TpHESE  ARE  THE  TIMES  THAT  TRY  MEN’S  SOULS.”  These 

A are  the  times  of  the  self-appointed  medical  expert,  the  times  of  the 
plethora  of  health-care  advisors,  the  times  of  the  shortage  of  medical 
healers,  the  times  of  the  surplus  of  amateur  planners.  And  it  is  a time 
when  the  stale,  oppressive  odor  of  paternalism  lies  heavy  on  the  land  and 
the  Voice  of  the  Colossus  dins  eternal  in  our  ears. 

These  are  the  times  when  out  of  the  ranks  of  the  many  diligent  physi- 
cian executives  a scant  few  find  voice  and  the  small  voice  of  this  minority 
is  amplified  to  sound  like  the  considered  opinion  of  the  majority.  These 
few  physician  executives,  having  rested  silent  and  secure  high  above  the 
dirt  and  noise  of  battle  for  lo  these  many  years,  now  emerge  from  their 
University  suites  to  proclaim  themselves  experts  on  medical  care.  Having 
tested  the  wind  they  sally  forth  from  their  ivory  tower  citadels  to  attack 
bitterly  and  to  vilify  publicly  the  profession  that  fathered  them  and 
which  they,  in  turn,  helped  to  form  and  shape.  These  life-long  medical 
politicians  now  suddenly  turn  clinician  and  expound  in  great  detail  how 
the  best  medical  care  can  be  delivered  to  the  most  people  for  the  lowest 
price.  "Show  me  which  way  the  mob  is  running  so  I can  get  out  and  lead 
them.” 

These  are  the  times  when  perceptive  laymen,  trained  in  alien  fields, 
un-learned  in  medicine  or  the  many  complicated  problems  of  medical 
care,  but  with  an  admirable  facility  with  words,  make  their  own  estimate 
of  the  situation  and  proclaim  themselves  experts  on  medical  care.  They 
sit  alone  in  their  arm  chairs  and  reason  the  problem  through  to  their  own 
personal  satisfaction.  Then  emerging  into  the  work  a day  world  of  light 
and  people  they  describe  in  a very  literate  and  positive  manner  how  the 
best  can  be  delivered  to  the  most  for  the  least.  They  may  be  wrong  but 
they’re  never  in  doubt.  And  just  as  our  people  un-critically  accept  the 
printed  word  as  truth,  so  too  do  they  equate  facility  with  the  use  of  words 
with  wisdom.  Aristotle  reasoned,  also  in  a very  logical-sounding  manner, 
that  the  sun  revolves  around  the  earth  and  for  almost  two  thousand  years 
most  people  thought  he  spoke  the  truth. 


And  these  are  the  times  when  the  Voice  of  the  Colossus  drones  unceas- 
ing in  the  land.  The  new  Colossus  stands,  not  over  the  harbor  at  Rhodes 
but  high  over  Pennsylvania  Avenue  with  one  foot  planted  deeply  in  the 
earth  at  either  end  of  that  famous  street.  "Let  Big  Brother  do  it,”  says 
the  voice,  and  "whatever  you  can  do  Big  Brother  can  do  better,”  and  the 
voice  of  the  Colossus  sounds  like  the  demanding  voice  of  Zeus  issuing 
edicts  from  atop  Mount  Olympus.  And  the  people  who  created  this 
monster  have  long  since  forgotten  the  facts  of  its  humble  birth.  Long 
since  forgotten  is  the  truth  that  it  derived  its  just  powers  "from  the  con- 
sent of  the  governed”  and  that  "all  powers  not  specifically  delegated  to 
the  Federal  government  by  the  Constitution  are  retained  by  the  States.” 

These  are  the  times  of  the  shortage  of  medical  healers.  And  following 
closely  down-wind  in  the  wake  of  that  shortage,  warily  scenting  the  air, 
come  the  exploiters  and  the  scavengers.  They  sense  the  noble  beast  is 
mortally  wounded  and  trailing  closely  the  blood  spoor,  they  hope  by 
quickness  and  by  stealth,  to  assist  in  the  kill  when  he  falls,  and  to  carry 
off  for  themselves  a piece  of  the  carcass. 

The  vital  gut-issue  today  is  whether  all  Americans  shall  be  bound  and 
chained  into  a massive  new  Federal  system  of  compulsory  taxation,  the 
extent  of  which  cannot  even  be  estimated,  to  support  an  equally  massive 
Federal  system  of  compulsory  medical  care  with  the  inevitable  army  of 
camp-followers  and  drones  that  must  necessarily  follow  to  feed  upon  it. 

The  problem  of  medical  care,  in  these  fast-changing  days  with  its 
various  ramifications  of  supply  and  demand  is  staggering  in  its  complex- 
ity— yet  all  these  self-appointed  experts  give  an  answer  that  is  simplicity 
itself — "Let  Big  Brother  do  it.” 

The  only  yardstick  we  have  to  judge  the  future  is  by  what  has  hap- 
pened in  the  past  for  it  is  indeed  true  that  "Past  is  but  Prologue”.  Before 
we  are  bound  into  a strait  jacket  of  Federal  compulsion  from  which  there 
is  no  possible  escape  would  it  not  seem  prudent  to  inquire  into  how  well 
our  government  has  managed  in  areas  that  it  now  controls — areas  in  which 
it  has  much  more  knowledge  and  experience  than  it  has  in  the  compli- 
cated field  of  medical  care? 

Could  the  Federal  farm  program  for  instance,  be  rated  as  "excellent” 
when  billions  of  dollars  have  been  given  to  farmers  as  bribes  for  not  pro- 
ducing food,  while  millions  of  people  in  foreign  lands  starve?  What 
rating  would  you  give  a government  that  spends  millions  of  dollars  to 
subsidize  tobacco,  while  another  branch  of  that  same  government  spends 
millions  of  dollars  more,  trying  to  convince  people  to  stop  smoking  that 
same  tobacco?  In  foreign  affairs,  for  which  it  is  solely  responsible,  this 
same  Federal  government  during  the  past  decade  has  become  involved 
in  a bitter  war  on  the  great  land  mass  of  Asia  which  it  can  neither  win 
nor  extricate  itself  from  with  honor.  Would  you  rate  that  performance 
in  foreign  affairs  as  "outstanding”? 

Would  you  give  this  government,  or  any  government,  a "good”  rating 
in  fiscal  responsibility  when  for  twenty-eight  of  the  last  thirty  years  it 
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has  spent  more  than  it  has  taken  in  with  a resulting  terrible,  devastating 
inflation  that  is  mortally  wounding  us  all?  This  is  the  same  Federal  gov- 
ernment that  constantly  has  to  deny  that  it  will  devalue  the  dollar  as  the 
price  of  gold  rises  on  world  markets  and  finally  has  to  resort  to  "paper 
gold  drawing  rights”  to  postpone  financial  disaster.  This  is  the  same  gov- 
ernment that  silently  and  without  warning  withdrew  its  silver  coins  from 
circulation  replacing  them  with  "sandwich  coins”  where  the  silver  has 
been  replaced  with  base  metals.  Rome  before  the  "fall”  also  secretly 
withdrew  her  coins  from  circulation  and  replaced  the  silver  in  the  De- 
narius with  base  metals. 

Do  we  have  reason  to  believe  that  the  government  that  is  responsible 
for  our  involvement  in  Vietnam,  for  our  negative  trade  balance,  our 
staggering  national  debt,  our  terrific  inflation,  our  chronic  budget  deficit 
and  our  inveterate  deficit  spending  could  possibly  run  our  system  of 
medical  care  more  efficiently  than  it  is  now  being  run  by  private  enter- 
prise? Do  we  have  reason  to  believe  that  the  leopard  will  change  its  spots? 

We  are  all  on  this  space  ship  together  hurdling  through  the  void  of 
time.  The  course  plotted  with  such  meticulous  care  by  the  early  planners 
has  served  us  well.  It  has  not  been  perfect,  for  man  himself  is  not  perfect, 
but  by  correcting  the  heading  for  drift  and  drag  as  we  go,  we  have  con- 
tinued toward  our  objective.  Now,  however,  angry  voices  are  heard,  few 
in  number,  but  loud  and  insistent,  demanding  that  the  carefully  chartered 
course  be  changed  and  a new  objective  chosen.  If  we  listen  to  these 
strident  voices  of  rage  and  change  our  heading  now,  we  should  do  so  with 
the  full  knowledge  and  understanding  that  once  the  change  is  made  it 
will  be  impossible  forevermore  for  us  or  for  our  descendents  to  retrace 
our  steps  and  return  to  the  land  of  freedom  from  whence  we  came. 

Thomas  J.  McKenna,  M.D. 


902  U.S.  Bank  Building 
Johnstown,  Pennsylvania  15901 
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Aspirin  and  the  FDA 

A Critical  Review  of  the  Aspirin  Problem 


Aspirin , thought  of  by  many  as 
a most  innocent  drug , is  shown  to 
be  potentially  harmful  and  ca- 
pable of  producing  fatal  reactions. 

More  than  20  million  tons 

OL  ASPIRIN  (acetyl  salicylic  acid) 
are  sold  each  year  in  this  country.*'  Aspirin 
has  been  a boon  to  millions  of  people  who 
have  aches,  pains  or  the  malaise  of  minor 
infections.  Aspirin  is  an  excellent  placebo 
as  well  as  an  antipyretic  and  analgesic.  The 
majority  of  those  who  use  it  properly  are 
comforted  and  have  no  serious  side  effects. 
A significant  minority,  however,  have  ad- 
verse reactions,  which  vary  from  mild  tran- 
sient gastro-intestinal  distress  to  death  from 
hemorrhage  or  anaphylactic  shock.  Samter 
et  al.1,2  studied  over  1,000  cases  of  aspirin- 
sensitive  patients  in  11  years.  Salen  and 
Arner3  reported  aspirin  sensitization  in  over 
9%  of  1,464  asthmatics.  In  Pearson’s4  1,205 
asthma  patients,  2.25%  were  sensitive  to 
aspirin.  The  1963  International  Symposium 
on  Salicylates*5  summarized  most  of  the  mile- 
stones in  the  history  of  aspirin  since  it  be- 
came available  in  1899.  A brief  review  of 
the  5.5  pages  of  references  to  aspirin  in  the 
four  Cumulated  Index  Medicus1'  Volumes, 

From  the  Allergy-Arthritis-Pulmonary  disease  di- 
vision, University  of  Virginia  School  of  Medicine, 
Charlottesville. 

Bray,  W.  E.,  Jr.,  Former  Fellow,  Allergy-Arthritis 
Division. 
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OSCAR  SWINEFORD,  JR.,  M.D. 
Charlottesville,  Virginia 
WILLIAM  E.  BRAY,  JR.,  M.D. 
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1965-1968,  disclosed  a surprising  variety  of 
good  and  bad  things  about  it.  Most  physi- 
cians are  aware  of  the  dangers  of  accidental 
or  suicidal  overdoses  of  aspirin. 

This  report  was  prompted  by:  (1)  the 
recurrent  sickening  memory  of  two  fatal 
and  dozens  of  near-fatal  reactions,  awakened 
by  the  endless  uncensored  aspirin  commer- 
cials; (2)  the  number  and  variety  of  adverse 
reactions  in  the  recent  literature ;6,1‘  (3)  the 
urgent  need:  (a)  to  revive  public  and  pro- 
fessional awareness  that  aspirin  has  its  bad 
as  well  as  its  good  points  and  (b)  to  require 
proper  warnings  on  the  packages  and  in  ad- 
vertisements of  aspirin  and  the  dozens  of 
aspirin-containing  drug  mixtures. 

Table  I summarizes  the  source  and  scope 
of  111  examples  of  the  surprisingly  varied 
adverse  facets  of  the  aspirin  problem. 

Several  unexpected  aspects  of  the  aspirin 
problem  were  the:  teratogenic,11 13  renal, 
occular  and  liver  damage,  the  variety  of 
hematological  reactions17,22  and  several  mis- 
cellaneous items*5'1'  shown  in  the  table. 

Table  II  classifies  the  71  (4.6%)  adverse 
reactions  to  aspirin  listed  in  1,5  33  consecu- 
tive records  of  our  allergy-arthritis  and  med- 
ical diagnostic  patients.  That  study  was 
prompted  by  two  fatal  anaphylactic  reac- 
tions to  aspirin.  Note  that  half  (36)  of  the 
reactions  were  allergic  syndromes.  The  oth- 
er half  (3  5)  had  no  recognized  common 
factor. 

Every  allergist  sees  repeated  troublesome 
acute  and  chronic  reactions  to  aspirin.  Three 
brief  case  reports  will  illustrate  one  common 
and  two  disastrous  examples. 
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Case  1:  A 53  year  old  former  farmer  had 
had  chronic  purulent  nasal  discharges  and 
polyps  for  25  years.  Diagnostic  criteria 
were:  nasal  polyps,  pus  in  the  nose  and  naso- 


gic,  infectious  and  reflex  asthma  (nasal 
polyps).18’19 

He  was  admitted  in  1944  for  left  pan- 
sinus (Caldwell-Luc  and  Ferris-Smith)  sur- 


TABLE  I 

Adverse  Effects  of  Aspirin'  in  Man  and  Animals* 
Listed  in  Cumulated  Index  Medicus,  1935-68l~ 


By  Groups 

Number  of 
Reports 

Variety  of  Reactions 

Allergic 

6 

Urticaria,  angioedema,  asthma,  anaphvlaxis. 

Epidermal 

4 

Oral,  psoriasis,  vasculitis. 

Fever 

2 

Fever. 

Gastro-Intestinal 

37 

Hematemesis,  bloody  stools,  ulcers16,  enteritis,  liver  damage. 

Hematologic 

8 

Purpura,  thrombo-  and  pan-cytopenia,  hemostatic,  hemopoietic, 
hypoprothrombinemia,  decreased  RBC  survival. 

Occular 

3 

Visual  disturbances. 

Otologic 

5 

Deafness,  tinnitus. 

Renal 

ii 

Varied  dysfunctions. 

Teratogenic 

6 

Varied,  in  experimental  animals. 

Toxic 

21 

Poisoning. 

Miscellaneous 

8 

111 

Inactivation  of  enzymes,  altered  tissue  histamine  content, 
altered  endocrine  tests,  phenylephrine  degradation,  hypo- 
glycemia, poor  wound  healing,  decreased  fatty  acid  mobili- 
zation in  diabetics,  acetylation  of  plasma  proteins. 

•These  references’were  not  reviewed  critically, 
problem. 


The  purpose  of  this  table  is  to  illustrate  the  little-publicized  complexity  of  the  aspirin 


pharynx,  opaque  anterior  sinuses,  trouble- 
some cough  which  preceded  and  followed 
attacks,  typical  asthmatic  wheezing  when 
essentially  symptom  free,  blood  eosinophilia 

TABLE  II 

71  Adverse  Reactions*  Listed  in  1,533 
Consecutive  Case  Records  in  University  of 
Virginia  Allergy-Arthritis  Division 


Allergic  Reactions — 36 

Asthma  18  Angioedema 

9 

Hav  Fever  2 Urticaria 

5 

Fatal  Anaphylactic  Shock 

2 

Miscellaneous  Reactions — 35 

Gastrointestinal  1 

21* 

Nausea  and  Vomiting 

9 

Constipation 

5 

Diarrhea 

7 

Fever 

i 

Headache 

5 

Palpitation  and  Paroxysmal 

Tachycardia 

8 

•Note  that  poisoning,  “heart  burn”  and  "gas"  are  not 
mentioned. 

A retrospective  review  of  case  records. 

No  effort  was  made  to  confirm  validity  of  these  reactions. 

10%,  x-ray  evidence  of  pansinusitis,  asthma 
in  his  mother  and  two  sisters,  one  food  was 
known  to  cause  asthma,  5 0 positive  skin 
tests.  These  criteria  are  typical  of  aller- 


gery  and  polypectomies.  This  was  the  treat- 
ment of  choice  in  such  cases,  before  the  days 
of  antibiotics  and  corticosteroids.  The  first 
four  postoperative  days  were  uneventful. 
Asthma  was  negligible.  On  the  fifth  day  he 
complained  of  headache.  Two  aspirin  tablets 
were  prescribed  by  the  ENT  interne.  Asth- 
ma started  in  10  minutes.  He  developed 
violent  status  asthmaticus  (or  anaphylaxis) 
in  spite  of  a second  dose  of  adrenalin.  He 
died  45  minutes  after  onset  of  asthma. 

Post-mortem  Examination  showed  typical 
changes  of  chronic  asthma  and  acute  ana- 
phylasis. 

Comment:  A high  percentage  of  infected 
asthmatics  with  nasal  polyps  are  highly, 
often  dangerously,  sensitive  to  aspirin.1 6,10 
Allergic  reactions  to  aspirin  occur  in  non- 
asthmatics also.  When  chronic,  these  are 
annoying,  expensive  and  often  obscure.  Our 
routine  drug  history,  which  emphasizes  as- 
pirin, was  negative  in  our  office  and  in  the 
ENT  hospital  record.  This,  despite  the  fact 
that,  because  of  repeated  violent  attacks 
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from  aspirin,  he  had  been  warned  many 
times  never  to  take  aspirin  under  any  cir- 
cumstances. 

Case  II,  several  years  later,  was  similar  to 
Case  I.  Long  standing  asthma  had  responded 
(70-80%  relief)  to  conventional  treatment 
of  allergic  and  infectious  components  and 
repeated  polypectomies.  She  had  been 
warned  repeatedly  about  the  dangers  of 
aspirin,  to  which  she  had  had  several  violent 
attacks  of  asthma.  She  wore  a Medic  Alert 
type  of  bracelet  as  a reminder.  She  took  a 
pill  given  by  a neighbor  for  a "fresh  cold”. 
It  was  an  aspirin-antihistamine  compound. 
Violent  asthma  started  in  minutes.  She  took 
her  prescribed  home  remedies  and  tele- 
phoned her  husband.  She  was  dead  when  he 
and  her  physician  arrived  about  30  minutes 
later.  Post-mortem  examination  showed 
typical  changes  of  anaphylaxis  and  chronic 
asthma. 

Comment:  A dozen  or  more  similar  near- 
fatal  reactions  have  been  observed  here.  In 
two  of  those  patients  aspirin  was  prescribed 
twice,  on  separate  occasions,  in  this  hospital, 
in  spite  of  warnings  in  large  letters  (on  the 
cover  of  the  record  and  at  the  top  of  each 
order  sheet)  that  they  were  dangerously 
sensitive  to  aspirin. 

These  cases  are  cited  to  illustrate  the  wide- 
spread callous  disregard  of  what  should  be 
common  knowledge  of  the  dangers  of  as- 
pirin, especially  in  asthma. 

Case  III.  A common  problem:  A young 
physician  had  had  angioedema  for  10  years, 
whenever  he  had  a "cold”.  The  last  episode 
began  within  minutes  after  10  grains  of 
aspirin.  Within  30  minutes  he  had  severe 
angioedema  of  one  eye,  lips,  tongue,  geni- 
talia and  several  joints.  It  subsided  spon- 
taneously within  24  hours.  He  has  taken 
no  more  aspirin.  He  continued  to  have 
comparable  colds  and  sinusitis,  but  no  more 
angioedema,  for  2 5 years. 


Discussion 

Antipyretic,  analgesic  and  placebo  effects 
of  aspirin  seem  well  established.  Anti-in- 
flammatory effects  are  still  controversial. 
Dramatic  relief  of  the  fever  and  arthritis 
of  rheumatic  fever  are  predictable,  but  the 
accompanying  rheumatic  carditis  is  not  re- 
lieved by  aspirin.  Several  different  experi- 
mental anti-phlogistic  experimental  models 
have  been  described.1'2  21  Aspirin  is  used 
almost  routinely  in  the  treatment  of  rheu- 
matoid arthritis.  Aspirin  lessens  the  dis- 
comfort and  stress  of  painful  joints.  This 
justifies  its  routine  use.  The  question  of 
anti-inflammatory  effects  of  aspirin  in  rheu- 
matoid arthritis  is  controversial. 

Allergic  reactions  to  aspirin  have  been 
reported  regularly  since  the  early  reports  of 
Cooke,7  Van  de  Veer’  and  Van  Leeuven." 
Feinberg,”  Alexander,1"  Pearson,4  Salen  and 
Arnen,3  Samter1,2  and  others4,1’ 20  21  have 
reviewed  and  added  to  the  literature  on  as- 
spirin  allergy.  They  have  described  typical 
adverse  allergic  reactions  in  detail.  The 
mechanisms  by  which  aspirin  causes  so-called 
allergic  reactions  are  still  obscure.1,2,15'20'21,23  : 
Positive  skin  and  passive-transfer  (PK) 
tests  and  other  evidence  of  sensitizing  anti- 
bodies (IGE)  to  aspirin  have  not  been  dem- 
onstrated, even  in  seemingly  classical  allergic 
reactions  to  it.  A review  of  the  hypotheses 
which  attempt  to  explain  the  mecha- 
nisms1,2’6'15,17’20,21'23  by  which  aspirin  causes 
these  classical  (pseudo)  allergic  and  other 
reactions  would  be  superfluous  here. 

Few  physicians  realize  how  many  obscure 
unsolved  clinical  and  experimental  aspirin  i 
problems  there  are,  and  how  few  investiga- 
tors have  accepted  the  challenges  presented 
by  this  supposedly  bland  drug.  Syndromes 
which  mimic  the  conventional  allergic  dis- 
orders have  received  the  most  attention  in 
the  past.  Gastro-intestinal  complications 
have  been  emphasized  recently.  Tinnitus, 
deafness  and  systemic  poisoning  are  well 
known.  Non-toxic,  non-allergic  aspects  of 
the  aspirin  problem  (Tables  I & II)  have 
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been  virtually  ignored.  A detailed  review 
would  be  necessary  to  bring  them  into 
proper  perspective. 

Aspirin  has  already  killed  or  threatened 
the  lives  and  health  of  too  many  people, 
usually  after  repeated  warnings  which  are 
too  often  ignored  by  patient  and  physician. 
Those  who  use  aspirin  are  entitled  to  know 
the  risks  they  run  and  how  to  avoid  them. 
A few  simple  rules  should  suffice: 

1.  Aspirin  is  usually  well  tolerated  in- 
definitely. 

2.  Dangerous  reactions  from  conven- 
tional doses  are  usually  preceded  by 
several  mild  warning  episodes. 

4.  Asthmatics  who  have  sinusitis  and 
nasal  polyps,  and  peptic  ulcer  patients 
should  not  use  aspirin — with  rare 
planned  exceptions. 

4.  Aspirin  sensitive  patients  react  also  to 
indo-methacin  as  a rule,  and,  less  pre- 
dictably, to  antipyretic  pyrazolones. 1,2a 
These  cross-reactions  have  not  been 
explained  nor  emphasized  satisfactor- 
ily. 

5.  Other  salicylic  acid  derivatives  are  sel- 
dom harmful  in  aspirin  sensitive  pa- 
tients.1,2 

6.  Aspirin  should  be  suspected  as  a pos- 
sible cause  of  any  of  the  syndromes 
listed  in  Tables  I and  II.  In  such  cases 
it  should  be  discontinued  until  the 
patient  has  recovered.  Provocative 
diagnostic  tests  in  peptic  ulcer  or 
asthma  are  dangerous.  In  every  type 
of  reaction,  etiological  proof  (planned 
reactions)  must  be  weighed  against  the 
risks  of  an  irreversible  reaction. 

7.  Aspirin  may  intensify  symptoms 
which  it  is  supposed  to  relieve. 

8.  Aspirin  can  cause  trouble  at  any  age. 
Adverse  effects  from  small  doses  are 
more  frequent  in  adults  than  in  chil- 
dren. 

9.  The  first  few  doses  rarely,  if  ever,  cause 
serious  trouble.  There  are  no  criteria 


by  which  aspirin  intolerance  can  be 
predicted. 

10.  People  who  take  aspirin  should  under- 
stand that  any  symptoms  which  fol- 
low one  or  a series  of  doses  may  be  due 
to  aspirin  and  not  to  the  syndrome  for 
which  it  was  taken. 

The  incidence  of  serious  untoward  reac- 
tions is  too  small  to  justify  excessive  restric- 
tions of  its  sales.  Some  of  the  ill-effects  of 
aspirin  are  listed  in  the  Physicians  Desk  Ref- 
ference.  Aspirin  is  listed  in  the  formulae 
of  numerous  "cold”,  rheumatism,  and  anal- 
gesic mixtures,  but  none  of  those  reviewed 
referred  to  the  risks  of  aspirin.  It  should  be 
relatively  simple  to  incorporate  a sensible  set 
of  warnings  into  all  of  the  packages  and 
advertisements  of  all  aspirin-containing  for- 
mulae. It  is  not  necessary  to  stir  up  senseless 
turmoil  such  as  the  news  media  and  FDA 
have  generated  in  its  restrictions  on  cycla- 
mates,  monosodium  glutamate,  antibiotic 
and  other  mixtures. 

Summary 

Over  20  tons  of  aspirin  are  consumed  each 
year  in  this  country,  usually  without  consent 
or  advice  of  a physician.  A review  of  1,5  33 
consecutive  records  disclosed  a variety  of 
adverse  reactions  (Table  II)  to  aspirin  in  71 
patients  (4.6%).  The  Cumulated  Index 
Medicus  had  111  references  to  a surprising 
spectrum  of  aspirin  problems.  Two  fatal 
and  two  near  fatal  reactions  in  chronic 
asthmatics,  and  one  10  year  recurrent  angio- 
edema  case  are  summarized.  Adverse  reac- 
tions to  aspirin  affect  most  of  the  body 
systems  (Table  I).  Many  of  these  problems 
have  received  scant  attention.  Serious  reac- 
tions to  aspirin  are  usually  preceded  by 
repeated  progressively  more  intense  warning 
symptoms.  Users  of  aspirin  are  entitled  to 
know  the  risks  they  run  and  how  to  avoid 
them.  Ten  rules  to  avoid  trouble  from  as- 
pirin are  listed.  The  PDR  should  list  and 
the  FDA  should  require  warnings  of  these 
risks  in  all  packages  and  advertisements  of 
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aspirin  and  aspirin-containing  mixtures. 
Physicians  should  insist  that  all  patients  be- 
come aware  of  these  risks  and  the  warning 
signals  of  annoying  or  dangerous  reactions 
to  aspirin.  Aspirin  is  generally  well  toler- 
ated. Undue  restrictions  on  its  sale  are  not 
justified  if  the  public  is  properly  informed 
of  its  risks. 
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Should  Adenotonsillectomy  Be  Done  in  the 
Cleft  Palate  Patient 


ALVIN  I.  GOLDSTONE,  M.D. 
Richmond,  Virginia 
CHARLES  E.  HORTON,  M.D. 
Norfolk,  Virginia 


Adenotonsillectomy  should  he 
done  in  the  child  with  cleft  palate 
when  hearing  is  threatened. 


EVERY  PHYSICIAN  responsible  for  the 
care  of  a cleft  palate  patient,  whether  he 
be  a family  physician,  pediatrician,  plastic 
surgeon,  or  otolaryngologist  must  sometime 
in  the  course  of  his  care  decide  on  the  ad- 
visability of  an  adenotonsillectomy  for  his 
patient.  If  he  goes  to  the  recent  literature 
for  help  in  reaching  his  decision,  the  respon- 
sible physician  may  be  confused;  as  many 
authors  are  vehemently  opposed  to  tonsil 
and  adenoid  surgery,  many  are  in  favor  of 
it,  and  some  suggest  modified  surgical  pro- 
cedures. We  would  like  to  discuss  the  physi- 
ology of  velopharyngeal  closure  and  the 
effect  of  adenotonsillectomy  on  the  closure, 
discuss  the  speech  and  hearing  difficulties  in 
cleft  palate  patients  and  the  effect  of  adeno- 
tonsillectomy on  these  difficulties,  review  the 
recent  literature  on  the  adenotonsillectomy 
question,  and  present  our  conclusions  and 
feelings  on  the  advisability  of  tonsil  and 
adenoid  surgery. 

Much  has  been  written  about  the  complex 
mechanism  of  velopharyngeal  closure  and  a 
great  deal  of  research  is  still  going  on  in  this 
area  both  in  the  laboratory  and  in  the  clinics. 
The  mechanism  of  velopharyngeal  closure 
has  become  clearer  since  the  application  of 
Broadbent’s1  method  of  cephalometric 


roentgenography,  Brader’s"  method  of 
cephalometric  laminography,  and  the  appli- 
cation of  video  tapes  and  cinefluorography. 
Also  attempts  have  been  made  recently  to 
obtain  a clearer  concept  of  the  role  played 
by  structures  adjacent  to  the  velum,  spe- 
cifically the  adenoids,  in  effecting  a func- 
tional closure.  Figures  1,  2,  and  3 diagram- 


Fig.  1.  Typical  cleft  of  palate. 


atically  depict  the  velopharyngeal  area  as  it 
appears  on  oral  examination  and  at  rest  and 
during  phonation. 

From  these  diagrams  it  is  apparent  that 
the  mode  of  action  of  closure  of  the  naso- 
pharynx during  speech  is  due  to  the 
"knuckling”  and  crossing  upward  and  back- 
ward of  a considerable  length  of  the  palate 
to  the  posterior  pharyngeal  wall  or  adenoid 
mass  as  depicted  in  our  drawing/  Although 
the  degree  of  velopharyngeal  closure  neces- 
sary for  normal  speech  is  still  controversial 
and  the  pattern  of  functional  compensation 
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between  the  palate  and  pharnygeal  wall  is 
varied,  depending  upon  the  length  of  the 
palate  or  presence  of  adenoid  mass,  etc.,  the 
sine  qua  non  of  good  speech  is  that  the 
palate  pharyngeal  sphincters  close  off  the 
space  between  the  oropharynx  and  the  naso- 
pharynx with  competence.4 


Fig.  2.  Poorly  repaired  cleft  palate  with  short,  scarred 
tissues.  Nasal  speech  is  present  due  to  an  incompetent 
velo  pharyngeal  closure. 


It  also  becomes  readily  apparent  how  the 
removal  of  the  adenoids,  which  are  well  de- 
fined by  two  years  of  age  and  reach  their 
peak  about  thirteen  years  of  age,4  can  in- 
terfere with  the  competence  of  the  velo- 
pharyngeal closure.  With  removal  of  the 
adenoids,  it  becomes  necessary  for  the  soft 
palate  to  traverse  a greater  distance  to  con- 
tact the  posterior  pharyngeal  wall,  and  the 
amount  of  soft  tissue  affecting  the  closure 
is  reduced.  Removal  of  adenoid  tissue  also 
limits  the  nasopharyngeal  area  over  which 
a closure  can  occur.  Though  it  is  known 
that  large  tonsils  can  mechanically  inter- 
fere with  motion  of  the  soft  palate,  tonsil- 
lectomy is  not  innocuous  as  tonsillectomy 
interferes  with  velopharyngeal  closure  by 


scarring  and  contracting  the  pillars  and  soft 
palate  and  traumatizing  Passavant’s  ridge 
thereby  limiting  velar  motion. 

The  most  common  speech  problem  as  a 
result  of  the  adenotonsillectomy  interfering 
with  the  velopharyngeal  closure  is  increased 


Fig.  3.  A pharyngeal  flap  has  been  sutured  to  the  palate 
to  decrease  the  air  passage  space  between  the  posterior 
palate  and  the  pharynx  (dots  demarcate  flap  attached 
to  the  palate).  This  flap  is  based  inferiorly  for  illus- 
tration purposes;  however  a superiorly  based  flap  usual- 
ly produces  better  speech. 

nasality  or  cleft  palate  type  of  speech  (rhi- 
nolalia aperta).  This  hypernasality  is  seen 
in  both  normal  (Greene’  reported  on  the 
speech  performance  of  347  normal  patients 
and  found  nasal  speech  in  7.2  per  cent  of 
patients  following  adenotonsillectomy  and 
13.3  per  cent  of  cases  following  adenoidec- 
tomy  with  rapid  recovery  of  normal  speech 
in  all  but  four  patients  who  were  beset  with 
emotional  problems.)  and  cleft  palate  pa- 
tients following  tonsil  and  adenoid  surgery. 
Although  this  speech  problem  is  quite  dis- 
turbing, it  is  fortunately  self  limited  and 
disappears  within  a month  after  operations. 
If  the  hypernasality  persists,  special  speech 
therapy  should  be  given  a fair  trial  and  if 
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good  speech  is  not  regained,  the  patient  is 
then  a candidate  for  a surgical  procedure  to 
improve  velopharyngeal  closure  as  the  palate 
lengthening  procedure,  pharyngeal  flap,  or 
pharyngoplasty  (Figs.  4 and  5 ) . The  mech- 
anism of  this  hypernasal  speech  is  primarily 


Oropharynx  in  median  sagittal 
section  at  rest. 

Fig.  4 


due  to  incompetence  of  velopharyngeal 
closure,  although  the  degree  of  velopharyn- 
geal closure  necessary  for  normal  speech  is 


Oropharynx  in  median  sagittal 
section  during  phonation. 

Fig.  5 


still  not  known.  Other  factors  responsible 
for  this  disorder  include  emotional  prob- 
lems and  a concomitant  hearing  disorder.0 
It  is  to  these  hearing  disorders  which  we 
would  now  like  to  turn  our  attention,  as 
we  feel  that  the  hearing  problem  in  the  cleft 


palate  patient  is  just  as  important  as  the 
much  discussed  speech  problem. 

The  association  of  hearing  problems  with 
cleft  palate  has  been  known  for  many  years. 
Recently  more  workers  are  studying  this 
problem  and  writing  about  it  as  the  search 
for  the  pathogenesis  of  the  hearing  disorder 
continues.  Surveying  the  recent  literature, 
it  is  not  difficult  to  document  a high  inci- 
dence of  hearing  problems  in  the  cleft  palate 
patient.  Sataloff  and  Fraser1'  reported  a study 
of  30  patients  with  cleft  palate  in  which  90 
per  cent  were  found  to  have  hearing  losses. 
Bennett,'  in  a study  of  100  cleft  palate  chil- 
dren, reported  a positive  history  of  otologic 
disease  in  60  per  cent  of  the  patients.  Drett- 
ners  noted  that  in  63  cleft  palate  patients  5 6 
per  cent  showed  tympanic  changes  and  49 
per  cent  showed  recurring  loss.  Skolnik,9  in 
a study  of  401  cases,  found  45.5  per  cent  of 
patients  with  ear  pathology  and  39.4  per 
cent  with  hearing  loss.  His  age  differential 
was  interesting  in  that  21  per  cent  of  the 
1-4  age  group  demonstrated  ear  pathology 
while  68  per  cent  of  the  5-13  group  had 
pathology.  Finally  Morley1"  did  an  inter- 
esting study  on  173  cleft  palate  children  in 
which  he  found  42  per  cent  hearing  loss  in 
surgically  repaired  palates  and  a 78  per  cent 
loss  in  those  prosthetically  repaired. 

While  most  authors  agree  that  the  hearing 
loss  in  the  cleft  palate  patient  is  predom- 
inantly of  the  high  frequency  conductive 
type,  the  exact  pathogenesis  is  not  known.11 
At  the  present  time  most  workers  in  the  field 
feel  that  the  hearing  loss  is  due  to  the  abnor- 
mal conditions  to  which  the  eustachian 
tube  is  exposed  in  the  cleft  palate  patient.' 
The  eustachian  tube  becomes  a constant 
object  of  infection  from  food,  trauma,  and 
inadequate  aeration,  as  with  enlarged  ade- 
noids blocking  the  orifice.  These  infections 
readily  pass  via  the  eustachian  tube  to  the 
middle  ear  where  an  acute  or  chronic  otitis 
media  may  result  with  its  frequent  dele- 
terious effect  on  the  child’s  hearing.  An- 
other major  factor  accounting  for  the  losses 
of  hearing  is  the  anatomical  deviation  of  the 
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muscles  of  the  velopharyngeal  valve  which 
also  impair  the  function  of  the  eustachian 
tube.  Other  factors  enumerated  as  causes 
of  the  hearing  loss  in  cleft  palate  children 
include:  lymphoid  hyperplasia  in  the  naso- 
pharynx, tonsillar  infection  as  a kernel  for 
the  middle  ear  infection,1'  neonatal  otitis 
producing  changes  leading  to  fixation  of  the 
ossicula  chain  and  atrophy  of  the  tympanic 
membrane,1"  disturbances  of  eustachian  tube 
function  secondary  to  mutilating  surgery,11 
and  failure  to  divide  the  tensor  veli  tendon 
at  the  time  of  the  surgical  closure  of  the 
soft  palate.' 

The  effect  of  adenotonsillectomy  on  the 
hearing  problems  in  these  patients  is  well 
documented  with  gratifying  results.  Cha- 
lat11  reports  that  hearing  was  significantly 
improved  in  75  per  cent  of  his  cases  and  ear 
infections  were  significantly  reduced  in  28 
of  36  cases  following  tonsil  and  adenoid 
surgery.  He  also  reports  that  the  average 
hearing  loss  in  the  cleft  palate  child  is  12.7 
decibels  and  postoperative  tonsillectomy  and 
adenoidectomy  the  average  loss  was  reduced 
to  3.4  decibels.  Out  of  1 5 cleft  palate  pa- 
tients who  were  subjected  to  adenotonsillec- 
tomy because  of  recurrent  otitis  media  or 
increasing  hearing  loss,  Loeb1 ' reports  that 
10  showed  marked  improvement  of  hearing 
and  made  great  strides  in  speech  improve- 
ment coincident  with  the  hearing  improve- 
ment. In  a study  of  52  patients,  12  with 
adenotonsillectomy  and  40  without,  Holmes 
and  Reed10  found  that  91  per  cent  of  the 
patients  who  had  the  tonsil  and  adenoid 
surgery  had  improved  or  normal  hearing 
postoperatively.  It  can  thus  be  seen  that  by 
controlling  and  preventing  hearing  loss, 
adenotonsillectomy  may  also  improve  the 
speech  problem,  as  the  child  who  hears  more 
normally  is  able  learn  to  speak  more  clearly. 

In  the  literature  the  case  against  the  ad- 
visability of  adenotonsillectomy  in  the  cleft 
palate  patient  is  presented  by  authors  whose 
opinions  range  from  "prefer  not  to”  to  "ab- 
solutely contraindicated”.  Gibb1'  and  Mor- 
ley,1"  like  most  of  the  other  objectors  to 


this  surgery,  prefer  not  to  do  tonsil  and 
adenoid  surgery  because  of  the  risk  of  hy- 
pernasality in  the  child’s  speech.  Calnanls 
warns  of  the  risk  of  permanent  nasal  speech 
following  this  surgery.  Berner1''  writes  of 
the  hazards  of  adenotonsillectomy  and  calls 
the  sudden  regression  of  speech  following 
this  surgery  in  the  child  with  a repaired  cleft 


Oral  cavity 
Fig.  6 


palate  a "surgical  tragedy”.  He  believes  that 
tonsil  and  adenoid  surgery  by  the  conven- 
tional technique  is  absolutely  contraindi- 
cated in  order  to  avoid  speech  regression. 


Fig.  7 A 


Chalat,14  however,  feels  that  there  is  no 
evidence  to  support  the  contention  that 
tonsillectomy  and  adenoidectomy  are  con- 
traindicated in  cleft  palate  children.  He 
presented  a series  in  which  speech  was  im- 
proved in  16  of  51  children  following  the 
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operations,  unchanged  in  32,  and  worse  in 
only  three.  Wallner1  and  Loeb1 ' both  report 
speech  improvement  following  adenotonsil- 
lectomy.  Miller11  believes  that  there  are  few 
adverse  effects  on  speech  production  result- 
ing from  a carefully  performed  adenoton- 
sillectomy,  and  that  hearing  should  be  the 
primary  consideration  as  to  whether  or  not 
a tonsillectomy  and  adenoidectomy  should 
be  done.  Skolnik/'  Halfond,20  Sataloff  and 
Fraser0  also  favor  tonsil  and  adenoid  surgery 
to  prevent  serious  hearing  loss.  Beatty21 
writes  that  the  adenoid  mass  must  be  re- 
moved to  aid  free  nasal  breathing  and  pro- 
tect the  ears.  Finally,  Subtelney4  and  Mas- 
ters22 feel  that  both  sides  have  points  of 
merit  and  suggest  modified  surgical  pro- 
cedures. 


Fig.  7 B 


We  feel  that  both  sides  present  valid 
points.  The  case  against  adenotonsillectomy 
is  the  risk  of  hypernasality  postoperatively. 
The  case  in  favor  of  adenotonsillectomy  is 
the  prevention  and  treatment  of  hearing 
problems.  Both  views  are  presented  well  but 
to  date  there  are  not  enough  statistics  avail- 
able from  which  to  draw  definite  scientific 
conclusions.  Fiypernasality  remains  in  about 
15  per  cent  of  cleft  palate  patients  after 
they  have  undergone  surgical  correction  of 
the  palate  defect.  We  still  do  not  know, 
however,  the  exact  percentage  of  patients 
in  this  group  who  further  regress  with 
adenotonsillectomy;  as  we  also  still  do  not 


know  the  exact  percentage  of  patients  in 
the  8 5 per  cent  group  with  good  speech  post 
cleft  palate  repair  who  suddenly  regress  after 
tonsil  and  adenoid  surgery.  We  feel  that 
these  areas  still  need  to  be  explored.  We  also 
feel  that  it  is  important  to  emphasize  that 
once  hearing  loss  is  established  in  the  cleft 
palate  patient,  it  is  usually  difficult  to  cor- 
rect, while  the  hypernasality  which  some- 
times follows  adenotonsillectomy  can  usually 
be  corrected  by  the  surgical  procedures 
mentioned  earlier.  Finally  we  recommend 
that  an  otolaryngologist  be  consulted  at  the 
first  sign  of  middle  ear  infection  or  hearing 
difficulties.  If  he  feels  that  an  adenotonsil- 
lectomy is  indicated  and  would  prevent 
hearing  loss,  an  adenotonsillectomy  should 
then  be  performed  as  this  is  the  best  way  to 
treat  the  total  patient. 


Fig.  8 


Summary  and  Conclusions 

1.  There  is  a high  incidence  of  hearing 
loss  in  the  cleft  palate  patient.  This 
can  often  be  controlled  and  prevented 
by  adenoid  and  tonsil  surgery. 

2.  Sudden  regression  of  speech  following 
adenotonsillectomy  in  the  child  with 
a repaired  cleft  palate  is  a very  serious 
problem.  This  may  be  overcome  with 
speech  therapy  or  palate  and  pharyn- 
geal reconstruction  procedures. 
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3.  Adenotonsillectomy  should  be  done  in 
the  cleft  patient  when  indicated,  even 
at  the  risk  of  producing  increased 
nasality,  in  order  to  decrease  the  inci- 
dence of  hearing  loss  in  these  patients. 
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Primary  Carcinoma  of  the  Fallopian  Tube 
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Carcinoma  of  the  fallopian  tube  is 
a rare  form  of  gynecologic  tumor. 
Five  cases  are  described  with  an 
average  age  of  54.  Bleeding,  pain, 
vaginal  discharge,  and  abdominal 
mass  or  enlargement  were  the 
commonly  described  symptoms. 

A LTHOUGH  DESCRIBED  IN  THE 
MID-1800’s,  carcinoma  of  the  fallopian 


tube  was  first  discussed  in  detail  by  C.  J. 
Orthmann  in  1 866. 1 This  tumor  is  rare  (0.16 
to  1.16%  of  gynecologic  malignancies2); 
however,  it  recently  has  been  described  with 
increasing  frequency.  During  the  past 
twenty  years,  five  cases  have  been  seen  at 
the  Medical  College  of  Virginia. 

Clinical  Features 

The  ages,  parity,  presenting  symptoms 
and  provisional  diagnoses  of  our  five  cases 
are  summarized  in  Table  1. 

The  average  age  of  the  five  cases  was  54 
years.  This  is  in  agreement  with  the  statis- 


TABLE  1 

Clinical  Summaries 


Case 

Age/ Race 

Parity 

Symptoms 

Physical  Findings 

Pre-Op  Diagnosis 

I 

58 

W 

M 

G P 

0 0 

Pale  watery  discharge 
for  7 mo.;  intermit- 
tent spotting. 

None;  biopsy  of  cer- 
vix reported  as 
adenocarcinoma. 

Adenocarcinoma 
of  cervix. 

II 

53 

W 

G P 

0 0 

Burning  lower  abdom- 
inal pain  1 mo.; 
backache  3 wks.  ; 
pressure  on  bladder 
and  abdominal  en- 
largement, yellow 
vaginal  discharge  1 
wk. 

Tender  mid-lower 
abdomen  with 
guarding. 

(?)  Cystic  ovary. 

III 

49 

W 

G P A 

1 0 1 

Dull  continuous  RLQ 
pain  with  radiation 
to  LLQ  and  RUQ. 
Intermittent  spot- 
ting since  last  period 

4 months  ago. 

Suprapubic  and  RLQ 
tenderness. 

Ca.  of  ovary. 

IV 

52 

N 

G P A 
3 3 0 

Increasing  abdominal 
distension,  4 wks.; 
vaginal  bleeding,  1 
wk. 

Protuberant  abdo- 
men, ascites.  (?) 
rectal  mass  pal- 
pated at  finger  tip 
level  (normal 
sigmoidoscope;  IVP 
and  Ba  enema  re- 
vealed left  pelvic 
mass). 

(?)  Ovarian 
tumor. 

V 

57 

N 

G P 

0 0 

Right  pelvic  mass  as 
incidental  finding. 

16  cm.  right  pelvic 
mass. 

Cyst  of  ovary. 

From  the  Department  of  Pathology,  Health 
Sciences  Division,  Virginia  Commonwealth  Univer- 
| sity. 


tics  of  others/  As  would  be  expected,  most 
patients  with  carcinoma  of  the  fallopian 
tube  are  postmenopausal.  Two  of  our  cases 
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(Ill,  IV)  were  peri-menopausal.  Although 
our  patients  varied  in  age  from  49  to  5 8, 
extremes  of  184  and  80'1  have  been  reported. 

Nulliparity  has  been  frequently  com- 
mented on  in  patients  with  carcinoma  of 
the  fallopian  tube,4  and  our  group  is  no  ex- 
ception. Of  the  five  patients  (all  of  whom 
were  married),  three  had  never  been  preg- 
nant and  only  one  had  delivered  living  chil- 
dren. The  possible  relationship  of  infertility, 
chronic  salpingitis  (present  in  all  five  cases) 
and  fallopian  tube  cancer  will  be  discussed 
below. 

Bleeding,  pain,  discharge,  and  abdominal 
mass  or  enlargement  have  been  described  as 
the  four  most  common  symptoms,  in  de- 
creasing order  of  frequency. ' None  of  these, 
however,  occurs  commonly  enough  to  mili- 
tate against  the  diagnosis  by  its  absence, 
since  the  most  frequent  (vaginal  bleeding) 
was  reported  in  only  51%  of  the  large  num- 
ber of  cases  reviewed  by  Sedlis.3  All  of  our 
patients  had  at  least  one  pelvic  symptom. 
Vaginal  bleeding  was  described  in  two  cases, 
sharp  or  dull  pelvic  pain  in  three,  and  a yel- 
low watery  discharge  in  two.  While  such  a 

TABLE  2 


Pathology,  Treatment,  Course 


Case 

Side 

Extent  at  Surgery 

Surgery* 

Post-Operative 

Irradiation 

Chemotherapy 

Course 

I 

bilat 

through  tubal  wall;  me- 
tastasis to  endometrial 
polyp  and  cervix. 

TAH,  BSO 

Dead  at  62 
months 

II 

L 

into  wall 

TAH,  BSO 
(L  tube 
ruptured 
during  surg.) 

3,000  R to  pelvis 
Co60 

Dead  at  36 
months 

III 

bilat 

through  wall 

TAH,  BSO 

ThioTepa 

Dead  at  7 
months 

IV 

L 

extension  to  L ovary,  R 
tube,  greater  omentum, 
jejunum 

TAH,  BSO 

2,300  R to  abd/ 
pelvis;  1800  R 
to  pelvis 

ThioTepa 

Dead  at  8 
months 

V 

R 

into  wall 

TAH,  BSO 

2000  R to  abd. 
3000  R to  pelvis 

Alive  at  10 
months 

*TAH — total  abdominal  hysterectomy;  BSO — bilateral  salpingoophorectomy. 


discharge  has  been  reported  as  diagnostic,  it  summarized  in  Table  2.  The  fallopian  tube 
may  also  occur  in  benign  hydrosalpinx.5  containing  the  tumor  was  distended  in  all 
"Hydrops  tubae  profluens”  is  the  term  ap-  cases  and  varied  up  to  18  x 5 cm.  (Fig.  1). 
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plied  to  the  triad  of  sudden  vaginal  dis- 
charge accompanied  by  disappearance  of  a 
pelvic  mass  and  relief  of  pain.  Although 
described  as  pathognomonic  of  fallopian 
tube  cancer,  this  combination  as  well  may 
occur  in  benign  hydrosalpinx.  Sedlis  re- 
ported it  in  less  than  5 % of  cases  of  tubal 
cancer.3 

Cytologic  studies  of  vaginal  scrapings  were 
negative  in  the  two  cases  in  which  they  were 
performed  (IV,  V).  Others  report  similar 
negative  results;1,4'6  however,  in  his  review, 
Sedlis  notes  positive  results  in  60%  of  the 
forty  cases  examined.1  When  vaginal  smears 
show  malignant  glandular  cells,  and  endo- 
metrial curettings  and  cervical  biopsies  are 
negative,  carcinoma  of  the  fallopian  tube 
should  be  considered. 

The  correct  diagnosis  was  not  made  pre- 
operatively  in  any  of  our  cases.  Jones  reports 
that  less  than  2%  are  diagnosed  correctly 
prior  to  surgery.' 

Pathology 

The  gross  pathology  of  the  five  cases  is 
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carcinoma  were  present  in  cases  II,  III  and 
V (Fig.  2b).  No  relationship  was  noted 
between  the  pattern,  size,  differentiated,  or 
extension  of  tumor  through  the  wall  of  the 
fallopian  tube  and  the  subsequent  clinical 
course.  The  frequent  bilaterality  has  been 
noted  by  others/  In  addition  to  the  grossly 
apparent  tumor,  carcinoma  In  situ  was  also 
present  in  one  case  (II)  ; an  additional  case 
(IV)  showed  adenomatous  hyperplasia  of 
the  contralateral  fallopian  tube. 

Chronic  salpingitis  was  present  in  all 
cases.  The  association  of  carcinoma  of  the 
fallopian  tube  and  chronic  salpingitis  is  well 
recognized;  however,  whether  any  causative 
relationship  exists  is  unsettled.1  ' The  fact 
that  only  one  of  the  five  patients  had  borne 
living  children  suggests  that  the  tubal  in- 
flammation preceded  the  cancer,  rather  than 
having  been  caused  by  it.  Tuberculosis,  as- 


Fig.  2a.  Photomicrograph  of  well-differentiated  papillary  carcinoma  in 
Case  V (H  & E X 170). 


The  predominant  histologic  pattern  was 
moderately  well  differentiated  papillary- 


Fig.  1.  Photograph  of  fallopian  tube  in  Case  V.  The  tube 
measured  18  cm.  in  length  and  5 cm.  in  diameter,  and 
was  filled  with  blood.  A 3.5  cm.  exophytic  tumor  was 
found  near  the  proximal  end  (left  of  Figure). 

alveolar  adenocarcinoma  (Fig.  2a).  Small 
foci  of  less  differentiated  medullary  (solid) 
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sociated  with  tubal  carcinoma  in  the  past,1’  survival  rate  of  60%  with  high-voltage,  as 
was  not  present  in  the  cases  we  examined.  compared  with  30%  with  conventional  ir- 


Fig.  2b.  Focus  of  alveolar  (top)  and  medullary  (bottom)  carcinoma  in 
Case  II  (H  & E X 170).' 


Treatment  and  Natural  History 

Treatment  (Table  2)  in  all  cases  consisted 
of  total  abdominal  hysterectomy  and  bi- 
lateral salpingo-oophorectomy.  The  role  of 
postoperative  irradiation  is  controversial. 
Hayden  and  Potter,  with  a five-year  survival 
rate  of  27%,  could  demonstrate  no  addi- 
tional value.1  Hanton  et  al.,  with  a five- 
year  survival  rate  of  44%,  found  no  benefit 
of  x-ray  therapy.4  Sedlis  reported  good  re- 
sults with  supplemental  irradiation,  noting 
73%  five-year  survivors  in  the  series  he 
reviewed.3 

Fogh  not  only  found  postoperative  x-ray 
therapy  beneficial,  but  also  contrasted  treat- 
ment by  conventional  and  high-voltage 
methods.  He  noted  a two  and  a half  year 


radiation.  Furthermore,  he  demonstrated  an 
increase  in  the  length  of  symptom-free  time 
before  recurrence  with  high-voltage  treat- 
ment.8 

The  five  year  survival  rates  for  carcinoma 
of  the  fallopian  tube  have  improved  since 
the  entity  was  first  described.  Only  three 
of  the  first  200  patients  lived  five  years.9  In 
more  recent  studies,  the  five-year  reported 
survival  rates  have  varied  from  23s  to  44.4 

Of  those  patients  who  die  with  cancer  of 
the  fallopian  tube,  5 34  to  62 %3  do  so  with- 
in the  first  two  years.  However,  patients 
who  are  alive  five  years  after  initial  surgery 
do  not  necessarily  represent  cures,  since 
Hanton  et  al.  reported  that  12%  of  their 
five-year  survivors  subsequently  died  of  dis- 
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ease.4  One  of  our  patients  (I),  although 
alive  at  five  years,  was  known  to  have  dis- 
seminated tumor  and  died  two  months  later 
with  pelvic  carcinomatosis. 

Metastases  chiefly  involve  the  contiguous 
pelvic  organs  and  the  peritoneal  cavity.  In 
the  large  series  of  cases  reviewed  by  Sedlis, 
the  most  common  sites  (in  descending  order 
of  frequency)  were  peritoneum,  ovaries, 
uterus  and  intestine.  ’ Of  our  four  patients 
who  died,  all  had  developed  abdominal  car- 
cinomatosis. Two  of  them  subsequently 
became  obstructed  and  one  of  these  ulti- 
mately  developed  bowel  perforation  and 
peritonitis. 

Passage  through  the  fimbriated  end  of  the 
tube  is  believed  by  Sedlis  to  be  the  principal 
route  of  spread. 1 This  path  of  dissemination 
is  difficult  to  reconcile  with  the  usual  gross 
appearance  of  a dilated,  distended  fallopian 
tube  sealed  at  both  ends.  Actual  invasion 
of  the  tubal  wall  musculature  is  reportedly 
rarely  seen,  even  in  cases  with  metastases;1 
however,  four  of  our  cases  had  extension 
into  (II,  V)  or  through  (I,  III)  the  wall  at 
the  time  of  surgery. 

Pelvic  lymph  node  metastasis  is  rare 
(4.5%),  even  in  cases  with  extensive  pelvic 
and  peritoneal  metastasis.3  For  this  reason, 
total  hysterectomy  and  bilateral  salpingo- 
oophorectomy  with  wide  excision  of  the 


adnexa  is  the  operation  of  choice,  and  pelvic 
lymphadenectomy  is  of  dubious  value.1 
Indexing  Terms: 

(1)  Fallopian  Tube 

(2)  Carcinoma  of  Fallopian  Tube 
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Tuberculosis:  a Continuing  Problem 


l\eiv  cases  of  tuberculosis  con- 
tinue to  appear  and  to  folloiv  the 
same  pattern  except  that  the  prog- 
nosis has  improved. 


W I 'HE  CAPTAIN  of  all  these  men  of 
death  that  came  against  him  to  take 
him  away,  was  the  consumption;  for  it  was 
that  that  brought  him  down  to  the  grave”: 
thus  did  John  Bunyan  describe  tuberculosis, 
the  most  destructive  disease  in  the  history 
of  mankind.1  Although  tuberculosis  still 
ranks  within  the  top  three  as  a cause  of 
death  in  the  world  at  large,  it  is  rapidly  be- 
ing controlled  in  the  United  States.  In  this 
country  in  1900,  tuberculosis  accounted  for 
200  deaths  per  100,000  population;  in  1964 
this  mortality  rate  had  fallen  to  4.2  per  100,- 
000  population.1’ 

In  spite  of  this  dramatic  decrease  in  the 
mortality  rate,  tuberculosis  continues  to  be 
a prevalent  disease,  especially  among  the 
indigent  population.  This  study  was  under- 
taken in  an  attempt  to  define  the  problem 
in  the  City  of  Norfolk. 

Methods 

In  order  to  document  any  change  in  the 
patterns  of  the  disease,  the  years  1964  and 
1969  were  studied.  The  records  of  all  tuber- 
culosis patients  from  the  Norfolk  Public 
Health  Department  and  from  Norfolk  Gen- 
eral Hospital  were  reviewed.  To  be  included 

Drs.  Booker,  Stone  and  Mulligan  were  Family  Medi- 
cine Residents  at  Norfolk  General  Hospital. 


J.  JUDSON  BOOKER,  III,  M.D. 
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Norfolk,  Virginia 

in  the  study,  a patient  must  have  had  a pre- 
viously undiscovered  positive  culture  or 
smear  for  acid  fast  bacilli  or  have  had  over- 
whelmingly presumptive  evidence  of  active 
tuberculosis.  Patients  with  positive  skin  tests 
only  were  excluded. 

Results 

Number  of  cases:  In  1964  there  were  40 
new  cases  of  tuberculosis  reported.  In  1969 
there  were  63  new  cases,  an  increase  of 
3 6.5%  in  recorded  cases. 

Age:  The  ages  of  highest  incidence  for 
both  years  were  between  30  and  59.  The 
number  of  cases  falling  within  these  limits 
represent  63%  and  66%  of  the  totals  for 
1964  and  1969  respectively. 

Sex:  Males  comprised  63%  of  cases  in 
1964  as  compared  to  81%  in  1969. 

Race:  For  both  years  about  two-thirds  of 
patients  were  Negroes. 

Months  of  greatest  case  finding:  During 
both  years,  the  highest  incidence  of  new 
cases  occurred  between  May  and  October. 
75%  of  cases  in  1964  and  63%  of  cases  in 
1969  fell  within  this  six-month  period.  The 
cases  were  listed  in  the  month  during  which 
the  positive  culture  or  smear  was  obtained 
from  the  patient  and  not  when  it  was  re- 
ported as  being  positive.  The  cases  consid- 
ered as  active  tuberculosis  on  presumptive 
evidence  were  listed  in  the  month  when 
investigation  was  begun  which  eventually 
yielded  the  diagnosis. 

Familial  spread:  There  were  several  in- 
stances in  which  two  patients  came  from 
the  same  address  and  several  instances  in 
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which  two  patients  lived  only  a couple  of 
houses  from  each  other. 

After  the  initial  survey  of  all  reported 
cases,  a more  detailed  study  of  the  cases  from 
Norfolk  General  Hospital  was  undertaken. 
The  results  are  summarized  in  Table  1. 

Table  1 


1964  1969 

Total  Admissions  17,408  20,457 

Number  Admitted  for  Tuberculosis  25  31 

% of  Total  Admissions .14%  .15% 

% Indigent 48%  61% 

% Private  52%  39% 

Number  Dying  of  Tuberculosis 5 3 

Average  Age  at  Death 48  49 


For  both  years  tuberculosis  constituted 
about  .15%  of  all  hospital  admissions.  The 
percent  of  private  to  indigent  patients  was 
about  equal  in  1964,  but  in  1969  61%  of 
the  patients  were  listed  as  indigent.  It  is 
significant  that  in  1964,  5 of  the  25  patients 
admitted  for  tuberculosis  died  primarily  of 
that  disease  while  in  the  hospital.  In  1969, 
only  3 of  the  3 1 patients  admitted  for  tuber- 
culosis died  in  the  hospital  primarily  of  that 
disease.  During  both  years,  patients  dying 
did  so  of  pulmonary  involvement.  The  ages 
of  death  during  both  years  were  between  3 5 
and  62.  The  average  age  of  death  was  48 
in  1964  and  49  in  1969. 

As  would  be  expected,  the  primary  site 
of  infection  for  the  majority  of  cases  was 
pulmonary,  92%  in  1964  and  84%  in  1969. 
Other  sites  included  genitourinary,  bones  or 
joints,  central  nervous  system  and  miliary. 
(Table  2) 


Table  2 


1964 

1969 

Number  Admitted  for 

Tuberculosis 

25 

31 

Sites  of  Infection 

Pulmonary 

_ _ _23 

(92%) 

26 

(84%) 

Genitourinary 

__  0 

3 

(10%) 

Bone/Joint 

1 

(+%) 

1 

(3%) 

Meninges 

1 

(+%) 

0 

Miliary 

0 

1 

(3%) 

The  months  of  greatest  tuberculosis  ad- 
missions to  the  hospital  corresponded  to  the 
months  of  greatest  incidence  for  all  cases, 


i.e.  May  to  October.  71%  of  all  cases  in 
1964  were  admitted  during  this  particular 
six-month  period;  the  same  calculation  for 
1969  was  64%. 

Discussion 

The  study  adds  little  to  the  vast  literature 
about  tuberculosis.  It  points  out  once  again 
that  the  person  at  highest  risk  of  developing 
active,  progressive,  culturable  tuberculosis 
is  the  Negro  male  between  30  and  60  years 
of  age.  It  also  emphasizes  the  fact  that 
"tuberculosis  takes  its  greatest  toll  in  the 
regions  with  a low  standard  of  living  and 
among  the  underprivileged  classes  of  the 
population.”  ! Although  no  sector  is  im- 
mune, Figure  1 indicates  two  hot  spots  of 


tuberculosis  in  Norfolk.  One  is  in  the  area 
just  east  of  Norfolk  General  Hospital  and 
the  second  is  just  northeast  of  downtown 
Norfolk,  both  low  socioeconomic  areas 
within  the  city.  Notice  that  the  areas  of 
highest  incidence  have  changed  little  in  the 
last  five  years. 

The  greater  number  of  reported  cases  in 
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1969  is  regarded  as  an  apparent,  rather  than 
a real  increased  incidence.  The  explanation 
for  this  is  to  be  found  in  more  refined  case 
finding  techniques  and  in  better  record- 
keeping systems  in  the  latter  year. 

It  is  of  interest  that  the  study  demon- 
strates the  essential  nature  of  tuberculosis 
as  an  infectious  disease  as  seen  in  the  several 
instances  of  two  patients  living  in  proximity 
to  each  other.  Possible  also  in  support  of  this 
concept  would  be  the  fact  that  2/3  to  3/4 
of  cases  were  discovered  between  May  and 
October.  In  view  of  the  close  contact  be- 
tween people  during  the  winter  months 
(November  to  April)  and  assuming  an  in- 
cubation period  of  several  weeks  and  a sev- 
eral month  period  before  detection,  positive 
cases  of  an  infectious  disease  would  begin 
to  appear  about  May  of  each  year.  To  be 
sure,  this  is  an  untenable  conclusion  from  a 
two  year  study,  but  it  is  interesting  specula- 
tion. 

Although  the  study  is  too  small  to  draw 
hard  and  fast  conclusions,  it  would  seem  to 
indicate  a better  prognosis  for  patients  with 
active  tuberculosis  now  than  for  five  years 
ago,  the  mortality  rate  among  hospitalized 
patients  in  1964  being  20%  as  compared  to 
9.4%  in  1969.  The  reason  for  this  is  prob- 
ably because  of  better  case  finding  tech- 
niques, increased  public  awareness,  et  cetera 
leading  to  early  diagnosis  and  therapy.  En- 
vironmental conditions  and  drug  therapy 


played  a minor  role  since  they  have  changed 
little  in  the  last  five  years. 

Summary 

A brief  review  of  tuberculosis  in  Norfolk 
for  the  years  1964  and  1969  has  been  pre- 
sented. For  both  years  the  low  socioeco- 
nomic, middle-aged  Negro  male  was  at 
highest  risk  of  developing  active  tuberculo- 
sis. He  was  most  likely  to  have  pulmonary 
tuberculosis  with  positive  cultures  being  ob- 
tained between  May  and  October  and  his 
chance  for  survival  in  1969  was  91%.  If 
he  died,  he  did  so  of  pulmonary  tuberculosis 
at  the  age  of  49. 

The  purpose  of  this  study  is  to  alert 
physicians  to  the  continued  prevalence  of 
tuberculosis  in  our  society  and  to  aid  in  the 
identification  of  the  persons  at  highest  risk 
of  infection. 
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Clinical  History 

A 20-year-old,  white  male  French  Cana- 
dian shipyard  worker  was  transferred  to  the 
Medical  College  of  Virginia  Hospitals  from 
Riverside  Hospital  in  Newport  News  be- 
cause of  a suspected  hematoma  of  the  liver. 
The  patient  stated  that  he  had  been  well 
until  about  six  days  prior  to  his  admission 
at  MCV,  when  he  was  involved  in  an  auto- 
mobile accident  in  which  he  sustained  some 
trauma  to  the  right  side  of  his  head  and  his 
right  side.  He  did  not  lose  consciousness  but 
was  seen  in  the  Emergency  Room  at  Riv- 
erside Hospital,  when  his  physical  exam- 
ination was  noted  to  be  unremarkable  and 
skull  x-rays  were  reported  as  normal.  No 
laboratory  work  was  available  from  that 
visit. 

Four  days  prior  to  his  admission  here,  he 
began  to  have  pain  in  the  right  side  of  his 
abdomen  associated  with  nausea  and  vomit- 
ing of  gastric  contents.  Three  days  later, 
his  urine  became  quite  dark.  He  was  seen 
again  in  Riverside  Hospital  just  prior  to  his 
transfer  here  and  was  found  to  have  a very 
tender  right  upper  quadrant  with  a ques- 


tionable pulsatile  epigastric  and  right  upper 
quadrant  mass.  He  was  noted  to  be  icteric. 
His  hemoglobin  was  8 gm%  and  a tentative 
diagnosis  of  a subcapsular  hematoma  of  the 
liver  was  made. 

Review  of  Systems:  Negative. 

Past  Medical  History:  Unremarkable  ex- 
cept for  a prior  appendectomy.  He  denied 
previous  blood  transfusions,  jaundice,  or 
drug  ingestion. 

Family  History  and  Social  History  were 
non-contributory. 

Physical  Examination:  BP  1 50  65,  P 124, 
T 104  , R 16.  Patient  was  a well-developed, 
well-nourished,  icteric  young  man  who  ap- 
peared to  be  in  intense  pain  in  his  abdomen 
and  complained  of  occasional  exacerbations 
of  the  pain  in  the  right  side.  Funduscopic 
examination  was  within  normal  limits.  The 
mucous  membranes  were  pale.  The  sclerae 
were  icteric.  The  throat  was  negative.  The 
neck  was  supple.  There  was  no  venous  dis- 
tention and  there  were  no  palpable  masses. 
The  chest  was  symmetrical  and  the  lungs 
were  clear  to  percussion  and  auscultation. 
The  heart  revealed  a sinus  tachycardia,  but 
no  other  abnormalities.  The  abdomen  re- 
vealed rigidity  in  the  right  upper  quadrant. 
There  was  dullness  to  percussion  four  finger- 
breadths  below  the  right  costal  margin.  A 
systolic  bruit  was  detected  in  the  epigas- 
trium and  in  the  left  upper  quadrant.  No 
definite  rebound  tenderness  could  be  elicited. 
There  was  some  slight  pulsation  in  the  epi- 
gastrium, but  this  was  thought  to  be  trans- 
mitted from  the  abdominal  aorta.  A soft 
boggy  mass  was  thought  to  be  present  in 
the  upper  quadrant.  The  genitalia  were  nor- 
mal. Rectal  examination  revealed  no  feces 
and  only  mucus  was  obtained  on  the  exam- 
ining glove,  which  was  negative  for  occult 
blood.  There  were  no  masses  in  the  rectum. 
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There  was  no  significant  peripheral  lymph 
node  enlargement.  There  was  a large  ecchy- 
mosis  on  the  right  flank.  There  were  strong 
femoral  pulses.  No  significant  bruits  were 
heard  over  the  peripheral  arteries.  Extremi- 
ties were  negative  except  for  pes  cavus. 
Neurological  examination  was  within  nor- 
mal limits. 

Laboratory  Data:  Hemoglobin  7.3  gm%, 
white  count  13,400/mm:  with  5 5%  neutro- 
phils, 31%  lymphocytes  and  14%  mono- 
cytes. BUN  25  mg%.  Blood  sugar  146 
mg%.  Serum  amylase  less  than  5 0 SU.  The 
urine  was  brown,  hazy,  acid  with  a specific 
gravity  of  1.012.  There  was  1+  proteinuria, 
but  sugar  and  acetone  were  negative.  Urine 
was  positive  for  both  blood  and  bile.  Micro- 
scopic examination  of  the  urine  sediment  was 
unremarkable.  Examination  of  the  peripher- 
al smear  revealed  normocytic,  normochromic 
erythrocytes  with  frequent  microspherocy- 
tes,  very  slight  polychromasia  and  a rare 
normoblast.  No  significant  poikilocytosis 
was  noted.  Platelets  were  plentiful.  There 
was  a neutrophilia  with  a shift  to  the  left 
and  equal  numbers  of  bands  and  segmented 
neutrophils.  Frequent  metamyelocytes  and 
occasional  myelocytes  were  noted.  There 
was  early  toxic  granulation  with  occasional 
small  Dohle  bodies.  Occasional  plasma  cells 
and  frequent  plasmacytoid  lymphocytes 
were  noted.  SMA  was  normal  except  for  an 
elevation  of  the  total  bilirubin  to  7.8 
mg%,  BUN  of  2 5 mg%,  glucose  153  mg% 
and  the  SGOT  to  80  KAU.  Serum  creatinine 
0.9  mg%.  Serum  electrolytes  were  within 
normal  limits.  The  plasma  hemoglobin  was 
164  mg%.  Hemoglobin  electrophoresis  re- 
vealed hemoglobin  A.  Fractionation  of  the 
bilirubin  levels  revealed  a total  bilirubin  of 
5.5  mg%  with  1.2  mg%  direct  reacting. 
Prothrombin  concentration  was  100%,  fi- 
brinogen 25  3 mg%,  reticulocyte  count  3%. 
The  physician  who  drew  the  patient’s  blood 
noted  in  vitro  hemolysis  of  the  blood  samples 
and  attempts  to  type  and  cross-match  the 
patient  were  unsuccessful  because  of  auto- 


agglutination of  the  patient’s  cells.  A 
Coombs  test  was  positive.  Bone  marrow 
examination  revealed  marked  erythroid  hy- 
perplasia and  was  otherwise  unremarkable. 

Chest  x-ray  was  reported  as  normal.  Flat 
plate  of  the  abdomen  and  lateral  lumbar 
spines  were  thought  to  reveal  some  enlarge- 
ment of  the  spleen  and  liver.  It  was  also 
thought  that  there  was  a fracture  of  the  3rd 
left  transverse  process,  but  subsequent  films 
failed  to  confirm  this.  A liver  scan  revealed 
marked  enlargement  of  the  liver  with  an 
homogeneous  decrease  in  concentration 
noted  throughout  the  entire  right  and  left 
lobes,  and  an  increased  concentration  of  the 
radio-active  gold  in  the  spleen  which  was 
also  enlarged.  Findings  were  thought  to 
suggest  diffuse  parenchymal  disease  of  the 
liver  with  splenomegaly. 

An  electrocardiogram  was  reported  as  be- 
ing normal  except  for  a sinus  tachycardia. 

The  Ham  acid  serum  test  and  Donath- 
Fandsteiner  test  were  negative. 

The  subsequent  course  of  events  in  this 
patient’s  illness  will  be  shown  after  the  dis- 
cussion of  the  pathology. 

Clinical  Discussion 

Dr.  Michael  Flaherty:  We  are  presented 
here  with  a 20-year-old  white  male  who 
comes  to  the  hospital  six  days  after  an  epi- 
sode of  trauma  with  a fulminant,  appar- 
ently auto-immune  hemolytic  anemia.  The 
first  problem,  as  I see  it  now,  is  to  decide 
whether  or  not  the  patient’s  entire  clinical 
picture  may  be  attributed  to  his  vigorous 
hemolytic  process.  So  we  will  compare  him 
with  the  signs  and  symptoms  and  usual  clin- 
ical presentation  of  a patient  with  fulminant 
hemolytic  anemia. 

The  symptoms  of  a marked  hemolytic 
process  include  nausea,  vomiting,  diarrhea 
and  significant  abdominal  pain  to  the  point 
where  it  is  frequently  confused  with  an 
acute  abdominal  episode.  Chills  and  fever, 
tachycardia,  and  diffuse  back  and  limb  pain 
cause  confusion  with  infectious  syndromes. 
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The  signs  are  pallor,  icterus  and  hepato- 
splenomegaly,  and  the  laboratory  work  re- 
veals anemia  with  a leuko-erythroblastic 
peripheral  smear,  and  it  can  be — particu- 
larly in  children  where  it  is  a bit  more  vig- 
orous in  terms  of  the  leukocyte  response — 
as  high  as  100,000  white  count  and  higher 
sometimes,  and  the  shift  to  the  left  can  be 
as  far  as  to  include  blasts  in  the  peripheral 
smear.  Invariably,  there  is  a markedly  ele- 
vated reticulocyte  count,  the  bilirubin  is 
elevated  with  a predominance  of  indirect- 
reacting  bilirubin.  There  is  decreased  hapto- 
globin, methemalbumin  and  hemoglobin  in 
the  plasma  and  hemoglobinuria. 

In  light  of  these  findings,  I feel  that  our 
patient’s  entire  clinical  picture  essentially 
can  be  explained  by  his  auto-immune  hemo- 
lytic process.  There  are  a couple  of  things 
left,  however,  that  are  a little  bit  disturbing 
in  terms  of  just  attributing  his  entire  picture 
to  a hemolytic  process.  One  is  the  fact  that 
he  had  a right  flank  ecchymosis,  which 
brings  up  the  possibility  that  we  have  a pa- 
tient with  retroperitoneal  bleeding.  It  was 
pointed  out  that  he  had  well-palpated  fe- 
moral pulses.  Six  days  after  an  episode  of 
trauma  in  which  the  aorta,  renal  vessels,  or 
renal  parenchyma  were  damaged  causing 
bleeding,  we  should  expect  some  decrease  in 
perfusion  of  the  legs  if  the  aorta  were  dam- 
aged. If  the  kidneys  were  damaged,  we 
would  expect  to  see  some  evidence  in  the 
urinary  sediment.  So  for  the  purposes  of 
the  CPC,  I would  like  to  discount  his  right 
flank  ecchymosis  and  just  say  that  this  is 
probably  a muscular  wall  hematoma.  That 
is  very  easy  to  do,  I know,  when  you  are 
discussing  a CPC,  but  in  point  of  fact,  in 
the  clinical  management  of  this  patient,  I 
don’t  think  it  could  be  ruled  out  as  easily. 

The  other  finding  is  the  3%  reticulocyte 
count,  which  is  not  consistent  with  a hemo- 
lytic process.  In  point  of  fact,  on  his  pe- 
ripheral smear,  as  it  states  in  the  protocol, 
there  was  slight  polychromasia,  which  would 
indicate  that  there  was  indeed  not  a brisk 
reticulocytosis.  In  the  marrow,  however, 
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there  was  marked  erythroid  hyperplasia  and 
the  mature  red  cells  in  the  marrow  did  re- 
veal a considerable  degree  of  polychromasia. 
Probably  5 0%  of  the  adult  red  cells  in  the 
marrow  were  polychromatic,  so  we  know 
that  he  did,  in  fact,  have  an  erythroid  re- 
sponse to  his  anemia  but  it  did  not  show  up 
in  the  peripheral  blood  in  terms  of  reticu- 
locytosis. Crosby1  in  1956  discussed  the 
presence  of  reticulocytopenia  in  hemolytic 
syndromes  and  he  listed  approximately  seven 
causes  for  the  absence  of  reticulocytes  in  an 
acute  hemolytic  process.  Bone  marrow  is 
one  of  the  three  main  sites,  along  with  the 
spleen  and  liver,  for  the  destruction  of  the 
red  cells,  and  three  of  Crosby’s  seven  ex- 
planations for  reticulocytopenia  involved 
the  destruction  of  the  reticulocyte  in  the 
marrow  before  it  is  released  into  the  periph- 
eral blood.  I believe  in  this  case  that  this  is 
perhaps  the  explanation  for  this  patient’s 
low  reticulocyte  count  in  the  presence  of  a 
good  marrow  response. 

This  patient’s  referral  diagnosis  was  a 
"subcapsular  hematoma  of  the  liver”,  and 
this  is  worthy  of  some  consideration.  The 
liver  scan  which  is  reported  as  showing  "a 
diffuse  though  decreased  uptake  of  the  col- 
loidal gold  of  the  liver  and  spleen”  for  prac- 
tical purposes  rules  out  the  possibility  of 
hematoma.  If  you  look  at  this  scan  and  you 
note  where  the  palpable  edges  of  the  organs 
are,  you  can  see  that  the  colloidal  gold  is 
being  taken  up  over  the  entire  area  that  is 
palpable,  which  essentially  casts  grave  doubt 
on  the  possibility  of  significant  hematoma, 
since  it  would  not  take  up  the  colloidal  gold. 
The  reason  for  the  decreased  uptake  of  the 
colloidal  gold  by  the  liver  and  the  consid- 
erable spill-over  into  the  spleen  is  related  to 
the  fact  that  this  scanning  technique  de- 
pends on  the  reticulo-endothelial  function 
of  the  liver  and  in  this  case  there  is  a large 
quantity  of  immune-damaged  red  cells  be- 
ing presented  to  the  reticulo-endothelial 
system,  so  it  is  functioning  at  its  maximum 
and  in  fact  is  significantly  hyperplastic. 
When  you  add  another  substance,  namely 
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the  colloidal  gold,  it  is  not  going  to  clear  it 
as  well;  hence  the  spill-over  into  the  spleen 
and  its  diffuse  decrease  in  uptake. 

At  this  point,  I satisfied  myself  that  the 
patient  has  an  auto-immune  hemolytic  ane- 
mia and  in  light  of  the  information  supplied 
in  the  protocol,  I was  more  or  less  content 
to  offer  as  a diagnosis,  idiopathic  auto- 
immune hemolytic  anemia  with  incidental 
trauma  unrelated  to  his  present  illness.  How- 
ever, since  this  is  a CPC,  I thought  that  I 
would  have  to  enter  the  realm  of  speculating 
somewhat  as  to  the  etiology  of  this  patient’s 
auto-immune  hemolytic  anemia. 

Auto-immune  hemolytic  anemia  is  di- 
vided essentially  into  "warm”  and  "cold” 
types.  The  warm  antibody  is  a Gamma  G 
incomplete  antibody.  This  means  it  is  Gam- 
ma G globulin  that  is  an  incomplete  anti- 
body in  that  it  does  not  cause  agglutination 
of  the  red  cells  in  a saline  environment.  It 
simply  coats  the  red  cells  but  does  not  de- 
stroy them.  The  immune-damaged  red  cell 
then  is  destroyed  when  it  presents  itself  to 
the  spleen  and  an  in  vitro  test  requires  the 
anti-gammaglobulin  or  Coombs  serum  to 
cause  the  agglutination  of  the  coated  RBCs. 
These  generally  have  a specificity  in  the  Rh 
antibody  system — perhaps  70%  of  them  are 
in  the  Rh  system  and  the  others  are  divided 
among  several,  Kell  and  Kidd  being  the  next 
two  most  common  systems.  Ordinarily  this 
causes  a clinical  picture  of  modest  Coombs- 
positive anemia,  with  reticulocytosis,  sple- 
nomegaly, and  bilirubinemia,  but  without 
plasma  hemoglobin  elevation  and  hemo- 
globinuria, because  the  cells  are  damaged  but 
not  lysed  in  the  circulation.  They  are  lysed 
when  they  get  to  the  spleen.  The  reticulo- 
endothelial system  in  the  spleen  destroys  the 
red  cells  but  at  such  a rate  that  the  hemo- 
globin and  the  other  breakdown  products 
are  not  presented  to  the  circulation  in  great 
quantity.  Decreased  haptoglobin  occurs  in 
this  situation  when  small  amounts  of  hemo- 
globin are  released  into  the  circulation  but 
methemalbumin,  plasma  hemoglobin,  and 
hemoglobinuria  are  extremely  rare. 


The  cold  antibody,  on  the  other  hand,  is 
a Gamma  M globulin  and  is  a complete  an- 
tibody. This  means  it  will  cause  agglutina- 
tion in  saline  medium,  and  it  is  a comple- 
ment-binding antibody.  These  are  described 
as  "cold  antibodies”  because  decrease  in  the 
temperature  is  required  for  the  complement 
binding  to  the  antibody-damaged  red  cell. 
Lysis  occurs  when  the  temperature  rises. 
The  clinical  presentation  here  is  the  so- 
called  "cold  agglutination  syndrome”  or 
paroxysmal  cold  hemoglobinuria  syndrome. 
These  antibodies  have  specificities  in  the 
ABO  blood  system  and  the  I-i  system.  Now 
this  brings  us  up  to  about  the  stage  of 
knowledge  in  the  auto-immune  hemolytic 
system  that  had  existed  perhaps  10  or  15 
years  ago.  At  that  time,  when  a patient 
presented  to  a hospital  with  elevated  plasma 
hemoglobin  and  hemoglobinuria,  he  was 
thought  to  be  in  this  category  and  his  dis- 
ease had  to  be  cold  agglutinin  disease,  paro- 
xysmal cold  hemoglobinuria  or  paroxysmal 
nocturnal  hemoglobinuria  because  these  were 
the  diseases  that  produced  plasma  hemo- 
globin and  hemoglobinuria;  hence,  two  of 
the  tests  that  we  have  in  the  protocol  are 
the  Donath-Landsteiner  test  to  rule  out 
paroxysmal  cold  hemoglobinuria  and  the 
Ham  test  to  rule  out  paroxysmal  nocturnal 
hemoglobinuria  (not  that,  from  the  proto- 
col, you  would  suspect  that  he  had  either 
of  these).  I don’t  know  what  season  it  was 
when  he  came  into  the  hospital,  but  these 
two  are  not  really  high  on  the  list  of  sus- 
pected diagnoses. 

As  I say,  this  was  the  status  of  knowledge 
up  until  about  10  or  15  years  ago  when  sev- 
eral people  started  doing  some  more  detailed 
studies  on  the  nature  of  the  antibodies.  Jandl 
and  Kaplan"  reported  some  experimental 
studies  showing  that  the  clinical  picture  of 
the  hemolysis  depended  more  on  the  titer 
of  the  antibody  than  the  nature  of  the  anti- 
body. They  took  anti-D  warm  antibodies 
and  in  low  titers  demonstrated  that  the 
damaged  red  cells  were  sequestered  in  the 
spleen  and  gave  a typical  picture  that  had 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 
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excerpt 
from  No.  I 
of  a new  series 


The  Ecology 
of  Birth  Control” 


75  million  more  Americans— 
what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
UnitedStates  — attributable  in  nosmall 
measure  to  the  widespread  use  of  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected to  double,  reaching  7 billion. 

But  the  word  "only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  of  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  ft 
others  in  the  series  as  they  api'f i 
please  write  to  Searle  or  ask  your  St  • 
representative.  Explored  in  the  fulji 
coming  issues  will  be  the  role  of  4 
control  on  family  pressures  anui 
effects  on  the  family;  the  influence 
poverty,  ethnic  factors  and  ma  f: 
status;  its  role  in  illness,  its  ge  if 
implications  and  its  effects  on[B 
emotional  and  behavioral  life  o | 
individual. 


An  original  contribution 
to  the  science  of  contraception 

Dem/ulen 

Each  tablet  contains  1 mg  ethynodlol  diacetate/50  meg  ethinyl  estradiol 


Demulen...for  low  estrogen  and  Searle’s  progestin. ..with 
its  unsurpassed  contraceptive  effectiveness  and  low  in- 
cidence of  side  effects... with  simple  “Sunday-starting” 
and  patient-proof  Compack®  tablet  dispenser. 


Actions  — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
adotropins  from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
he  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
mce  1960  Reported  pregnancy  rates  vary  from  product  to  product  The  ef- 
activenessof  the  sequential  products  appears  to  be  somewhat  lower  than  that 
f the  combination  products.  Both  types  provide  almost  completely  effective 

ontraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
ormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
reat  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
lood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
it  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
imate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
e possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
futed  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
aceptives  must  be  continued. 

4 Indication  — Demulen  is  indicated  for  oral  contraception. 

4 Contraindications  — Patients  with  thrombophlebitis,  thromboembolic  disor- 
■jsrs,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 

■ lired  liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 

■ ispected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 

j eeding. 

Warnings  — The  physician  should  be  alert  to  the  earliest  manifestations  of 
rombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
tbolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
e drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
d studies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
icant  association  between  thrombophlebitis,  pulmonary  embolism,  and 
rebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives  There 
ve  been  three  principal  studies  in  Britain  15  leading  to  this  conclusion,  and 
e4  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 

- study  by  Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  asso- 
ites4  in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users 

- several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
use  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
rsist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 

long-continued  administration  The  American  study  was  not  designed  to 
aluate  a difference  between  products.  However,  the  study  suggested  that 
re  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se- 
ntial  products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
this  finding  are  desirable 

iscontinue  medication  pending  examination  if  there  is  sudden  partial  or 
'Plete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
lijraine  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
h ion  should  be  withdrawn. 

I iince  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
li  ommended  that  for  any  patient  who  has  missed  two  consecutive  periods 
b gnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen. 
If  he  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
(|  gnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

L ' small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
■ ntified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
Khe  nursing  infant  cannot  be  determined  at  this  time 

’recautions—  The  pretreatment  and  periodic  physical  examinations  should 
Wlude  special  reference  to  the  breasts  and  pelvic  organs,  including 
cjapamcolaou  smear,  since  estrogens  have  been  known  to  produce  tumors. 
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some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con- 
traceptive steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  availableevidenceissuggestiveof  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions: neuro-ocular  lesions,  eg.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted;  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache. hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 
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previously  been  known  as  a warm  antibody 
hemolytic  anemia.  However,  by  increasing 
the  titers,  they  could  cause  first  a moderate 
uptake  of  the  damaged  red  cells  by  the  liver; 
and  a very  high  or  large  increase  in  the  anti- 
body titer  could  cause,  in  fact,  intravascu- 
lar hemolysis  and  hemoglobinuria  with 
warm  antibodies.  Subsequently,  work  was 
done  with  the  cold  antibodies  demonstrating 
essentially  just  the  reverse:  that  in  extremely 
low  titers,  you  could  get  a warm-antibodv- 
type  picture,  and  in  extremely  high  titers, 
the  thermal  optimum  of  the  functioning  of 
the  cold  antibodies  varied  so  that  the  re- 
quirement for  a complement  to  fix  in  the 
cold  temperatures  could  be  abolished.  This 
is  a very  interesting  change  or  cause  of  con- 
fusion in  the  knowledge  of  auto-immune 
hemolytic  anemia,  but  it  does  not  help  us 
with  a diagnosis  particularly. 

I would  like  now  to  discuss  some  of  the 
causes  of  each  type  of  immune  hemolytic 
anemias  (Table  I).  As  I said  earlier,  I was 

Hemolytic  Anemias — Etiologies 

A.  “'Warm  Antibody”  Type 

1.  Idiopathic  (50-70%) 

2.  Lymphoproliferative  disease  (chronic  lympho- 
cytic leukemia,  lymphomas) 

3.  Collagen  vascular  disease  (especially  systemic 
lupus  erythematosus). 

4.  Sarcoidosis 

B.  “Cold  Antibody”  Type 

1.  Idiopathic  (30%) 

2.  Mycoplasma  pneumonia  (30%) 

3.  Malignant  lymphoma  (Hodgkin's,  reticulum 
cell) 

4.  Viruses  (infectious  mononucleosis,  herpes,  hepa- 
titis, cytomegalovirus) 

5.  Others  (myeloproliferative  syndrome,  leukemias, 
liver  disease,  carcinoma,  etc.) 

content  just  to  write  off  this  diagnosis  as 
an  idiopathic  auto-immune  hemolytic  ane- 
mia because  in  fact,  in  various  studies  the 
warm  antibody  is  idiopathic  in  5 0-70%  of 
patients.  This  means  there  is  no  other  diag- 
nosis available  except  that  of  an  auto- 
immune hemolytic  anemia.  In  point  of 
fact,  many  of  these  people  who  are  initially 
diagnosed  as  idiopathic  subsequently  turn 
out  to  have  underlying  diseases,  but  it  may 


take  six  months  to  two  or  three  years  before 
the  diagnosis  is  uncovered.  After  idiopathic, 
probably  the  most  common  cause  of  warm 
antibody  immunohemolysis  is  the  lympho- 
proliferative syndrome,  most  significantly 
chronic  lymphocytic  leukemia,  but  also 
Hodgkin’s  disease  and  lymphomas  in  gen- 
eral— i.e.  reticulum  cell  and  lymphosarcoma 
— it  does  not  seem  to  make  a great  deal  of 
difference  what  the  cell  type  of  the  tumor 
is.  Other  significant  etiologic  diseases  are  the 
collagen  vascular  diseases,  the  principle  one 
among  these  being  systemic  lupus  erythema- 
tosis,  although  the  warm  antibodies  have  also 
been  described  rarely  with  periarteritis  and 
scleroderma.  Warm  antibodies  have  also 
been  found  in  sarcoid. 

The  cold  antibody  also  has  "idiopathic”  as 
one  of  its  leading  causes.  Probably  about 
3(T,  of  cold  antibodies  are  idiopathic.  The 
next  big  category  of  cold  antibody  is  the 
so-called  "atypical  pneumonia”  or  myco- 
plasma pneumonia,  which  accounts  for 
about  another  3 0%  of  the  cold  antibodies. 
After  these  two,  lymphoma  is  the  most  fre- 
quent cause  of  cold  antibodies.  In  this  case, 
however,  it  seems  that  it  does  have  some 
bearing  on  cell  type,  because  it  is  far  more 
common  with  Hodgkin’s  and  reticulum  cell 
than  it  is  with  the  small  cell  lymphosar- 
comas. After  this,  we  enter  into  the  viral 
disease  category,  principally  infectious  mo- 
nonucleosis, but  also  including  the  viruses 
of  herpes,  infectious  hepatitis  and  others, 
and  with  the  cardiac  bypass  and  post-per- 
fusion syndrome  now,  the  cytomegalovirus 
has  been  implicated  as  a cause  of  auto- 
immune hemolysis.  This  was  very  interest- 
ingly discussed  in  a CPC  in  the  New  England 
Journal  in  1968  by  Dr.  Meade."1  In  addition 
to  these,  which  probably  account  for  most 
of  the  auto-immune  hemolysis,  it  does  occur 
in  a whole  host  of  miscellaneous  diseases — 
the  myeloproliferative  syndromes,  chronic 
and  acute  leukemias,  liver  disease  of  various 
etiologies,  carcinoma  of  the  stomach,  pan- 
creas, etc.  It  is  certainly  not  a specific  en- 
tity; but  if  you  analyze  the  incidence  of  the 
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auto-immune  process  in  these  diseases,  you 
find  it  is  very  low. 

At  this  point,  it  is  safe  to  say  that  this 
patient’s  diagnosis  is  now  on  the  board.  It 
only  remains  for  us  to  start  eliminating.  I 
thing  just  looking  at  the  figures  on  the 
board,  you  will  understand  why  my  first 
reaction  was  to  say  that  it  is  idiopathic  and 
that  if  he  does  have  a specific  diagnosis,  we 
will  find  out  about  it  in  years  to  come, 
because  of  the  statistical  probability  of  over 
50%  of  all  immunohemolysis  being  idio- 
pathic. However,  since  we  cannot  leave  any 
loose  ends  in  a CPC,  I will  have  to  just 
knock  out  the  idiopathic.  I can’t  knock  out 
lymphomas  entirely,  but  I can  knock  out 
chronic  lymphocytic  leukemia  because  the 
patient  obviously  does  not  have  the  periph- 
eral blood  lymphocyte  proliferation.  Hodg- 
kin’s disease  and  other  lymphomas  cannot  be 
excluded.  In  point  of  fact,  I have  followed 
four  cases  at  various  times  in  young  adult 
males  in  their  20’s  and  30’s  who  presented 
as  idiopathic  auto-immune  hemolytic  ane- 
mias who  subsequently  had  a lymphoma, 
and  these  were  all  warm  antibody  types. 
None  of  these,  nor  other  idiopathic  hemo- 
lytic anemias  that  subsequently  were  diag- 
nosed as  lymphomas,  had  the  same  clinical 
picture  that  this  patient  had,  i.e.  they  did 
not  have  the  hemoglobinuria  and  plasma 
hemoglobin  elevations  that  he  had.  How- 
ever, as  you  can  see  here,  he  can  still  have  a 
lymphoma  and  have  a cold  antibody  which 
is  producing  his  red  cell  lysis.  I am  also  going 
to  exclude  sarcoid  without  much  comment. 
The  collagen  vascular  diseases  are  also  a good 
possibility  which  is  difficult  to  exclude.  Sys- 
temic lupus  is,  again,  the  most  likely  cause 
of  collagen  vascular  disease  to  produce  he- 
molysis, but  this  being  a disease  more  com- 
mon in  women,  I think  is  a little  remote 
to  consider,  but  I cannot  rule  it  out  entirely. 
In  the  absence  of  evidence  of  pulmonary 
disease,  I think  we  can  rule  out  mycoplasma 
in  this  patient.  Infectious  hepatitis  is  elim- 
inated in  the  presence  of  an  SGOT  of  only 
80.  There  is  no  evidence  of  herpes.  There 


is  no  reason  to  suspect  cytomegalovirus, 
which  leaves  us  with  infectious  mononu- 
cleosis. 

As  I said,  I am  less  inclined  to  believe  this 
patient  has  a warm  antibody  on  the  basis  of 
his  presentation  with  hemoglobinuria  and 
markedly  elevated  plasma  hemoglobin,  so 
I would  like  to  consider  that  this  patient  is 
suffering  from  the  presence  of  a Gamma 
M cold  antibody.  However,  I am  again  on 
shaky  grounds  here.  In  1962,  Wiener4  re- 
ported a case  of  idiopathic  warm  antibody 
disease  that  presented  with  hemoglobinuria 
and  elevated  plasma  hemoglobin.  A group 
at  Cornell ' last  year  also  reported  a warm 
antibody,  "hemolysin”,  in  an  elderly  lady 
who  had  a myocardial  infarct  and  a vigor- 
ous hemolytic  disease.  Thus,  while  it  is 
extremely  unusual  for  a warm  antibody  to 
present  this  clinical  picture,  it  certainly  is 
a possibility.  At  any  rate,  right  now  I am 
left  with  two  diagnoses — infectious  mono 
and  lymphoma. 

As  I said,  I believe  that  most  of  the  lym- 
phoma antibodies  are  warm  antibodies  also. 
The  only  antibody  that  has  been  described 
with  infectious  mononucleosis  is  the  Gamma 
M anti-i.  Again  this  is  a little  bit  of  a prob- 
lem. In  Rosenfield’s  lab  at  Mt.  Sinai  in  New 
York  in  1965,  Calvo'J  did  studies  on  infec- 
tious mononucleosis  antibody  titers  when 
they  had  a case  of  a girl  with  a thalassemia 
trait  who  presented  with  infectious  mono 
and  a very  vigorous  hemolytic  process.  As 
a result  of  their  studies,  they  demonstrated 
the  presence  of  anti-i  antibodies  in  over 
60%  of  all  infectious  mononucleosis  pa- 
tients; however,  this  was  a laboratory  find- 
ing and  was  rarely  accompanied  by  any  sig- 
nificant clinical  hemolysis. 

In  1966,  from  M.C.V.,  Mullinax  and 
James'  reported  the  case  of  a young  man 
(the  thought  did  occur  to  me  that  the  case 
they  presented  was  the  case  for  this  CPC) 
with  infectious  mononucleosis  who  pre- 
sented again  with  a vigorous  hemolytic 
process.  As  far  as  I know,  theirs  was  the 
first  or  certainly  one  of  the  early  cases  in 
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which  they  demonstrated  that  the  antibody 
involved  was  a complex  apparently  of 
Gamma  G and  Gamma  M and  that  the  com- 
bination or  complexed  antibody  bound  com- 
plement and  this  was  the  cause  of  the  hemo- 
lysis. I say  that  the  only  antibody  is  the 
Gamma  M anti-i  in  infectious  mono,  but 
last  year  Kurkel’s  group  from  Rockefeller" 
reported  an  anti-i  in  infectious  mono  which, 
in  fact,  had  a specificity  for  the  antibody 
lying  in  the  Gamma  G fraction,  so  the  pic- 
ture is  just  confused  a little  bit  more. 

In  point  of  fact,  a specific  diagnosis  is 
essentially  impossible  from  the  information 
given  in  the  protocol.  However,  it  is  clear 
that  it  is  a little  tricky  because  the  conclu- 
sion of  the  protocol  is  not  like  most  proto- 
cols conclude.  You  suspect,  obviously,  that 
this  patient  did  not  come  to  autopsy  from 
the  way  the  protocol  is  worded.  All  right, 
so  what  did  they  do  then  to  try  to  narrow 
down  the  specific  diagnosis  in  this  case?  As- 
suming that  we  are  going  to  have  either 
infectious  mono  or  lymphoma  or  the  remote 
possibility  of  a collagen  vascular  disease — one 
thing  we  can  do  is  separate  them  into  the 
warm  and  cold  agglutinins  on  the  basis  of 
his  Coombs  test.  The  first  thing  you  want 
to  know  about  this  patient  is  the  non- 
Gamma  Coombs  or  a complement  Coombs, 
which  if  positive  is  going  to  tell  us  that  this 
antibody  is  binding  complement.  In  infec- 
tious mono,  we  would  want  to  know  his 
heterophile.  If  a Gamma  M globulin  is  sus- 
pected, does  mercaptoethanol  destroy  the 
activity?  The  specificity  of  our  antibody 
can  also  be  established  by  titering  it  with 
cord  cells  to  see  if  we  have  an  anti-i  anti- 
body. And  given  the  results  of  all  these 
tests,  I think  we  would  be  able  to  tell  what 
the  diagnosis  is. 

I would  like  to  just  say  that  I think  that 
this  patient  has  an  acute  auto-immune  he- 
molytic anemia,  probably  secondary  to 
infectious  mononucleosis,  without  being 
able  to  positively  exclude  the  presence  of  a 
lymphoma  or  a collagen  vascular  disease. 


Pathological  Discussion 

Dr.  Henry  Snell:  I would  like  to  thank 
Dr.  Flaherty  for  a very  fine  discussion.  He 
has  already  covered  in  his  discussion  much 
of  what  I was  going  to  say.  Of  course,  he 
is  absolutely  correct.  This  is,  in  fact,  a case 
of  infectious  mononucleosis  complicated  by 
auto-immune  hemolytic  anemia.  The  anti- 
body present  in  the  patient  was  a cold  react- 
ing antibody  with  anti-i  specificity. 

Infectious  mononucleosis  was  first  de- 
scribed in  1889  by  Emil  Pfeiffer/'  who  re- 
ported a series  of  children  five  to  eight  years 
of  age  with  an  illness  characterized  by  fever, 
lymphadenopathy  and  sore  throat.  Burns10 
in  1909  called  attention  to  the  increase  in 
mononuclear  cells  in  this  disease.  Sprunt 
and  Evans11  in  1920  gave  it  the  name,  "in- 
fectious mononucleosis”.  Three  years  later 
Downey  and  McKinlay12  described  three 
types  of  atypical  or  abnormal  lymphocytes 
seen  in  infectious  mononucleosis.  Type  I is 
the  so-called  "leukocytoid  lymphocyte” 
which  has  basophilic  cytoplasm,  a decrease 
in  azurophilic  granules  and  often,  cytoplas- 
mic vacuolization.  The  nuclei  have  increased 
chromatin  density  and  are  indented  or  lob- 
ulated.  Type  II  cells  have  a relatively  smooth 
nucleus  and  abundant  smooth  cytoplasm 
with  patchy  basophilia  and  have  been  called 
"stress  lymphocytes”.  Type  III  cells  resem- 
ble large  lymphoblasts  but  with  abundant, 
deeply  basophilic  cytoplasm. 

This  classification  would  appear  to  have 
little  clinical  significance  and  all  three  types 
of  cells  may  occur  simultaneously  or  at 
various  times  during  the  illness. 

I will  now  show  you  the  peripheral  blood 
findings  in  this  patient  in  a series  of  photo- 
micrographs which  represent  changes  over  a 
nine  day  period.  I am  indebted  to  Dr.  John- 
ston for  these  excellent  photomicrographs. 
Initially  the  predominant  atypical  lympho- 
cytes were  small  with  dark  blue  cytoplasm 
which  resembled  plasma  cells— the  so-called 
"plasmacytoid  lymphocyte”  (Fig.  1);  by 
day  nine,  however,  the  predominant  cell  was 
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the  leukocytoid  or  monocytoid  lymphocyte 
(Figs.  1,  2) — a large  cell  with  abundant 
cytoplasm  and  of  the  type  frequently  called 


Fig.  1.  Atypical  lymphocyte  from  patient's  peripheral 
blood  smear.  Small  cell  at  upper  right  is  a plasmacytoid 
lymphocyte,  larger  cell  at  lower  left  is  a monocytoid 
lymphocyte  (two  erythrocytes  at  lower  right  for  com- 
parison). 

to  the  attention  of  the  physician  by  the 
technician  with  the  statement,  "I  think  this 
is  a case  of  infectious  mono.” 


Fig.  2.  Atypical  lymphocyte  (monocytoid  type)  surround- 
ed by  erythrocytes  in  peripheral  blood  smear. 

The  white  blood  cell  count  is  elevated  in 
infectious  mononucleosis,  ranging  from 
12,000  to  25,000  or  higher,  60  to  90%  of 
which  are  lymphocytes  and  with  5 0%  or 


more  of  these  atypical  lymphocytes  of  the 
type  described. 

In  1932  Paul  and  Bunnell1,  noted  that 
there  was  an  increase  in  sheep  cell  agglu- 
tinins in  infectious  mononucleosis.  This  has 
formed  the  basis  of  the  heterophile  antibody 
test.  The  agglutinins  are  present  in  most 
persons  in  low  titers,  usually  less  than  112. 
The  titer  is  also  elevated  in  serum  sickness 
and  in  some  infections  and  is  therefore  not 
specific,  though  titers  greater  than  224  in 
conjunction  with  clinical  signs  and  symp- 
toms and  the  usual  peripheral  blood  findings 
of  infectious  mononucleosis  are  reasonable 
evidence  of  the  disease. 

Davidsohn  et  al.14  in  1951  reported  the  re- 
sults of  a differential  serologic  test  based  on 
the  principle  that  absorption  of  serum  with 
Forssman  antigen  (a  suspension  of  guinea 
pig  or  horse  kidney  tissue)  would  remove 
the  antisheep  agglutinins  in  serum  sickness 
and  in  infections  but  not  those  antisheep 
agglutinins  present  in  increased  amounts  in 
infectious  mononucleosis.  This  has  been 
further  modified  by  Lee  et  al.1"  using  horse 
erythrocytes  (more  sensitive  than  sheep 
erythrocytes)  and  a kit  is  now  available  in 
the  form  of  a rapid  slide  test  from  Ortho 
Diagnostics. 

The  etiology  of  infectious  mononucleosis 
is  not  known,  although  viral  infection  has 
long  been  suspected,  and  more  recently  the 
EB  virus  has  been  implicated  as  a possible 
cause. 

The  incidence  peaks  between  15  and  30 
years  of  age,  but  with  a spread  ranging  from 
three  months  to  70  years.  There  are  two 
epidemiologic  patterns,  one  a sporadic  type 
and  another  with  a seasonal  incidence  peak- 
ing in  the  spring. 

From  the  pathologic  standpoint,  the  dis- 
ease affects  the  reticulo-endothelial  system, 
as  Dr.  Flaherty  pointed  out  very  nicely  in 
his  discussion  of  the  liver  scan.  In  addition 
to  infiltrates  of  atypical  lymphocytes  in  the 
liver,  the  lymph  nodes  and  spleen  are  en- 
larged and  effaced  by  similar  cells  and  in 
some  cases  the  atypical  lymphocytes  may 
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infiltrate  the  adventitia  and  media  of  blood 
vessels  in  the  lymph  nodes  and  spleen.  Ef- 
facement  of  architecture  and  thinning  of 
trabeculae  of  the  spleen  predispose  it  to 
rupture. 

The  clinical  picture  is  variable  but  in  gen- 
eral it  begins  with  malaise  followed  by  sore 
throat  and  fever,  which  may  range  from 
100-103  degrees  or  more.  There  is  lymph- 
adenopathy,  usually  cervical,  though  again 
the  picture  is  variable  and  lymphadenopathy 
may  not  be  prominent.  A false  positive  test 
for  syphilis  may  be  noted  in  some  patients. 

Serious  complications  include  the  Guil- 
lain-Barre  syndrome,  splenic  rupture,  sec- 
ondary infections  and — as  in  this  case — 
acute  auto-immune  hemolytic  anemia. 

At  this  point  I would  like  to  yield  to  Dr. 
Hossaini  who  will  discuss  the  immunohe- 
matologic  aspects. 

Dr.  Ali  A.  Hossaini:  In  the  Blood  Bank 
lab,  we  blood-grouped  the  individual  as  AB 
and  the  direct  Coombs  test  was  very 
strongly  positive.  We  made  a crossmatch 
against  60  unselected  donors  and  it  was 
strongly  incompatible.  Two  commercial 
panels  of  cells  were  also  strongly  positive. 
The  reactions  were  strongest  at  4 and  weak- 
est at  37°.  This  is  very  characteristic  of  the 
so-called  "cold  antibodies”;  in  other  words, 
they  show  their  best  activity  at  refrigeration 
temperatures.  The  antibody  is  found  in 
infectious  mononucleosis  very  frequently, 
as  Dr.  Flaherty  said.  We  have  a series  that 
we  tested  and  we  found  the  antibody  to  be 
present  during  the  first  week  of  the  illness 
in  about  69.2%  of  the  patients.  This  is  much 
higher  than  the  frequency  of  the  heterophile 
agglutinins  found  during  this  phase  of  ill- 
ness. Another  correlation  that  is  better  than 
heterophile  as  far  as  anti-i  is  concerned  is 
that  as  the  patient  recovers  and  convales- 
cence ensues,  the  antibody  titer  goes  down 
and  disappears  with  convalescence.  So  we 
regard  that  anti-i  is  a better  guide  and  a 
better  confirmation  test  for  infectious  mo- 
nonucleosis than  the  heterophile  agglutinin. 


The  antigen  against  which  these  anti- 
bodies are  directed  is  characteristic  of  fetal 
cells  and  cord  blood  cells  where  the  antigen 
is  the  prevailing  antigen  and  there  is  very, 
very  little  I-antigen.  After  birth,  the  anti- 
gen-i  transforms  into  antigen-I  and  as  the 
baby  matures,  it  has  more  and  more  I-anti- 
gen and  less  and  less  i-antigen  until  the  age 
of  18  months,  where  the  full  complement 
of  I-antigen  is  obtained.  Almost  everybody 
has  the  I-antigen  and  it  was  the  laborious 
study  of  Wiener  and  associates"'  in  19  3 6 
that  resulted  in  the  discovery  of  the  "I-i” 
system  because  until  that  time,  every  time 
we  had  a cold  antibody  and  this  was  tested 
(because  everybody  had  the  I-antigen)  all 
cells  agglutinated,  so  we  had  the  term  "non- 
specific cold  agglutinin”.  Then  Wiener 
tested  22,000  cells  and  out  of  the  22,000, 
five  failed  to  react,  showing  that  this  is  not 
an  antibody  that  is  non-specific  but  rather 
that  it  has  specificity.  It  was  given  the 
symbol  "I”  to  show  the  individuality  of  the 
cells  that  failed  to  react.  So  people  with 
anti-I  antibodies  of  the  "auto-antibody 
type”  are  hard  to  transfuse,  as  you  can  im- 
agine particularly  when  the  antibody  titer 
is  high,  and  this  is  when  the  antibody  reacts 
not  only  in  the  cold  but  also  at  body  tem- 
perature. 

Dr.  Snell:  I mentioned  etiology  and  I 
think  this  case  is  quite  timely — in  the  cur- 
rent issue  of  Laboratory  Diagnosis  in  Medi- 
cine that  is  published  by  the  Clinical  Pa- 
thology Department,  there  is  an  article  on 
the  EB  virus  and  Dr.  Escobar  has  kindly 
consented  to  say  a little  bit  about  this.  I 
think  it  is  very  exciting. 

Dr.  Mario  R.  Escobar:  I would  refer  you 
to  a couple  of  sources  of  information — the 
first  one  is  the  one  to  which  Dr.  Snell  re- 
ferred in  the  Bulletin  of  Laboratory  Medi- 
cine,17 and  the  other,  in  the  New  England 
Journal  of  Medicine  by  Niederman  et  al.  of 
Yale  University.1"  Recent  studies  have 
shown  that  infectious  mononucleosis  may  be 
associated  with  two  viruses  of  the  Herpes 
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group,  which  are  very  closely  related,  and 
the  clinical  syndromes  produced  by  these 
two  viruses  are  hematologically  and  clini- 
cally very  similar  as  well.  However,  one  big 
difference  is  that  the  type  of  infectious 
mononucleosis  associated  with  Epstein-Barr 
or  EB  virus  is  heterophile-positive  and  is 
prevalent  in  the  younger  age  group,  while 
the  CMV  or  cytomegalovirus  infectious 
mononucleosis  is  heterophile-negative  and  is 
prevalent  in  the  older  age  group. 

In  a study  done  by  Hanshaw19  in  New 
York,  the  prevalence  of  complement-fixing 
antibodies  in  the  normal  population  was 
about  18%.  However,  in  student  groups  in 
England,  the  Philippines  and  Colombia, 
South  America,  the  range  is  from  26%  to 
87%.“"  The  big  question  here  is  that  some 
reports  question  whether  or  not  EB  virus 
antibody  is  present  before  the  onset  of  in- 
fectious mononucleosis.  Therefore,  the  ques- 
tion really  is — is  EB  virus  related  to  infec- 
tious mononucleosis?  Many  of  these  studies 
leave  a big  question  mark  as  far  as  the  cells 
being  used  for  the  tests.  The  test  for  EB 
virus  is  not  complement  fixation.  It  is  an 
immunofluorescent  test  using  viable  cells. 
But  this  brings  up  certain  technical  ques- 
tions as  to  what  serum  one  was  using,  what 
type  of  cells,  what  strain  of  cells,  etc.  But 
most  of  the  studies,  I think,  reveal  the  fact 
that  the  antibodies — (CF  antibodies  to 
CMV  and  Fa  antibodies  to  EB  virus)  — 
come  up  or  appear  simultaneously  during 
infectious  mononucleosis  and  persist  for  at 
least  four  to  eight  years  without  any  loss  in 
titer. 

In  summary,  infectious  mononucleosis 
may  be  related  to  two  viruses,  the  EB  virus 
giving  a positive  heterophile  test  and  CMV 
virus  giving  a negative  heterophile  test.  It 
may  be  associated  with  these  viruses  as  the 
primary  etiological  agent,  or  a very  closely 
related  one  may  reactivate  a prior  infection 
with  one  of  these  two  viruses.  Also  we  know 
that  these  viruses  are  related  to  the  post- 
tranfusion  and  the  post-perfusion  syn- 
dromes. 
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Dr.  Moon:  I think  it  should  be  pointed 
out  that  the  unabsorbed  serum  heterophile 
titer  in  this  man  was  1 : 448 ; after  guinea  pig 
absorption  it  remained  at  1:448,  and  beef 
cell  absorption  rendered  it  negative.  As  far 
as  his  clinical  course  is  concerned,  he  re- 
sponded dramatically  after  24  to  48  hours 
of  corticosteroid  therapy,  and  is  alive  and 
well  today. 
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Accidental  Injuries 


Analyses  of  disability  claims  due  to  acci- 
dents, submitted  during  1965-67  by  person- 
nel of  the  Metropolitan  Life  Insurance  Com- 
pany under  the  Company’s  Group  insurance 
program,  provide  information  on  the  differ- 
ent types  of  injury  sustained  in  various  kinds 
of  accidents.  For  example,  the  most  fre- 
quent injury  caused  by  motor  vehicle  acci- 

I dents  was  a sprain  or  strain,  whereas  the 
most  common  cause  of  disability  resulting 
from  an  accidental  fall  was  a fracture, 

(usually  of  a lower  limb. 

Injuries  that  did  not  cause  a week’s  ab- 
sence from  work  were  excluded  from  the 

i study,  as  were  injuries  that  resulted  in  death 
within  that  period.  Moreover,  the  first  seven 
days  following  the  accident  were  excluded 
from  the  tabulated  days  of  disability.  The 
type  of  injury  tabulated  was  the  one  judged 
to  be  the  most  serious,  although  more  than 
one  type  may  have  been  mentioned  when 
reporting  the  claim. 

For  all  kinds  of  accidents  combined, 
sprains  and  strains  occurred  most  frequently 
for  both  men  and  women,  followed  closely 
by  fractures.  Nearly  half  of  these  fractures 


among  both  men  and  women  were  of  the 
lower  limb.  In  the  aggregate,  sprains  and 
strains  and  fractures  accounted  for  two- 
thirds  of  all  claims  in  this  study. 

Contusions  and  superficial  injuries,  as  well 
as  injuries  to  the  head,  were  also  found  to 
occur  more  frequently  in  motor  vehicle  than 
in  other  kinds  of  accidents. 

A similar  relationship  between  accident 
and  type  of  injury  generally  held  true  for 
women.  A notable  exception  was  the  higher 
level  of  fractures  from  accidental  falls 
among  women. 

As  measured  by  days  of  disability  per  year, 
fractures  were  by  far  the  most  important 
type  of  injury,  accounting  in  the  aggregate 
for  about  half  of  the  disability  days.  Frac- 
tures of  the  lower  limbs  resulted  in  more 
days  of  disability  each  year  than  did  frac- 
tures of  other  parts  of  the  body.  Among 
males,  the  number  of  days  of  disability  per 
year  in  excess  of  the  first  seven  days  of  dis- 
ability due  to  fractures  was  1 14  times  the 
number  due  to  sprains  and  strains,  whereas 
among  females  the  corresponding  ratio  was 
2 14  times. 
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Diagnostic  Laboratory  Medicine 


Malaria 

Malaria,  a disease  with  worldwide  distri- 
bution, is  caused  in  man  by  4 parasites  of 
the  genus  Plasmodium,  namely;  vivax,  fal- 
ciparum, malariae,  and  ovale.  Certain  fea- 
tures of  their  occurrence  are  not  always 
well  recognized.  Vivax  malaria  may  occur 
in  temperate  climates  and  still  occurs  rarely 
in  such  northern  countries  as  England,  Si- 
beria, and  Manchuria,  and  in  such  southern 
ones  as  South  Africa  and  Argentina.  Its 
absence  from  a belt  in  West  Africa  including 
Liberia,  Gabon,  and  Lagos  remains  a mys- 
tery. Lalciparum  malaria,  on  the  other  hand, 
is  much  more  tropical  in  distribution  and 
the  development  of  the  parasite  seems  linked 
between  a mean  summer  temperature  of  at 
least  70  L and  a mean  winter  one  of  at  least 
48  L.  As  a result,  it  is  very  rare  in  Europe 
though  it  may  occur  in  the  Balkans  and  the 
Danubian  marshes.  Malariae  type  malaria 
is  now  much  rarer  though  it  is  interesting 
to  note  that  in  former  times  it  was  common 
in  Europe.'  Ovale  malaria,  the  rarest  of  all 
was  at  one  time  thought  to  be  confined  to 
Africa  but  has  now  been  found  in  other 
places,  notably  in  Vietnam.  The  maximum 
incidence  of  malaria  in  North  America  in 
the  past  was  the  Mississippi  valley  where 
conditions  favored  the  persistence  of  a suit- 
able Anopheles  vector. 

Following  the  successful  trial  of  DDT 
against  Anopheline  mosquitoes  in  Italy  in 
1944,  there  seemed  to  be  a hopeful  prospect 
of  eradicating  malaria  in  the  course  of  time. 
In  some  places  where  the  operation  of 
schemes  was  simple  the  results  were  most 
gratifying.  In  fact,  in  North  America  by 
195  2 there  were  very  few  cases,  and  between 
1956  and  1965  they  averaged  about  108  per 
year.  In  1966  there  was  a sudden  change 
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which  became  accentuated  year  by  year 
until  1969  when  there  were  3,806  cases. 
Analysis  of  these  showed  that  they  were  vir- 
tually confined  to  military  personnel  re- 
turning from  Southeast  Asia,  particularly 
Vietnam.  It  did,  however,  pose  an  inter- 
esting problem.  An  analysis  of  the  species 
revealed  that  80%  of  the  cases  were  due  to 
P.  vivax.  This  was  surprising  in  view  of  the 
fact  that  the  severe  outbreaks  of  malaria  in 
South  Vietnam  in  1965-66  were  almost 
entirely  due  to  P.  falciparum.  In  Vietnam 
it  appears  that  both  P.  vivax  and  P.  falci- 
parum occur  in  the  native  population,  but 
that  the  latter  predominates  in  a highland 
region  near  Qui  Nhon  where  forests  are 
heavily  infested  by  mosquitoes.  It  was  fol- 
lowing a military  operation  in  this  area  that 
the  initial  outbreak  of  P.  falciparum  oc- 
curred. The  soldiers  concerned  in  this  part 
of  the  campaign  had  been  given  prophylac- 
tic treatment  of  Chloroquine  300  mg.  base 
and  Primaquine  45  mg.  base  weekly,  and 
it  was  confidently  assumed  that  this  would 
provide  protection  against  both  parasites. 
It  subsequently  transpired  that  the  local 
strain  of  P.  falciparum  was  resistant  to 
Chloroquine  (a  similar  event  had  occurred 
in  Colombia  and  in  Thailand  in  recent 
years)/  Meanwhile  infections  with  P. 
vivax  were  suppressed.  Every  soldier  was 
requested  to  continue  treatment  for  8 weeks 
on  his  return  to  the  United  States  in  order 
to  cure  any  suppressed  infection  with  P. 
vivax.  It  seems  likely  that  in  many  cases  this 
advice  was  not  followed  and  cases  appeared, 
the  majority  within  2-4  months  of  their 
return  from  Southeast  Asia.  It  is  interesting 
to  note  that  of  the  cases  of  P.  falciparum 
occurring  in  North  America  many  were 
infections  contracted  by  civilians  in  places 
such  as  West  Africa  and  Pakistan  and  who 
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had  recently  returned  from  those  places. 
Once  more  the  hazard  of  spread  of  disease 
by  air  travel  was  emphasized. 

The  majority  of  these  cases  in  military 
personnel  naturally  found  their  way  to  mil- 
itary hospitals,  the  next  most  frequent  place 
being  Veterans  Administration  hospitals. 
Since  June  1969,  there  have  been  24  cases 
in  McGuire  Veterans  Administration  Hos- 
pital, and  the  experiences  there  have  been 
similar  to  those  in  other  hospitals.1  Details 
of  these  cases  have  been  well  illustrated  in 
Malaria  Surveillance  reports.4 

The  possible  importance  of  this  influx  of 
malaria  into  North  America  has  received  its 
full  attention.  Is  it  likely  that  the  disease 
could  be  re-established?  This  is  unlikely  as  a 
certain  mosquito  population  density  and  also 
a malarial  parasite  density  would  have  to 
be  present.  This  point  has  become  obvious 
in  eradication  schemes  when  it  has  been 
found  that  malaria  has  disappeared  even 
though  a certain  number  of  suitable  Ano- 
pheline  vectors  exist.  With  only  a few  para- 
sites available,  the  chances  of  an  infected 
mosquito  biting  an  individual  at  the  appro- 
priate time  are  small.  Indeed,  only  a very 
occasional  case  in  a civilian  who  has  not 
left  the  country  has  been  reported. 

Of  more  concern  is  the  transmission  of 
malaria  by  transfusion,  and  more  stringent 
measures  must  be  adopted  in  selecting  blood 
donors. 

Since  1966  there  have  been  20  fatal  cases, 
all  due  to  P.  falciparum  as  would  be  ex- 
pected. Interestingly  enough,  half  of  these 
occurred  in  civilians  who  had  recently  been 
abroad.  It  seems  likely  that  in  these  cases 
diagnosis  was  delayed  as  they  were  admitted 
to  civilian  hospitals  where  civilian  doctors 
were  unlikely  to  consider  such  an  infection. 

With  so  much  attention  being  paid  to 
eradication  campaigns  in  recent  years,  the 
normal  course  of  the  disease  in  a community 
is  often  overlooked.  The  one  factor  that 
helps  to  maintain  it  is  population  movement. 
Such  movements  occur  during  war  invasion 
of  countries  where  malaria  exists,  and  the 
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introduction  of  susceptible  individuals 
causes  the  disease  to  be  hyperendemic  or 
even  epidemic.  If  the  invading  individuals 
suffer  from  malaria,  they  may  introduce  a 
strain  of  the  parasite  to  which  the  local  pop- 
ulation is  not  immune.  A similar  situation 
occurred  when  a country  such  as  North 
America  was  populated  by  pioneers.  Such 
settlers  located  themselves  near  a water  sup- 
ply where  mosquitoes  could  breed  and  housed 
themselves  in  log  cabins  which  afforded  ideal 
resting  places  for  mosquitoes  who  usually 
bite  during  the  twilight  or  evening  hours. 
Following  an  outbreak  of  the  disease,  cases 
become  rarer,  and  it  may  even  die  out  pro- 
vided there  is  not  new  influx  of  individuals. 
The  reasons  for  this  decline  are  complex  but 
of  great  interest.  Individuals  develop  a cer- 
tain degree  of  immunity,  but  this  is  as  yet 
poorly  understood  because  of  the  compli- 
cated antigenic  makeup  of  the  parasite. 
With  the  building  of  proper  houses,  mos- 
quitoes find  difficulty  in  gaining  access  to 
the  buildings,  and  with  clearance  of  the 
forest,  they  no  longer  find  the  shade  which 
they  like  so  much,  in  close  vicinity  to  human 
beings.  Lastly,  and  most  amusingly,  when 
cattle  are  introduced  into  a community  the 
mosquitoes  seem  to  prefer  them  to  human 
beings!  The  cattle  are  immune  to  the  para- 
site and  suffer  no  harm,  and  the  mosquitoes 
make  their  resting  place  in  barns  rather  than 
in  domestic  houses. 

It  can  easily  be  seen  that  population 
movements,  apart  from  troops  in  time  of 
war  and  pioneers  in  exploration,  could  also 
be  a great  handicap  in  eradication  pro- 
cedures. This  has  been  well-shown  by  the 
research  in  Africa  of  R.  Mansell  Prothero 
who  has  studied  a number  of  countries. 
These  movements  are  probably  greatest  in 
the  Sudan,  the  largest  country  in  Africa 
covering  almost  1 million  square  miles.  They 
are  exceedingly  complex  and  include: 

a)  seasonal  movements  by  migrants  in 
search  of  work,  e.g.  cotton  picking. 

b)  nomadic  tribes  forced  to  move  in 
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search  of  pasture  or  water  for  their 
stock. 

c)  agricultural  tribes  who  live  in  villages 
on  relatively  high  ground  and  migrate 
to  lower  levels  at  times  of  cultivation 
and  harvest.  At  these  times  they  live 
in  temporary  dwellings  which  are  well 
suited  to  harbor  mosquitoes. 

d)  movements  connected  with  religious 
practices,  e.g.  Nigerians  who  make  a 
pilgrimage  to  Mecca  and  pass  through 
the  Sudan.  Some  years  ago  the  writer 
visited  a tribe  of  West  Africans  who 
had  settled  on  the  banks  of  the  White 
Nile  just  outside  Khartoum.  They 
earned  a living  washing  ground-nuts 
in  the  river.  Their  presence  was  ex- 
plained on  the  grounds  that  they  had 
stopped  on  their  way  to  Mecca! 

Even  with  a knowledge  of  these  facts, 
malaria  eradication  is  exceedingly  difficult. 
For  its  production,  malaria  obviously  re- 
quires three  things:  1)  human  beings,  2) 
malarial  parasites,  3 ) Anopheline  mos- 
quitoes. From  a practical  point  of  view,  the 
best  method  of  eradication  is  to  reduce  the 
number  of  mosquitoes  by  attacking  them 
with  insecticides  either  in  their  resting  places 
or  in  their  breeding  grounds.  One  example 
will  suffice  to  indicate  why  such  a simple 
theoretical  exercise  proves  so  difficult  to  put 
into  practice.  In  the  Sudan  and  adjacent 
parts  of  Africa,  the  rainfall  is  patchy  in 
distribution,  and  therefore  the  population 
movements  of  nomadic  tribes  vary  from 
year  to  year.  In  fact,  when  they  obtain  in- 
formation that  rain  has  fallen,  they  proceed 
to  the  place  and  in  some  cases  travel  as  far 


as  100  miles  in  60  hours.  Spraying  their 
primitive  temporary  dwellings  is  difficult 
for  those  tribes  are  very  reserved  and  resent 
interference  by  strangers.  Added  to  this, 
these  temporary  dwellings  are  not  always 
put  up  the  same  way  and  what  is  an  inside 
wall  in  one  place  may  well  be  an  outside 
one  when  the  dwelling  is  moved. 

Many  good  historical  accounts  of  malaria 
have  been  written  illustrating  its  impor- 
tance in  world  history.  It  has  often  held  up 
wars  as  in  the  case  of  the  Macedonian  Cam- 
paign in  World  War  I.  It  has  even  been 
held  responsible  as  a factor  in  the  fall  of  the 
Roman  Empire.  Many  experts  think  that  it 
is  the  most  important  disease  in  the  world, 
which  does  not  seem  unreasonable,  because 
as  recently  as  195  0 there  were  approximately 
300  million  cases  per  year.  Now  this  num- 
ber has  been  greatly  reduced  and  was  about 
5 0 million  in  the  early  sixties.  Our  later 
experiences  remind  us  that  it  is  still  with 
us,  and  we  would  do  well  to  realize  some  of 
the  difficulties  preventing  its  complete 
eradication. 
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Research  Study-Grant  Awarding 

Much  has  been  written  about  the  1970’s 
being  the  decade  in  Virginia  for  the  devel- 
opment and  improvement  of  our  mental 
health  systems,  both  public  and  private.  The 
fifties  and  sixties  were  supposedly  given  over 
to  highways  and  education. 

Perhaps  our  focus  at  the  outset  of  this 
decade  should  be  in  the  advancement  of  the 
delivery  of  mental  health  service  by  the 
Department  of  Mental  Hygiene  and  Hos- 
pitals at  all  of  the  levels  of  its  endeavors. 
To  improve  this  system  we  need  to  recruit 
into  the  State  service  more  professional  per- 
sonnel and  at  the  same  time  study  the  var- 
ious aspects  of  mental  health. 

The  1970  General  Assembly  provided 
funds  to  improve  the  delivery  of  service. 
Chapter  10,  providing  for  Mental  Health 
and  Mental  Retardation  Services  Boards  to 
organize  community  mental  health  and 
mental  retardation  centers,  was  funded  for 
both  construction  and  staffing.  These  cen- 
ters are  to  augment,  but  not  sumplant,  the 
present  clinics.  There  are  $1,5  00,000  for 
matching  grants  for  staffing  and  services 
and  $1,800,000  for  construction  grants. 

These  grants  have  been  distributed  to 
some  thirteen  communities  or  areas  which 
have  mostly  directed  their  activities  in  the 
field  of  mental  retardation.  Other  grants 
are  still  under  consideration. 

The  Department  has  $200,000  to  appro- 
priate for  research  and  twelve  grants  to- 
taling $117,480  have  been  awarded.  A com- 
mittee made  up  of  representatives  of  the 
various  disciplines  involved  in  mental  health 
approves  the  grant  requests  and  recommends 
them  to  the  commissioner  for  final  award. 

A second  appropriation  of  $200,000  was 

Allerton,  William  S.,  M.D.,  Commissioner,  De- 
partment of  Mental  Hygiene  and  Hospitals. 


WILLIAM  S.  ALLERTON,  M.D. 

given  to  the  Department  for  the  awarding 
of  scholarships  and  fellowships  to  students 
who  will  go  into  mental  health  activities. 
So  far,  nine  fellowships  for  graduate  work 
and  one  scholarship  for  undergraduate  work 
have  been  given. 

The  research  committee  embraces  a wide 
spectrum  of  representation  in  the  State. 
Members  are:  Dr.  James  B.  Funkhouser,  as- 
sistant commissioner,  Virginia  Department 
of  Mental  Hygiene  and  Hospitals;  E.  Rae 
Harcum,  Ph.D.,  professor  of  psychology, 
College  of  William  and  Mary;  Dr.  David 
R.  Hawkins,  professor  and  chairman,  De- 
partment of  Psychiatry,  University  of  Vir- 
ginia School  of  Medicine;  William  J.  Higgs, 
Ph.D.,  director  of  research  and  evaluation, 
Alexandria  Community  Mental  Health  Cen- 
ter; Dr.  Ebbe  C.  Hoff,  medical  director, 
Bureau  of  Alcohol  Studies  and  Rehabilita- 
tion, Virginia  Commonwealth  University; 
Dr.  James  L.  Mathis,  professor  and  chair- 
man, Department  of  Psychiatry,  Virginia 
Commonwealth  University;  Dr.  Joan  Meil- 
ler,  director,  Memorial  Guidance  Clinic;  Dr. 
Benedict  Nagler,  superintendent,  Lynch- 
burg Training  School  and  Hospital;  Wil- 
liam B.  Pavlik,  Ph.D.,  chairman,  Depart- 
ment of  Psychology,  Virginia  Polytechnic 
Institute;  O.  A.  Trice,  Ph.D.,  professor  of 
psychology,  Mary  Baldwin  College. 

Grants  have  been  awarded  to:  $4,070  for 
Southwestern  State  Hospital,  "A  Clinical 
Assessment  of  the  Practical  Value  of  Op- 
erant Conditioning  Techniques  in  Re-estab- 
lishing Speech  in  Mute  Psychotics”,  Jay  W. 
Harper,  II,  Director;  $3,000  to  Central 
State  Hospital  for  "Follow-up  Study  of 
Adolescents”,  Dr.  Helju  Sormus,  director; 
$19,996  to  Lynchburg  Training  School  and 
Hospital  for  "A  Systematic  Investigation 
of  the  Effects  of  Post-Criterion  Intermit- 
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tent  Reinforcement  and  Trained  Psychiatric 
Aide  Follow-ups  on  the  Transfer  of  Self- 
Help  Skills  to  Novel  Environments  by  Se- 
verely and  Profoundly  Retarded  Children”, 
Dr.  A.  L.  Cone,  director;  $1,894.85  to  East- 
ern State  Hospital  for  "The  Use  of  Video- 
tape to  Promote  Appropriate  Social  Inter- 
action in  Chronic  Psychotic  Patients”,  Eliz- 
abeth Williams,  director;  $14,109  to  the 
University  of  Virginia  Mental  Health  Clinic 
for  "The  Application  of  Very  Brief  Hos- 
pitalization and  Crisis  Intervention  to  a 
State  Hospital  Setting”,  Dr.  Jean-Pierre 
Demars,  director;  $5,005  to  the  University 
of  Virginia  Mental  Health  Clinic  for  "The 
Psychophysiology  of  Sleep  in  Depressed  Pa- 
tients”, Dr.  Robert  L.  Van  de  Castle,  direc- 
tor; and  $19,962.40  to  Alexandria  Com- 
munity Mental  Health  Center  for  "An 
Experimental  Investigation  of  a Communi- 
ty-Adaptation Approach  to  Aftercare 
Treatment”,  Dr.  William  J.  Higgs,  director. 

Other  grants  include:  $3,543  for  Eastern 
State  Hospital  "Attentional  Styles  and  Schi- 
zophrenic Subtypes:  Scanning  and  Field  De- 
pendence”— project  director  is  Dr.  Virgil 
D.  McKenna;  $18,000  to  Central  State  Hos- 
pital for  "An  Exploration  of  the  Effective- 
ness of  Behavior  Modification  Techniques 
in  Reducing  Rate  of  Alcohol  Intake  by 
Chronic  Alcoholics” — project  director  is 
Dr.  William  M.  Lee;  $ 1 3,3  3 5 to  Peninsula 
Mental  Health  Center  for  "A  Comparison 
of  Various  Self-Confrontation  Techniques 
on  Changes  in  Accuracy  of  Self-Concept” 
— project  director  is  Dr.  Robert  E.  Canes- 
trari;  $4,565  to  Eastern  State  Hospital  for 
"Autonomic  Control  and  Schizophrenia” — 
project  director  is  Dr.  Glenn  D.  Shean; 
$10,000  to  the  University  of  Virginia  Men- 


tal Health  Clinic  for  "Relationships  of  In- 
Hospital  Change  and  Family  Attitudes  to 
Patients’  Post-Hospital  Adjustment” — proj- 
ect director  is  Dr.  George  A.  Clum. 

These  projects  were  recommended  to  the 
commissioner  by  the  Research  Evaluation 
Committee  under  the  chairmanship  of  Dr. 
Benedict  Nagler,  Superintendent  of  Lynch- 
burg Training  School  and  Hospital.  This 
committee  will  meet  again  on  March  12, 
1971,  to  reconsider  those  proposals  which 
were  returned  for  modification  and  to  con- 
sider new  ones. 

The  Scholarship  Committee  is  composed 
of  staff  members  in  Richmond.  They  are: 
James  Bozarth,  personnel  director,  chair- 
man; Dr.  James  B.  Funkhouser,  assistant 
commissioner;  Arthur  Centor,  director  of 
psychological  services;  Miss  Margaret  L. 
Cavey,  director  of  nursing  services,  and  Miss 
Elizabeth  Brantley,  director  of  psychiatric 
social  work. 

Fellowship  or  scholarship  grants  have  been 
awarded  to:  Miss  Harve  L.  Gardner,  VCU, 
psychology;  Mrs.  Helen  J.  Sanford,  Uni- 
versity of  Virginia,  speech  therapy;  Miss 
Susan  K.  Shackelford,  VCU,  social  work, 
and  Mrs.  Carol  N.  Trevvett,  VCU,  social 
work — all  from  the  Richmond  area. 

Other  grantees  are:  Steven  H.  Hurwitz, 
Portsmouth,  VCU,  psychology;  Miss  Eliz- 
abeth May,  Virginia  Beach,  Boston  Univer- 
sity, special  education;  Mrs.  Virginia  B. 
Newbern,  Virginia  Beach,  University  of 
North  Carolina,  nursing;  Miss  Kathleen  L. 
Esoldi,  Lynchburg,  VCU,  psychology,  Jef- 
frey Fracher,  Waynesboro,  University  of 
Richmond,  psychology,  and  Miss  Carol  A. 
Benfer,  Charlottesville,  Florida  State  Uni- 
versity, music  therapy. 
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Medicare  (Part  B) 


The  Bureau  of  Health  Insurance  recently 
issued  specific  instructions  to  the  fiscal  car- 
riers of  Medicare  pertaining  to  Medicare’s 
consideration  of  physician’s  bills  for  services 
rendered  to  patients  of  nursing  homes. 
These  instructions  apply  to  nursing  home 
visitis  and  do  not  apply  to  physician’s  visits 
to  patients  in  Extended  Care  Facilities  or 
Hospitals. 

The  Bureau  of  Health  Insurance  has  been 
informed  by  their  medical  consultants  that 
nursing  home  patients  usually  require  phy- 
sician visits  only  at  relatively  infrequent 
intervals,  and  have  concluded,  therefore, 
that  a reasonable  and  consistent  national 
policy  should  be  established  on  this  point. 
Accordingly,  carriers  have  been  instructed 
to  implement  the  policy  that  Medicare  re- 
imbursement can  be  made  for  one  physician 
visit  to  the  same  patient  in  a nursing  home 
in  a calendar  month.  Lurther  visits  would 
be  reimbursable  only  in  the  case  of  a claim 
in  which  the  physician  has  adequately  sub- 
stantiated the  need  for  more  frequent  visits 
to  the  specific  patient.  Obviously,  in  a nurs- 
ing home,  as  elsewhere,  acute  episodes  of 
illness  arise  that  require  more  frequent  at- 
tendance related  to  the  specific  needs  of  the 
patient. 

The  Bureau  of  Health  Insurance  believes 
that  it  is  reasonable  to  equate  the  charges  for 

(nursing  home  visits,  when  more  than  one 
patient  is  seen  during  the  same  trip  to  the 
nursing  home,  to  physicians’  charges  for 

I routine  followup  office  visits. 

The  following  instructions  issued  by  the 
Bureau  of  Health  Insurance  are  to  be  fol- 

t lowed  by  all  carriers  in  determining  the 
reasonable  charges  for  physician  visits  to 
nursing  home  patients  (except  where  the 

(regulations  dealing  with  provider-based 
physicians  apply). 

1.  Carriers  are  to  develop  separate  codes 


for  identifying  physician  visits  to 
nursing  homes  (a)  during  which  they 
see  only  one  patient,  and  (b)  during 
which  they  see  more  than  one  patient. 

2.  In  processing  claims,  the  carrier 
should  in  the  absence  of  any  definite 
indication  to  the  contrary  assume  that 
any  claim  for  visits  to  a nursing  home 
patient  involves  care  to  more  than  one 
patient  in  the  home. 

3.  Where  it  is  definitely  established  that 
a physician  visited  only  one  patient  on 
a particular  trip  to  a nursing  home, 
reimbursement  will  be  based  on  an 
amount  which  they  may  not  exceed 
the  normally  applicable  customary 
and  prevailing  charge  criteria  for  rou- 
tine follow-up  house  calls.  No  addi- 
tional travel  charge  may  be  recog- 
nized by  the  carrier  except  in  extraor- 
dinary circumstances. 

The  physicians  in  each  carrier’s  service 
area  should  be  asked  to  indicate  on 
their  billings  and/or  on  their  Medicare 
claims  forms  whether  only  one  patient 
was  seen  during  a single  trip  to  a 
nursing  home.  Suggested  language 
might  be:  "only  patient  seen”  or  "spe- 
cial visit — acute”  (with  appropriate 
medical  justification  on  the  SSA 
1490)  when  they  see  only  one  patient 
during  a nursing  home  visit. 

4.  All  other  claims  should  be  treated  as 
multiple  visit  situations;  and  the  rea- 
sonable charge  allowance  should  be 
based  on  the  customary  and  prevail- 
ing charges  for  routine  followup  of- 
fice visits. 

The  full  text  of  these  instructions  are 
contained  in  the  Part  B Intermediary  Letter 
70-32  and  are  available  for  your  review  in 
any  Social  Security  Office. 
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Minutes  of  the  Council 

A meeting  of  the  Council  of  The  Medical  Society 
of  Virginia  was  held  on  Wednesday,  January  13,  at 
Society  headquarters. 

Members  Present:  Dr.  James  M.  Moss,  Dr.  William 
S.  Hotchkiss,  Dr.  William  Grossmann,  Dr.  W.  D. 
Liddle,  Jr.,  Dr.  Mack  I.  Shanholtz,  Dr.  Harry  J. 
Warthen,  Dr.  Thomas  S.  Edwards,  Dr.  Raymond  S. 
Brown,  Dr.  Arthur  A.  Kirk,  Dr.  William  R.  Hill, 
Dr.  John  A.  Martin,  Dr.  James  C.  Respess,  Dr.  Alvin 
E.  Conner,  Dr.  Carl  E.  Stark  and  Dr.  Thomas  L. 
Lucas. 

Others  Present:  Dr.  Harold  I.  Nemuth,  Second 
Vice-President;  Dr.  Anthony  J.  Munoz,  Third  Vice- 
President;  Dr.  William  J.  Hagood,  Jr.,  Vice-Speaker; 
Dr.  W.  Callier  Salley,  Dr.  W.  Linwood  Ball  and  Dr. 
Alexander  McCausland,  AMA  Delegates;  Dr.  F.  Ash- 
ton Carmines,  Alternate  AMA  Delegate;  Dr.  Wil- 
liam S.  Allerton,  Commissioner,  Department  of  Men- 
tal Hygiene  and  Hospitals  of  the  Commonwealth  of 
Virginia;  Dr.  Kenneth  R.  Crispell,  Dean,  University 
of  Virginia  School  of  Medicine;  Dr.  M.  Pinson  Neal, 
Assistant  Dean,  Medical  College  of  Virginia;  and  Mr. 
Chad  P.  Coombs,  Assistant  Director,  Department  of 
Field  Service,  American  Medical  Association. 

Physician  of  the  Day 

It  was  recalled  that  Council  during  its  meeting  of 
October  11,  1970,  had  directed  that  an  effort  be 
made  to  implement  a "Physician  of  the  Day”  Pro- 
gram during  sessions  of  the  General  Assembly.  Dr. 
Brown  reported  that  he  had  discussed  the  matter 
with  the  Honorable  John  Warren  Cooke,  Speaker  of 
the  House,  and  had  learned  of  a number  of  problems 
which  would  have  to  be  resolved. 

Space  is  at  a premium  in  the  Capitol  Building  and 
Mr.  Cooke  indicated  that  no  office  or  desk  space  could 
be  found  at  the  present  time.  He  also  advised  Dr. 
Brown  that  it  would  be  difficult  to  justify  bringing 
a physician  in  from  some  long  distance  when  the 
Assembly  might  adjourn  in  a very  few  minutes  on 
any  given  day.  There  was  also  some  question  as  to 
"need”  since  Mr.  Cooke  could  remember  only  a very 
few  members  of  the  Assembly  requiring  medical 
attention. 

Dr.  Moss  stated  that  Dr.  Pennington  was  heading 
a special  committee  on  the  matter  and  that  it  would 


continue  to  explore  every  possibility.  Council  should 
know  well  in  advance  of  the  1972  session  of  the  Gen- 
eral Assembly  whether  such  a program  is  indeed 
feasible. 

Blue  Shield 

Dr.  Matthew  L.  Lacy,  President  of  Blue  Shield  of 
Virginia,  discussed  a reorganization  proposal  for  that 
organization.  He  stressed  the  fact  that  the  proposal 
was  exactly  that  and  neither  the  Blue  Cross  nor  Blue 
Shield  Boards  were  yet  ready  to  take  definitive  action. 

Dr.  Lacy  reported  that  the  size  of  both  the  Blue 
Cross  and  Blue  Shield  Boards  was  a matter  of  some 
concern.  The  Board  of  Blue  Shield  currently  has  3 5 
members,  while  the  Blue  Cross  Board  numbers  ap- 
proximately 60.  These  are  rather  unwieldly  numbers 
and  it  is  proposed  to  reduce  them  to  approximately 
15-20  members  each.  Council  was  assured  that  the 
interest  of  the  medical  profession  would  continue  to 
be  well  represented  and  that  it  need  have  no  fear 
along  this  line. 

It  was  brought  out  that  a study  by  the  consulting 
firm  of  Booz,  Allen  & Hamilton,  Inc.,  had  revealed 
the  need  for  improved  communications  between  man- 
agement and  members  of  the  Board.  Joint  meetings 
of  the  Blue  Cross  and  Blue  Shield  Boards  have  been 
suggested  as  has  an  ultimate  merger  with  more  public 
representation. 

Council  was  advised  that  the  majority  of  Blue 
Cross-Blue  Shield  plans  in  the  Nation  do  use  com- 
mon staffs.  It  would  be  difficult  to  justify  two  chief 
executive  officers  except  under  special  and  unusual 
circumstances. 

It  was  brought  out  that  The  Medical  Society  of 
Virginia  is  responsible  for  naming  twelve  members 
of  the  Blue  Shield  Board  and  that  these  same  phy- 
sicians serve  as  members  of  the  Society’s  Blue  Shield 
Committee.  It  was  agreed,  however,  that  any  re- 
duction in  the  size  of  the  Board  should  not  neces- 
sarily cause  a reduction  in  the  size  of  the  Committee. 

Some  fear  was  voiced  that  Blue  Shield  might  suffer 
should  the  two  Boards  be  consolidated.  This  fear 
was  based  upon  the  size  of  the  Boards  as  presently 
constituted. 

A question  was  raised  as  to  just  what  responsibility 
The  Medical  Society  of  Virginia  now  has  with  ref- 
erence to  Blue  Shield  of  Virginia.  It  was  pointed  out 
that  the  Society  actually  sponsored  Blue  Shield  and 
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was  instrumental  in  bringing  about  its  organization. 
Although  its  present  responsibilites  rest,  for  the  most 
part,  in  its  Board  appointees,  the  Society’s  advice  and 
guidance  on  all  major  policy  decisions  will  continue 
to  be  sought. 

A motion  was  then  offered  by  Dr.  Hotchkiss  re- 
ceiving the  reorganization  proposal  without  accept- 
ance or  rejection  and  referring  it  to  a special  Blue 
Shield  Commission  to  be  appointed  by  the  President. 
The  Commission  would  be  requested  to  study  the 
proposal  and  submit  its  recommendations  to  Council. 
The  motion  was  seconded  and  adopted. 

Appearing  with  Dr.  Lacy  were  Dr.  L.  W.  Hulley, 
Jr.,  Medical  Director;  Mr.  Roy  Battista,  Assistant 
Director;  and  Mr.  Richard  Reagan,  a representative 
of  Booz,  Allen  & Hamilton.  They  were  thanked  and 
commended  for  coming  before  Council  and  answer- 
ing questions  concerning  the  proposed  reoganization. 

Certificates  of  Appreciation 

A suggestion  was  made  that  The  Medical  Society 
of  Virginia  consider  the  advisability  of  awarding 
Certificates  of  Appreciation  to  past  officers,  members 
of  Council  and  Committee  Chairmen.  The  Society, 
at  the  present  time,  does  award  a Past-President’s 
Certificate  and  a Certificate  for  Distinguished  Serv- 
ice. 

It  was  learned  that  some  organizations  do  honor 
those  who  have  served  on  their  governing  bodies  by 
awarding  desk  or  wall  plaques.  Special  certificates 
are  made  available  to  their  committee  chairmen. 

It  was  then  moved  by  Dr.  Hill  that  a special  com- 
mittee be  appointed  to  study  the  matter  in  greater 
detail  and  recommend  a future  course  of  action.  The 
motion  was  seconded  and  carried. 

Quebec  Tragedy 

Recent  events  in  the  Canadian  province  of  Quebec 
have  caused  considerable  concern  in  the  United  States. 
Physicians  practicing  in  Quebec  are  now  virtual  pris- 
oners of  the  government,  threatened  with  severe 
fines  and  imprisonment  if  they  fail  to  comply  with 
provisions  of  the  recently  enacted  "Bill  41”.  Dr. 
McCausland  reported  that,  among  other  things,  phy- 
sicians are  not  permitted  to  leave  the  province,  can- 
not speak  against  the  law  and  are  forced  to  accept 
fees  which  have  been  set  back  to  what  they  were 
approximately  40  years  ago.  It  was  reported  that 
McGill  Medical  School  might  very  well  have  to  close 
its  doors. 

Dr.  McCausland  expressed  the  fear  that  what  is 
happening  in  Quebec  might  well  be  a shadow  of 


things  to  come  in  this  country.  Great  concern  was 
expressed  over  the  fact  that  physicians  in  the  United 
States  are  not  completely  united  and,  therefore, 
handicapped  in  their  efforts  to  hold  off  total  sociali- 
zation of  medicine.  It  was  agreed  that  the  time  has 
come  to  take  a stand  if  the  profession  is  to  survive. 
Schools  must  become  aware  of  the  dangers  at  hand 
and  actively  promote  the  cause  of  organized  medi- 
cine. 

Dr.  Liddle  called  attention  to  the  report  prepared 
by  Dr.  Russell  Roth,  Speaker  of  the  AMA  House 
of  Delegates,  entitled  "Considerations  in  Devising 
an  Overall  Health  Plan”,  and  expressed  the  feeling 
that  it  should  represent  a declaration  of  policy  from 
which  would  be  no  retreat.  Everyone  agreed  that 
the  report  was  excellent  and  had  much  to  recom- 
mend it. 

It  was  pointed  out  that  physicians  must  become 
more  politically  active  and  VaMPAC  was  cited  as 
our  first  line  of  defense.  The  thought  was  also  ex- 
pressed that  the  hopes  of  medicine  depend  in  large 
part  on  the  American  Medical  Association  and  its 
constituent  societies.  Dr.  Salley  indicated  that  he 
has  proposed  to  AMA  that  a group  of  field  men  be 
specifically  trained  to  go  out  and  talk  to  physicians 
across  the  Nation  concerning  problems  and  issues  of 
the  day  and  the  importance  of  AMA  membership. 

Dr.  Lucas  then  introduced  a resolution  decrying 
the  Quebec  tragedy  and  stating  that  physicians,  as 
a minority  group  in  the  United  States,  wish  to  in- 
voke the  protection  of  the  Constitution  against  in- 
voluntary servitude  and  the  possibility  of  becoming 
prisoners  of  the  state.  The  resolution  went  on  to  call 
attention  to  legislation  which  is  imposing  more  and 
more  restrictions  on  the  profession.  The  resolution 
was  seconded. 

Dr.  Hotchkiss  then  moved  that  the  resolution  be 
amended  in  such  manner  as  to  provide  that  copies 
be  sent  members  of  Virginia’s  Congressional  delega- 
tion along  with  a statement  that,  in  the  considered 
opinion  of  Council,  such  legislation  in  our  country 
would  result  in  inferior  medical  care  for  all  citizens 
of  the  United  States — promptly  and  progressively. 
The  amendment  was  seconded  and  carried. 

Following  a suggestion  that  the  Quebec  tragedy 
be  brought  to  the  attention  of  all  members  of  the 
Society,  the  resolution  by  Dr.  Lucas  was  adopted  as 
amended. 

Annual  Meetings 

Dr.  T.  Winston  Gouldin,  Chairman  of  the  Pro- 
gram Committee  for  the  1971  Annual  Meeting,  ad- 
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vised  Council  that  a number  of  new  features  were 
being  planned  for  the  October  session.  Motion  pic- 
tures will  quite  probably  be  scheduled  during  the 
early  morning  and  breakfast  roundtables  will  also 
be  featured.  As  a result,  it  is  hoped  that  more  AAGP 
credit  will  be  available. 

Dr.  Gouldin  expressed  the  hope  that  Council  would 
make  a decision  concerning  the  possibility  of  accept- 
ing financial  assistance  from  pharmaceutical  and 
other  medically  oriented  companies — as  long  as  such 
assistance  falls  within  guidelines  of  the  American 
Medical  Association.  He  stated  that  other  organiza- 
tions have  accepted  such  assistance  and  it  has  meant 
a great  deal  in  arranging  top  quality  programs. 

A motion  was  then  presented  by  Dr.  Lucas  au- 
thorizing the  Program  Committee  to  accept  such 
assistance  as  long  as  it  is  obtained  within  AMA  guide- 
lines. The  motion  teas  seconded  and  adopted. 

It  was  also  Dr.  Gouldin’s  opinion  that  the  overall 
format  of  the  Annual  Meeting  needs  a thorough  over- 
haul. The  Meeting  must  be  designed  to  appeal  to  all 
specialty  groups  and  a number  of  changes  must  be 
made  if  this  objective  is  to  be  realized.  It  was  Dr. 
Gouldin’s  suggestion  that  an  effort  be  made  to  have 
the  various  specialty  groups  meet  in  conjunction  with 
The  Medical  Society  of  Virginia  and  that  an  entire 
week  be  set  aside  in  order  to  make  this  possible.  For 
example,  the  first  weekend  could  feature  medically 
oriented  sessions,  and  the  closing  weekend  surgically 
oriented  programs.  The  middle  of  the  week  could 
be  devoted  to  business  sessions,  specialty  society 
meetings,  etc. 

Dr.  Martin  moved  that  Dr.  Gouldin’s  suggestions 
concerning  the  format  of  the  Meeting  be  brought 
before  the  House  of  Delegates  at  its  next  session.  It 
was  agreed  that  this  could  be  accomplished  through 
the  Program  Committee’s  annual  report.  Dr.  Mar- 
tin’s motion  was  seconded  and  adopted. 

Since  the  1971  Meeting  will  begin  on  Thursday, 
there  was  some  question  as  to  whether  scientific  ses- 
sions should  be  planned  for  Sunday  morning.  Dr. 
Gerald  J.  Fisher,  Chairman  of  the  Committee  on  Ar- 
rangements, indicated  that  his  Committee  had  ex- 
pressed some  concern  over  the  fact  that  Sunday  will 
be  used  as  a travel  day  by  many  and  attendance  at 
scientific  sessions  might  suffer  accordingly.  It  was 
noted,  however,  that  several  recent  meetings  of  other 
groups  had  attracted  good  turnouts  on  Sunday  morn- 
ings and  that  the  key  is  always  a top  quality  presen- 
tation. 

It  was  then  moved  by  Dr.  Martin  that  a Sunday 
morning  scientific  session  be  arranged  in  connection 


with  the  1971  Meeting.  The  motion  was  seconded 
and  adopted. 

Dr.  Fisher  stated  that  excellent  entertainment  had 
already  been  obtained  for  the  Annual  Meeting  and 
that  his  Committee  was  most  enthusiastic.  The  an- 
nual banquet  this  year  will  be  held  on  Saturday 
night. 

Rural  Affairs  Study  Commission 

Dr.  Earl  J.  Shiflet,  Executive  Manager  of  the  Vir- 
ginia Association  of  Electric  Cooperatives,  discussed 
with  Council  certain  thoughts  and  suggestions  result- 
ing from  membership  on  the  Rural  Affairs  Study 
Commission.  A subcommittee  of  the  Commission  has 
been  quite  busy  looking  into  the  health  and  medical 
needs  of  our  rural  areas  and  has  met  with  physicians 
and  private  citizens  of  various  rural  communities 
over  the  State. 

Mr.  Shiflet  stated  that  it  is  quite  clear  that  our 
rural  citizens  want  quality  medical  care  for  everyone. 
He  indicated  that  transportation  in  the  more  remote 
areas  of  the  State  has  become  a real  need  and  that 
it  would  be  a great  credit  to  the  profession  if  that 
need  could  be  met  without  governmental  involve- 
ment. He  went  on  to  say  that  some  areas  are  with- 
out physicians  because  they  cannot  guarantee  a min- 
imum income.  He  wondered  if  The  Medical  Society 
of  Virginia  should  not  consider  establishing  a special 
fund  for  this  purpose,  especially  since  the  risk  is 
minimal. 

Mr.  Shiflet  went  on  to  say  that,  in  his  opinion,  the 
private  practice  of  medicine  is  being  seriously  eroded 
but  that  it  can  be  preserved.  The  determination  and 
effort  to  preserve  the  private  sector  of  medicine  must 
come  from  within  the  ranks  of  the  profession  and 
not  from  without.  It  was  his  suggestion  that  the 
profession  concern  itself  more  with  the  social  aspects 
of  medicine  and  impress  the  public  with  the  realiza- 
tion that  only  physicians  can  effectively  control  and 
deliver  the  best  medical  care.  Mr.  Shiflet  went  on 
to  say  that  physicians  have  the  means  to  generate 
the  funds  necessary  to  get  the  job  done. 

During  the  ensuing  discussion  it  was  brought  out 
that  a shortage  of  physicians  is  perhaps  the  biggest 
problem  that  medicine  must  overcome  where  the  de- 
livery of  medical  care  is  concerned.  A great  deal  is 
being  done  along  this  line  and  medical  schools  are 
increasing  their  enrollments  at  an  encouraging  rate. 
It  was  pointed  out  that  getting  physicians  to  rural 
and  remote  areas  poses  multiple  problems  and  that 
every  effort  is  being  made  to  find  effective  answers. 

Council  expressed  its  appreciation  to  Mr.  Shiflet 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content  . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100,  500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 

o^r^t4*caS:^Aar?/iacea/tcci& 


Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 


ASPIRIN  5 QR.— PENTOBARBITAL  1/8  OR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 


EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


A clinical  supply  of  this  new  aspirin  formulation  may  he  recpiested. 


for  his  interest  in  preserving  the  private  practice  of 
medicine  and  agreed  that  it  is  most  helpful  to  obtain 
different  viewpoints.  It  was  suggested  that  perhaps 
a representative  of  Labor  should  be  invited  to  address 
Council  at  its  next  session. 

Community  Action  Project 

Dr.  Crispell  reported  that  a special  rural  com- 
munity health  project,  administered  by  the  Central 
Virginia  Community  Action  Agency,  was  progress- 
ing nicely.  This  particular  project  had  been  reported 
to  Council  on  June  17,  1970.  It  serves  an  area  of 
the  State  which  has  both  economic  and  medical  prob- 
lems. Seven  trailers  are  already  on  location  and  will 
eventually  be  replaced  by  a permanent  health  center. 
One  of  the  objectives  of  the  project  is  to  train  citizens 
of  the  area  to  become  health  workers  and  thereby 
provide  the  manpower  so  urgently  needed. 

Nader  Report 

Dr.  Moss  stated  that  a number  of  medical  associa- 
tions have  expressed  displeasure  over  recent  reports 
by  a Ralph  Nader  study  group  which  imply  that 
American  medicine  is  unworthy  of  public  trust.  Once 
again  it  was  suggested  that  The  Medical  Society  of 
Virginia  listen  to  its  critics  and  then  seek  to  resolve 
those  complaints  which  seem  justified. 

It  was  moved  by  Dr.  Stark  that  a representative 
of  the  State  AFL-CIO  organization  be  invited  to 
address  Council  at  its  next  meeting  on  matters  per- 
taining to  health.  The  motion  was  seconded  and 
adopted. 

Podiatry 

Dr.  Nemuth  reported  that  a special  liaison  com- 
mittee had  recently  met  with  representatives  of  the 
Podiatry  Society  of  Virginia.  It  was  his  feeling  that 
the  meeting  had  resulted  in  a better  understanding 
of  the  others’  problems.  It  was  learned  that  podia- 
trists generally  do  not  seek  hospital  admitting  priv- 
ileges but  do  resent  having  to  call  the  Administrator 
each  time  they  visit  patients  for  consultations  pur- 
poses. They  realize,  however,  that  The  Medical  So- 
ciety of  Virginia  has  no  control  over  hospital  rules 
and  regulations  and  can  only  make  recommendations 
on  such  matters. 

It  was  agreed  that  too  few  physicians  are  com- 
pletely knowledgeable  concerning  podiatry  and  that 
more  education  along  this  line  should  be  undertaken. 
The  matter  of  prescribing  drugs  was  discussed  and 
it  was  learned  that  podiatrists  have  the  right  to  pre- 
scribe any  and  all  drugs  in  accordance  with  law. 


Dr.  Hotchkiss  then  moved  that  Council  recom- 
mend to  hospital  staffs  over  the  State  that  podiatrists 
be  granted  consultation  privileges  and  be  permitted 
to  visit  patients  when  requested  by  physicians  with- 
out first  obtaining  the  permission  of  the  hospital 
Administrator.  The  motion  was  seconded  and 
adopted. 

Application  for  Maternal  anti  Child  Health 
Hospitalization 

Some  physicians  have  expressed  their  reluctance  to 
sign  a statement  contained  in  the  current  MCH 
application  for  hospitalization  which  states  that  "The 
patient  is  not  able  to  pay  for  the  care  required.”  The 
opposition  is  based  upon  the  feeling  that  a physician 
is  in  no  position  to  make  a positive  statement  con- 
cerning a patient’s  financial  status  and  neither  is  he 
in  a position  to  conduct  an  investigation. 

Dr.  Shanholtz  indicated  that  the  Department  of 
Health  has  no  objection  to  changing  the  form  in 
such  manner  as  to  make  it  more  acceptable.  It  was 
then  moved  by  Dr.  Liddle  that  the  Department  of 
Health  be  requested  to  delete  the  objectionable  state- 
ment from  the  form  as  soon  as  practical.  The  mo- 
tion was  seconded  and  adopted. 

It  was  then  agreed  that  this  action  by  Council  was 
in  no  way  meant  to  delete  or  change  the  present 
financial  requirements  for  hospitalization  under  the 
MCH  program. 

X-rays  for  Public  Education  Personnel 

Council  was  advised  that  x-rays  are  being  re- 
quired for  those  persons  employed  in  our  public  edu- 
cation system.  Some  physicians  have  objected  to  the 
fact  that  the  required  x-rays  are  made  by  local  health 
departments  but  certification  must  be  obtained  from 
physicians  in  private  practice.  The  feeling  is  that 
if  the  services  of  private  physicians  are  required 
where  certification  is  concerned,  then  these  physi- 
cians should  be  permitted  to  provide  the  initial  x-ray 
service. 

Dr.  Shanholtz  indicated  that,  as  a result  of  legis- 
lation enacted  in  February  1970,  x-rays  are  not  ab- 
solutely required.  He  pointed  out  this  is  basically 
an  education  law  and  not  a public  health  law  in  the 
strict  sense  of  the  word. 

Following  considerable  discussion  during  which 
some  doubt  was  expressed  as  to  the  value  of  the  law, 
it  was  moved  that  Council  recommend  deletion.  The 
motion  was  seconded  but  failed  to  pass. 
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White  House  Conference  on  Aging 

President  Nixon  has  announced  that  a White 
House  Conference  on  Aging  will  be  held  during  the 
week  of  November  28,  1971.  Its  announced  purpose 
is  to  bring  about  a more  realistic  and  comprehensive 
national  policy  for  older  Americans  by  strengthen- 
ing their  means  for  independent  living,  improving 
the  use  of  their  talents,  and  encouraging  participa- 
tion in  family  and  community  life. 

AMA  has  suggested  that  state  medical  societies 
may  wish  to  work  with  their  Governors  and  state 
agencies  in  sponsoring  State  Conferences  prior  to  the 
big  event  in  November. 

It  was  then  moved  by  Dr.  Hotchkiss  that  a Com- 
mittee on  Aging  be  appointed  and  requested  to  offer 
recommendations  and  suggestions  concerning  par- 
ticipation by  The  Medical  Society  of  Virginia.  The 
motion  was  seconded  and  carried. 

Physicians’  Assistants 

Council  was  advised  that  a committee  having  to 
do  with  physicians’  assistants  has  recently  been  ap- 
pointed by  Dr.  Moss.  It  was  also  learned  that  the 
Board  of  Medical  Examiners  has  appointed  a com- 
mittee to  meet  with  the  Deans  of  our  two  medical 
schools  on  this  particular  matter. 

Abortion  Review  Boards 

Some  concern  has  recently  been  voiced  over  the 
fact  that  Virginia  law  requires  an  obstetrician  or 
gynecologist  to  serve  on  a hospital  Abortion  Review 
Board.  The  Attorney  General  has  recently  stated 
that  the  law  specifically  has  in  mind  "A  physician 
who  has  successfully  passed  his  Specialty  Boards  in 
obstetrics  or  gynecology.” 

This  ruling  is  said  to  pose  a definite  problem  in 
some  communities  and  the  thought  has  been  expressed 
that  general  surgeons  who  have  had  considerable  ex- 
perience in  gynecology  should  be  considered  eligible 
to  serve.  It  was  the  consensus  that  although  the  law, 
as  written,  could  work  a hardship  in  some  cases,  it 
would  be  unwise  to  tamper  with  the  existing  legisla- 
tion. Consequently,  a motion  recommending  that 
the  present  law  be  amended  in  such  manner  as  to 
permit  a surgeon  with  experience  in  gynecology  to 
serve  on  a hospital  Abortion  Review  Board  in  lieu 
of  a Board  certified  obstetrician  or  gynecologist  was 
lost  for  want  of  a second. 

Continuing  Education 

Dr.  Hotchkiss  reported  that  the  Committee  on 


Medical  Education  had  met  on  January  6 and  voted 
to  present  several  recommendations  to  Council.  Its 
first  recommendation  was  that  Council  urge  local 
hospitals  to  utilize  MAPPAS,  or  a similar  program, 
as  a guide  to  continuing  in-hospital  education.  A 
motion  by  Dr.  Grossmann  that  the  recommendation 
be  endorsed  was  seconded  and  adopted. 

It  was  learned  that  the  Committee  had  given  con- 
sideration to  the  so-called  "Sick  Doctor”  law  which 
has  provided  quite  effective  in  Florida  and  other 
areas.  Council  was  pleased  to  learn  that  the  Virginia 
Board  of  Medical  Examiners  already  has  the  power 
to  act  in  most  cases  of  this  kind  and  has  done  a most 
commendable  job  in  rehabilitating  physicians  who 
would  otherwise  be  lost  to  the  profession.  There  is, 
however,  some  concern  as  to  whether  current  law 
provides  sufficient  control  over  the  older  physician 
who  has  become  incompetent. 

Dr.  Hotchkiss  went  on  to  report  that  the  Commit- 
tee felt  strongly  that  until  such  time  as  The  Medical 
Society  of  Virginia  has  a fully  developed  program 
of  continuing  education,  compulsory  education 
should  not  be  a prerequisite  for  either  membership 
in  the  Society  or  licensure.  The  Committee  also 
favors  the  principle  of  organized  continuing  medical 
education  as  exemplified  in  those  programs  currently 
being  carried  out  by  the  American  Academy  of 
General  Practice  and  other  specialty  groups.  It  also 
urges  that  The  Medical  Society  of  Virginia  actively 
promote  participation  in  the  AMA  Physician’s  Award 
Program. 

The  Committee  recommended  that  The  Medical 
Society  of  Virginia  consider  the  formation  of  a post- 
graduate medical  institute  and  that  Council  author- 
ize it  to  actively  pursue  the  feasibility  of  such  an 
undertaking.  It  was  moved  by  Dr.  Brown  that  the 
Virginia  Regional  Medical  Program  be  requested  to 
work  with  the  Committee  on  Medical  Education  in 
determining  the  feasibility  of  establishing  a post- 
graduate medical  institute.  The  motion  was  sec- 
onded and  adopted. 

Dr.  Hotchkiss  stated  that  the  Committee  also 
believed  that  self-assessment  and  self-teaching  pro- 
grams represent  the  cornerstones  of  continuing  med- 
ical education. 

The  Committee  had  also  given  serious  considera- 
tion to  the  Annual  Meeting  and  believed  that  some 
thought  should  be  given  to  changing  the  time  of 
the  meeting  from  October  to  either  spring  or  some 
other  appropriate  time  of  the  year. 

Dr.  Grossmann  expressed  the  hope  that  the  State 
Board  of  Medical  Examiners  would  enclose  with  its 
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annual  license  renewal  statement  a questionnaire 
which  would  obtain  some  very  basic  information  on 
continuing  education.  Such  a questionnaire  would 
reveal  just  how  active  Virginia  physicians  are  where 
continuing  education  is  concerned.  Dr.  Grossmann 
then  moved  that  the  State  Board  be  requested  to 
enclose  such  a questionnaire  with  its  annual  renewal 
statements.  The  motion  was  seconded  and  adopted. 


Sales  Tax  on  Drugs 


It  was  learned  that  a number  of  physicians  remain 
confused  with  reference  to  the  sales  tax  on  drugs. 
Tax  auditors  are  reported  active  in  some  areas  of  the 
State — a fact  which  is  causing  some  concern.  It  was 
brought  out  that  the  Committee  on  Pharmacy  has 
recommended  that  the  Society  seek  enactment  of  leg- 
islation which  would  provide  an  outright  exemption 
on  prescription  drugs  and  thereby  eliminate  the  con- 
fusion and  misunderstanding  which  have  existed  for 
the  past  several  years. 

The  thought  was  expressed  that  the  whole  sales 
tax  question  had  serious  public  relations  overtones 
and  that  the  Society  should  proceed  very  carefully. 
Mention  was  also  made  of  the  fact  that  patients  do 
not  have  to  pay  the  tax  at  the  present  time.  Hope 
was  expressed  that  the  problem  could  be  solved  by 
having  the  Regulations  governing  the  tax  revised 
in  such  manner  as  to  bring  them  into  agreement  with 
the  original  intent  of  the  law.  Doubt  was  expressed 
that  legislation  could,  in  any  event,  be  introduced 
during  the  special  session  of  the  General  Assembly 
and  that  Council  should  delay  any  final  action  until 
later  in  the  year. 

Student  Component  Society 


A newly  organized  University  of  Virginia  Student 
Component  Society  has  petitioned  The  Medical  So- 
ciety of  Virginia  for  a charter.  Officers  have  been 
elected  and  its  By-Laws  patterned  after  the  Albemarle 
County  Society.  Dr.  Respess  stated  that  the  students 
are  quite  enthusiastic  over  the  prospects  of  having  a 
chartered  component  and  recommended  that  the 
petition  be  approved.  A motion  to  this  effect  was 
seconded  and  adopted  and  a charter  will  soon  be 
issued. 


Congressional  Luncheon 


It  has  been  proposed  that  The  Medical  Society  of 
Virginia  once  again  sponsor  a luncheon  for  Vir- 
ginia’s Congressional  delegation.  The  luncheons  have 
always  been  well  received  and  have  provided  an  ex- 
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cellent  means  of  maintaining  close  and  effective 
liaison  with  our  Senators  and  Congressmen.  In  the 
past,  the  luncheons  have  been  held  in  early  May  and 
Congressman  Poff’s  administrative  assistant  is  now 
in  the  process  of  obtaining  the  Speaker’s  Dining 
Room.  Word  is  expected  momentarily. 

Everyone  agreed  that  the  format  followed  in  1970 
was  excellent  and  very  much  in  line  with  the  wishes 
of  the  Congressmen.  A motion  was  then  made  by 
Dr.  Hotchkiss  that  a luncheon  be  arranged,  prefer- 
ably in  early  May,  and  then  the  format  be  left  to 
the  discretion  of  the  President.  The  motion  was  sec- 
onded and  adopted. 

Virginia  Interagency  Council  on 
Smoking  & Health 

The  Medical  Society  of  Virginia  has  been  invited 
to  become  a member  agency  of  the  Virginia  Inter- 
agency Council  on  Smoking  and  Health.  Although 
the  Society  has  been  represented  at  meetings  of  this 
group,  it  has  never  been  an  official  member. 

It  was  the  consensus  that  the  Society  could  best 
serve  the  Agency  by  continuing  in  an  advisory 
capacity. 

Extended  Care  Facility  Guidelines 

Dr.  Hill  discussed  a letter  from  Dr.  John  P. 
Lynch  of  the  Virginia  Medicare-Medicaid  Council, 
which  indicated  that  information  and  guidelines  con- 
cerning extended  care  facilities  are  being  withheld 
for  participants  in  Part  B of  Medicare.  Consequently, 
those  who  are  most  interested  and  concerned  with 
the  guidelines  are  not  obtaining  it  through  normal 
channels.  A situation  of  this  kind  places  the  phy- 
sician in  a bad  light  where  patients  are  concerned  and 
compounds  the  confusion  and  misunderstanding 
surrounding  the  program.  It  was  Dr.  Lynch’s  feeling 
that  any  such  information  deliberately  withheld  from 
the  profession  should  be  made  available  either  through 
the  Virginia  Medical  Monthly  or  a separate  mailing. 
It  is  his  intention  to  write  an  editorial  on  the  matter. 

Council  was  advised  that  an  article  covering  this 
very  same  problem  will  soon  be  published  in  Medical 
Economics  and  that  it  might  be  well  to  withhold 
any  action  until  its  publication.  Information  con- 
tained in  the  article  might  then  be  used  in  the  So- 
ciety’s effort  to  resolve  the  problem. 

Joint  Screening  Panel 

Dr.  Moss  reported  that  he  and  Dr.  Hotchkiss  had 
recently  attended  a hearing  by  the  Joint  Medico- 
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Legal  Panel  for  Screening  Medical  Malpractice  Cases 
and  had  been  quite  impressed.  He  stated  that  the 
Panel  truly  works  in  the  interest  of  justice  for  all 
and  is  serving  a real  and  valuable  purpose.  It  is,  at 
this  time,  the  most  effective  means  of  combating  the 
potential  suit  which  has  no  merit — thereby  saving 
everyone  time,  money  and  embarrassment.  Hope  was 
expressed  that  the  Panel  could  receive  more  publicity 
and  that  physicians,  lawyers  and  carriers  would  seek 
its  services  more  often. 


Next  Meeting 

It  was  agreed  that  the  next  meeting  of  Council 
should  probably  be  in  May  and  a tentative  date  of 
Wednesday,  May  12,  was  agreed  upon.  This  will 
depend  to  a great  extent  on  just  what  day  is  selected 
for  the  Congressional  luncheon. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

James  M.  Moss,  M.D.,  President 


One  of  the  Better  Years  for  Life! 


That’s  how  1970  is  viewed  by  the  statis- 
ticians of  Metropolitan  Life  Insurance  Com- 
pany who  report  that  the  mortality  rate  in 
the  United  States  was  slightly  lower  in  1970 
than  in  1969.  They  estimate  the  1970  na- 
tional death  rate  at  about  9.4  per  1,000  pop- 
ulation compared  with  9.5  in  1969.  This 
represents  the  23  rd  consecutive  year  in 
which  a death  rate  below  10  per  1,000  pop- 
ulation was  registered  in  this  country. 

Infant  mortality,  which  recorded  a low 
of  21  per  1,000  live  births  in  1969  may  show 
another  low  in  1970.  Infant  mortality  may 
for  the  first  time  in  this  country  drop  to  less 
than  20  per  1,000  live  births  in  1970.  The 
infant  mortality  rate  in  the  U.S.  may  show 
nearly  a 25  percent  decline  from  1960  to 
1970,  compared  with  a decline  of  only  11 
percent  from  1950  to  1960. 


Diseases  of  the  heart,  which  are  currently 
responsible  for  nearly  two-fifths  of  all  deaths 
in  this  country,  showed  a slightly  lower 
mortality  rate  in  1970  than  in  1969. 

Cancer,  which  runs  second  to  heart  dis- 
ease as  a cause  of  death,  continued  its  grad- 
ual uptrend,  showing  a mortality  rise  of 
approximately  2 percent  in  1970  from  the 
year  earlier.  This  small  rise  likely  reflects  an 
increase  in  the  death  rate  from  cancer  of  the 
respiratory  system. 

Diabetes  mortality  showed  a slight  in- 
crease in  1970  while  the  death  rate  from  cir- 
rhosis of  the  liver  was  up  by  6 percent. 

Provisional  data  indicate  that  the  number 
of  motor  vehicle  accident  fatalities  in  1970 
declined  by  about  2 percent  from  1969.  The 
death  toll  from  all  types  of  accidents  com- 
bined is  also  likely  to  be  lower  than  in  1969, 
according  to  Metropolitan  Life. 
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Woman i A uxiliary .... 


President Mrs.  Reuben  F.  Simms 

President-Elect Mrs.  David  B.  Hire 

First  Vice-President  Mrs.  Harold  Williams 

Second  Vice-President  Mrs.  L.  C.  Strong 

Third  Vice-President  Mrs.  William  Reardon 

Recording  Secretary  Mrs.  Donald  Fletcher 

Corresponding  Secretary  Mrs.  Elliott  Oglesby 

Treasurer  Mrs.  Hans  Klapproth 

Publicity  Mrs.  C.  Leon  Jennings,  Jr. 

A Delegate’s  Report  of  1970  White 

House  Conference  on  Children 

Attending  the  1970  White  House  Con- 
ference on  Children  was  an  exhilarating, 
stimulating  and  memorable  learning  experi- 
ence. I am  most  grateful  to  the  Women’s 
Auxiliary  to  the  AMA  not  only  for  sending 
me  but  for  allowing  me  to  represent  you. 

Though  the  Auxiliary  had  only  three 
official  delegates,  and  one  member  serving 
as  a recorder,  there  were  some  twenty-plus 
Auxiliary  members  attending  in  state  dele- 
gations. Our  chairman,  Mrs.  Lee  Rice 
(Dina)  quickly  contacted  each  of  these  del- 
egates in  three  different  hotels  and  through 
daily  5 P.M.  round-up  sessions  established 
true  "esprit’  de  corps”  among  us.  This  was 
noticed  by  other  groups  and  remarked  upon 
but,  most  importantly,  it  was  noticed  and 
appreciated  by  the  A.M.A.! 

When  Dr.  Bornemeier  called  a special 
meeting  of  AMA  Delegates  for  Wednesday 
night  (incidentally,  just  prior  to  our  sched- 
uled visit  to  the  White  House),  Mrs.  Rice 
was  notified  on  Wednesday  morning.  She 
quickly  notified  her  contacts  and  that  night 
the  large  Auxiliary  delegation  in  the  meet- 
ing exceeded  the  AMA  delegation.  Mrs. 
Rice  was  appointed  to  serve  on  an  AMA 
committee  to  draft  a positive  statement  let- 
ter to  the  President  of  the  United  States. 
That  statement  later  became  one  of  the 
priority  recommendations  of  the  entire 


Conference.  We  truly  felt  that  we  were 
at  the  right  hand  of  American  Medicine! 

An  Auxiliary  member  from  Texas,  Mrs. 
Elmer  B.  Vogelpohl,  arranged  for  us  to  visit 
H.E.W.  as  a group.  We  were  most  gra- 
ciously received,  after  hours,  by  Mrs.  Pa- 
tricia Reilly  Hitte,  Assistant  Secretary  of 
Health,  Education  and  Welfare.  It  was 
heartwarming  to  feel  her  warm  human 
logic  amid  this  twentieth  century  "italics”. 

The  logistics  of  this  1970  Conference 
were  unbelievable,  a tribute  to  our  computer 
age.  Four  thousand  delegates  were  divided 
into  cluster  groups  of  specific  interest,  i.e. 
Health,  Education,  etc.,  then  into  Forums 
under  these  cluster  groups,  and  then  into 
four  or  five  discussion  groups  under  each 
forum.  Most  of  our  time  was  actually  spent 
in  these  small  groups  of  20-40  delegates; 
each  group  presided  over  by  a chairman, 
vice  chairman  and  recorder. 

My  assignment  was  to  the  cluster  entitled 
"Parents  and  Families”,  chaired  by  Dr.  Urie 
Bronfenbrenner,  Chairman,  Department  of 
Child  Development  and  Family  Studies, 
Cornell  University.  This  turned  out  to  be 
one  of  the  target  areas  of  the  whole  Confer- 
ence. To  substantiate  this  claim,  I refer  you 
to  Time  Magazine’s  December  28th  issue. 
Their  cover  and  feature  article  were  dedi- 
cated to  the  discussion  of  this  cluster. 

During  the  week  I interviewed  one  group 
of  young  people  from  an  Intentional  Com- 
mune, was  led  through  a "Sensitivity  Ex- 
perience” and  then  met  members  of  a more 
informal  Commune — but  more  militant.  I 
realized  we  will  have  a fight  on  our  hands 
and  a Herculean  task  in  this  decade  to  but- 
tress and  support  the  traditional  family  unit 
as  we  know  it! 

The  pressure  is  so  strong  against  our  fam- 
ily concepts  that  I would  recommend  the 
Auxiliary  seriously  consider  repeating  the 
theme  of  last  year,  "Family  Solidarity”,  urg- 
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ing  that  each  community  auxiliary  work  to 
establish  a type  of  institute  on  family  life 
education  at  their  local  level. 

In  summary,  I’m  most  cognizant  of  the 
angry  voices  and  serious  threats  made  during 
this  Conference  and  duly  noted  by  all  forms 
of  the  Press.  However,  in  retrospect,  it  is 
a tribute  to  this  1970  White  House  Confer- 
ence and  to  the  Nation  in  which  we  live 
that  all  the  hue  and  cry  was  duly  heard, 
unrestrained,  and  unpoliced,  and  a further 
tribute  to  all  that  many  of  the  angry  de- 
mands and  suggestions  were  complied  with 
and  utilized  in  the  final  voting  mechanics 
and  plenary  session. 

This  conference  will  undoubtedly  be  rec- 
ognized in  history  as  "the  self-limiting  con- 
ference”, making  few  but  all  encompassing 
recommendations,  a list  of  which  is  attached 
herewith. 

— Mrs.  Daniel  Anderson 

National  Director 


Following  are  the  results  of  the  December 
18,  1970,  balloting  by  the  White  House 
Conference  on  Children,  as  certified  by  the 
accounting  firm  of  Alexander  Grant  & 
Company,  Washington,  D.C. 


Weighted 

Vote* 


Overriding  Concerns 

• Comprehensive  family-ori- 

ented child  development  pro- 
grams including  health  serv- 
ices, day  care  and  early  child- 
hood education.  1 

• The  development  of  pro- 

grams to  eliminate  the  racism 
which  cripples  all  children.  2 

• Reordering  of  national  pri- 

orities beginning  with  a guar- 
anteed basic  family  income 
adequate  for  the  needs  of  the 
children.  3 

• Improve  nation’s  system  of 
child  justice  so  law  responds  in 
timely,  positive  ways  to  needs 

of  children.  4 

• A Federally  financed  nation- 

al child  health  care  program 
which  assures  comprehensive 
care  for  all  children.  5 


Ranked  by 
No.  of  1st 
Place  Votes 
only 


3 

2 


1 


11 


6 


Weighted 

Vote* 


Overriding  Concerns 

• A system  of  early  identifica- 

tion of  children  with  special 
needs  and  which  delivers 
prompt  and  appropriate  treat- 
ment. 6 

• Establishment  of  a child  ad- 

vocacy agency  financed  by  the 
Federal  government  and  other 
sources  with  full  ethnic,  cul- 
tural, racial  and  sexual  repre- 
sentation. 7 

• Establish  immediately  a 

Cabinet  post  of  children  and 
youth  to  meet  needs  of  all 
children.  8 

• Health,  welfare,  education 

and  bilingual-bicultural 
growth  of  all  children  must  be 
given  top  priority.  9 

• Immediate  massive  funding 

for  development  of  alternative 
optional  forms  of  public  edu- 
cation. 10 

• A change  in  our  national 
way  if  life  to  bring  people 
back  into  the  lives  of  children. 

• Elimination  of  racism  de-  1 1 

mands  many  meaningful  Fed- 
eral programs,  particularly  an 
adequate  family  income  main- 
tenance floor.  12 

• A national  land  use  policy 

must  be  developed  to  guarantee 
the  quality  of  leisure  services, 
social  services  and  our  nation’s 
natural  resources  for  all  chil- 
dren. 13 

• Universal  developmental 

child  care  without  sex  role 
stereotyping  will  help  to  elim- 
inate institutional,  individual 
sexism.  14 

• All  institutions  and  pro- 

grams that  affect  children 
must  involve  children  as  active 
participants  in  the  decision- 
making process.  1 5 

• The  Indian  representatives 

of  this  Conference  will  recom- 
mend that  all  levels  embark  on 
a vigorous  practical  approach 
to  enhance  the  future  of  our 
children.  16 


Reported  by 
No.  of  1st 
Place  Votes 
only 


10 


8 


4 


7 


9 


5 


12 


1 5 


16 


13 


14 


*Under  the  weighted  voting  system,  1st  place 
votes  received  16  points,  2nd  place  votes  15  points, 
3rd  place  14  points  and  so  on.  Each  concern’s  total 
points  determined  its  rank  in  the  listing. 
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Preschool  Visual  Screening  Program 

The  Woman’s  Auxiliary  to  the  Roanoke 
Academy  of  Medicine  has  undertaken  a 
large  community  service  project:  preschool 
visual  testing  of  the  Roanoke  Valley  chil- 
dren ages  three  to  five. 

Interest  in  the  project  became  apparent 
following  a visit  to  the  September  meeting 
by  Mrs.  Peggy  Hunt,  Program  Consultant 
for  the  Virginia  Society  for  the  Prevention 
of  Blindness.  Mrs.  Hunt  showed  a film, 
"Before  We  Are  Six”  and  pointed  out  that 
many  children  from  all  levels  of  society 
begin  school  with  tremendous  visual  handi- 
caps which  often  go  unnoticed  even  by  ob- 
servant parents.  Amblyopia  (lazy  eye  blind- 
ness) and  other  visual  defects  may  affect  as 
many  as  one  in  every  twenty  preschool  age 
children.  Amblyopia  can  usually  be  pre- 
vented if  its  cause  is  detected  and  treated 
before  school  age.  If  not  treated,  it  can 
lead  to  permanent  loss  of  sight  in  the  af- 
fected eye. 

In  the  Roanoke  Valley  some  visual  screen- 
ing is  done  in  the  public  school  system,  but 
none  on  the  preschool  level.  The  Roanoke 
Auxiliary  felt  that  this  service  was  greatly 

1 needed  in  the  area,  and  decided  to  form  the 
Project  Advisory  Committee  for  Preschool 
Vision  Screening.  Dr.  W.  Conrad  Stone, 
Ophthalmologist,  was  named  Chairman. 
The  committee  consisted  of  Mrs.  John  Kol- 
mer  (Auxiliary),  Project  Chairman;  Mrs. 
William  Gordge  (Auxiliary),  Vice  Chair- 
man; a pediatrician;  a special  education  ad- 
visor from  the  public  schools;  Lion’s  Club 
Sight  Conservation  Chairman;  Supervisor  of 
Nurses,  Public  Health  Department;  and 
representatives  from  other  concerned  organ- 
izations. This  committee  met  January  1 1 
with  Mrs.  Peggy  Hunt  and  Miss  Elizabeth 
Marvin,  National  Program  Consultant  for 
the  Society  for  Prevention  of  Blindness. 
Training  sessions  were  conducted  the  next 


two  mornings,  with  twenty  eight  doctors’ 
wives  attending.  (This  provides  seven  test- 
ing teams.)  Mrs.  Hunt  and  Miss  Marvin 
discussed  the  method  of  screening  with  the 
Snellen  E chart,  the  criteria  for  referral, 
and  the  referral  procedure.  For  the  method 
of  follow-up,  it  was  decided  to  have  the 
project  chairman  contact  the  parents  six 
weeks  after  the  referral,  if  the  physician’s 
report  has  not  been  received.  After  twelve 
weeks,  if  the  report  has  still  not  been  re- 
ceived, the  child’s  name  will  be  given  to  the 
Public  Health  Department  for  follow  up. 
It  was  pointed  out  that  there  are  sources  of 
help  for  those  unable  to  pay  for  examination 
and  treatment:  The  Health  Department; 
Roanoke  Memorial  Hospital  Eye  Clinic,  The 
Lion’s  Club,  The  Elbyrne  Gill  Foundation 
and  the  individual  physician. 

Mrs.  Kolmer  has  received  the  names  of 
twenty-three  kindergarten  and  Day  Care 
Centers.  They  plan  to  begin  screening  the 
first  week  in  February. 

Community  Services 

The  Roanoke  Auxiliary,  under  the  chair- 
manship of  Mrs.  William  Gordge,  is  taking 
part  in  other  community  service  projects. 
Members  have  signed  for  days  they  are  avail- 
able to  drive  cancer  patients,  who  are  with- 
out transportation,  to  a Roanoke  hospital 
for  Cobalt  Therapy. 

Mrs.  Homer  Sieber,  Auxiliary  President; 
Mrs.  Eugene  Josefiak,  Youth  and  Children 
Chairman;  Dr.  Margaret  Glendy  and  Mrs. 
William  Gordge  are  serving  on  the  Drug 
Abuse  Control  Coordinating  Committee  for 
the  Roanoke  Valley.  They  are  now  in  the 
process  of  planning  a program  on  Peer 
Group  Education  to  be  presented  to  repre- 
sentatives from  a large  area  of  Southwest 
Virginia. 

Jane  A.  Jennings  (Mrs.  C.  Leon) 
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Editorial . . . . 


Can  It  Happen  Here? 

T)Y  NOW,  the  significance  of  the  shocking  events  in  Quebec,  which 
devastated  medical  service  in  that  Province,  is  only  now  reaching  the 
threshold  of  stunned  comprehension  in  the  United  States.  News  accounts 
of  last  autumn,  augmented  by  reports  of  Canadian  specialists  delivered 
to  their  American  colleagues  by  one  device  or  another  since  the  Provincial 
Government’s  actions,  illustrate  vividly  and  brutally  what  has  come  to 
pass  in  Quebec.  That  they  unsettled  American  doctors  in  a forceful  and 
unmistakable  manner  is  an  understatement. 

The  Government’s  action  resulted  in  a true  disaster  for  medicine  in 
Quebec.  Bill  8,  Quebec’s  Health  Insurance  Act,  was  enacted  June  25, 
1970,  providing  for  a health  insurance  plan  to  pay  for  all  medical  serv- 
ices. On  August  27,  1970,  the  Federation  of  Medical  Specialists 
(F.M.S.Q.)  resolved  that  they  were  favorable  to  the  initiation  of  the 
health  service  scheme,  that  they  intended  to  participate,  but  that  they 
defended  the  professional  freedom  of  the  doctor,  and  especially  his  free- 
dom of  practice,  and  his  right  to  opt  out  of  the  medical  insurance  scheme 
without  loss  of  benefit  to  the  patient. 

On  September  3,  1970,  the  Government  of  Quebec  denounced  the  fee 
for  service  system  in  favor  of  a modified  salary  system.  Without  the  col- 
lapse of  negotiations,  the  Federation,  on  October  8,  ordered  withdrawal 
of  services  with  the  exception  of  elaborately  planned  hospital  emergency 
services  in  38  F.M.S.Q.  selected  hospitals.  The  Government  then  invoked 
the  medical  insurance  program  as  of  November  1 without  signing  agree- 
ments with  the  profession,  and  passed  Bill  41  which  conscripted  doctors 
into  the  Government  medical  plan,  with  fines  up  to  $5  0,000,  and  prison 
terms  threatened  against  those  who  refused  to  comply.  Doctors  were 
forbidden  to  leave  the  province,  discontinue  practice,  or  even  to  speak 
against  the  edict. 

As  a result  of  the  kidnapping  of  the  British  diplomat,  Mr.  James  Cross, 
and  the  Government’s  imposition  of  emergency  controls,  the  specialists 
went  back  to  work. 

The  Government  capitulated  to  the  specialists’  requests  in  December. 
The  recent  settlement  between  the  specialists  and  the  Government  nulli- 
fied the  effects  of  the  repressive  legislation  passed  during  the  dispute.  The 
number  of  doctors  who  have  actually  left  the  province  is  not  known. 
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Apparently,  only  a few  have  departed  so  far.  Doctors  are  still  shaken  by 
their  experience  with  Bill  41,  and  its  damaging  effects  are  only  beginning 
to  be  appreciated. 

All  of  this  happened  in  a nation,  which  like  our  own,  derives  its  insti- 
tutions of  individual  liberty  and  representative  government  from  a mother 
country  whose  traditions  go  back  through  English  history  to  Magna 
Carta. 

Can  this  happen  here?  The  Kennedy-United  Autoworkers  plan  which 
seems  to  be  much  favored  by  many  members  of  Congress  indicates  that 
this  may  be  so.  Due  to  its  method  of  financing,  this  bill,  for  practical 
purposes,  allows  no  private  practice.  Private  practice  is  permitted  in 
Britain;  around  3%  of  British  doctors  practice  entirely  outside  of  the 
National  Health  Service.  There  is  even  some  private  practice  in  some 
of  the  Iron  Curtain  countries.  The  Kennedy-United  Autoworkers  legis- 
lation eliminates  this  through  monopolizing  all  of  the  sources  of  payment 
and  placing  the  private  practitioner  in  a position  of  lowest  consideration. 
Obviously  there  isn’t  going  to  be  anything  left  over  for  him. 

Along  with  all  of  this,  it  is  astonishing  that  American  doctors  are  so 
disunited.  In  Canada,  in  Europe,  and  even  in  the  Marxist  countries,  doc- 
tors display  conspicuous  qualities  of  unity  and  ability  to  defend  them- 
selves. Even  though  they  have  lost  ground  over  the  years  and  have  been 
harassed  by  hostile  governments,  they  have  banded  together  and  sup- 
ported their  idealism  and  their  basic  interests.  They  have  continually 
tried  to  improve  patient  care  and  have  attempted  to  help  their  profession 
and  to  improve  their  lot  in  life.  This  is  certainly  not  true  in  the  United 
States  where  a number  of  Medicine’s  enemies  are  to  be  found  in  the  ranks 
of  the  medical  profession. 

We  have  cause  indeed  for  concern.  One  can  only  conjecture  with 
what  fanatical  zeal  social  "scientists”,  legislators,  assorted  metaphysicians, 
and  other  peace-loving  democracy-loving,  freedom-loving  reformers  will 
give  the  American  people  what  is  darn  well  good  for  them. 

Can  it  happen  here? 

Well,  we  know  now  at  last  that  "democratic”  governments  will  not 
hesitate  to  destroy  or  enslave  doctors.  That  much  is  certain.  This  un- 
pleasant truth  even  may  be  apparent  to  the  blindest  and  most  obtuse 
liberals  and  appeasers  in  our  profession. 

Yes,  it  can  happen  here! 

William  H.  Kaufman,  M.D. 
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Time  Is  Running  Out 


'T’HE  WRITERS  of  the  two  editorials  in  this  issue  of  the  Virginia  Med- 
-*■  ical  Monthly  may  appear,  on  the  surface,  to  be  unduly  alarmed,  but 
every  indication  points  to  nationalized  medicine  in  this  country,  in  one 
form  or  another,  within  the  next  two  years.  The  chief  question  is  just 
which  one  of  the  many  bills  now  being  prepared  will  be  adopted. 

The  mildest  form  is  probably  the  one  that  the  American  Medical  As- 
sociation has  proposed.  The  worst,  in  all  likelihood,  would  be  the  Teddy 
Kennedy- Walter  Reuther  plan.  Reuther,  of  course,  is  no  longer  with  us 
but  Kennedy’s  keen  sense  of  self-preservation  will  prompt  him  to  turn 
left  at  every  intersection  hereafter  and  doubtless  will  remain  on  the  polit- 
ical stage  indefinitely.  This  means  we  may  expect  him  to  continue  to 
extract  every  possible  vote  from  his  current  exploitation  of  American 
medicine. 


The  most  depressing  aspect  is  the  lack  of  understanding  on  the  part 
of  many  physicians  as  to  the  crisis  American  medicine  is  facing.  It  be- 
hooves every  one  of  us  to  read  carefully  the  articles  in  this  issue  by  Drs. 
Kaufman  of  Roanoke  and  McKenna  of  Johnstown,  Pennsylvania. 


There  are  many  forces  ranged  against  us  but  at  least  we  should  not 
permit  ourselves  to  lose  through  default. 


H.  J.  W. 
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News 


Calendar  of  Events 

Thursday  Afternoon  Lectures — Spring  Series — Sponsored  by  University  of  Vir- 
ginia School  of  Medicine— Charlottesville — March  4- April  29,  1971. 

Post  Graduate  Course  in  Radiology — Department  of  Continuing  Education — 
Medical  College  of  Virginia — Williamsburg — March  14-18,  1971. 

Roanoke  Memorial  Hospital  Post  Graduate  Program — Roanoke — March  18- 
19,  1971. 

Emily  Gardner  Lectureship  (Pediatrics) — Department  of  Continuing  Education 
— Medical  College  of  Virginia — Richmond — March  19,  1971. 

National  Conference  on  Rural  Health — Sponsored  by  American  Medical  Asso- 
ciation— Marriott  Motor  Hotel — Atlanta,  Georgia — March  25-26,  1971. 

Electrocardiography  and  Vectorcardiography  Course — Sponsored  by  Continu- 
ing Education  Program  of  University  of  Virginia  School  of  Medicine — Char- 
lottesville— March  25-27,  1971. 

Swineford  Allergy  Conference — Sponsored  by  the  Continuing  Education  Program 
of  University  of  Virginia  School  of  Medicine — Charlottesville — April  2,  1971. 

Clinical  Conference — Sponsored  by  Louise  Obici  Memorial  Hospital — Suffolk— 
April  7,  1971. 

Joint  Cardiac  Symposium — Sponsored  by  Washington  Heart  Association  and  Heart 
Association  of  Northern  Virginia — Marriott  Twin  Bridges  Hotel — Arlington, 
April  7,  1971. 

Cardiac  Pacing — Post  Graduate  Course  sponsored  by  American  College  of  Cardiol- 
ogy and  Medical  College  of  Virginia — Williamsburg — April  16-17,  1971. 

Virginia  Society  of  Anesthesiologists — Spring  Meeting- — University  of  Virginia 
School  of  Medicine — Charlottesville— April  16-18,  1971. 

Clinical  Swappin’  Days — Sponsored  by  Appalachian  Regional  Hospital  of  Middles- 
boro,  Kentucky' — Holiday'  Inn — Bristol — April  21-23,  1971. 

Pediatric  Day:  Sutton  Lectureship — A Continuing  Education  Program  of  the 
Medical  College  of  Virginia — Richmond — April  23,  1971. 

American  College  of  Obstetricians  and  Gynecologists — Annual  Clinical  Meet- 
ing— Civic  Auditorium — San  Francisco,  California — May  3-6,  1971. 

Southwestern  Virginia  Medical  Society — Spring  Meeting — Martha  Washington 
Inn — Abingdon — May  6,  1971. 

Visiting  Professor  in  Infectious  Diseases — Sponsored  by  Departments  of  Medi- 
cine, Pediatrics,  Pathology  and  Microbiology — Medical  College  of  Virginia — 
Richmond — May  10-11,  1971. 

Intensive  Respiratory  Care — Workshop  for  Physicians — Sponsored  by  Continu- 
ing Education  Program  of  University  of  Virginia  School  of  Medicine — Char- 
lottesville— May  13-15,  1971. 

Spring  Forum  for  Child  Psychiatry — Sponsored  by  Virginia  Treatment  Center 
for  Children  and  the  Division  of  Child  Psychiatry,  Medical  College  of  Virginia — 
Richmond — May  28,  1971. 

Alumni  Scientific  Assembly — Medical  College  of  Virginia — Richmond — June  4, 
1971. 
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New  Members. 

The  following  members  were  received 
into  The  Medical  Society  of  Virginia  during 
the  month  of  January: 

Jose  J.  Bofill,  M.D.,  Wise 
Wilton  Herbert  Bunch,  M.D., 
Charlottesville 

Adolfo  Leon  Diaz,  M.D.,  Arlington 
Doyle  Driver,  Jr.,  M.D.,  Roanoke 
Francis  Joseph  Duckwall,  M.D.,  Roanoke 
Sanford  Howard  Edberg,  M.D., 
Nassawadox 

Robert  William  Edmonds,  M.D., 
Roanoke 

I.  Marc  Galanter,  M.D., 

Washington,  D.  C. 

George  Lamb  Buist  Grinnan,  M.D., 
Norfolk 

Gustave  A.  Haggstrom,  M.D., 

Clifton  Forge 

Erwin  Herbert  Harlfinger,  M.D., 
Richmond 

James  Robert  Howerton,  M.D., 

Newport  News 

Hugh  Rodman  Leavell,  M.D.,  Richmond 
Vernon  Lee  Lynch,  II,  M.D., 

Rocky  Mount 

Nabil  Shehata  Malek,  M.D.,  Norfolk 
Robert  Eugene  McLaughlin,  M.D., 
Charlottesville 

Frank  Joseph  O’Connor,  Jr.,  M.D., 
Virginia  Beach 

Ruperto  E.  Perez,  Jr.,  M.D.,  Danville 
Henry  Andrew  Prillaman,  Jr.,  M.D., 
Newport  News 

B.  Winfred  Ruffner,  Jr.,  M.D., 
Charlottesville 
Edwin  Louis  Rushia,  M.D., 

Charlottesville 

Anthony  Shaw,  M.D.,  Charlottesville 
Nelson  Stone  Teague,  M.D.,  Roanoke 
Charles  David  Teates,  M.D., 
Charlottesville 


Grover  Robert  Tompkins,  M.D., 
Newport  News 

Harry  Albert  Wellons,  Jr.,  M.D., 
Charlottesville 
Bobby  Terry  Wood,  M.D., 
Newport  News 

Orient  Adventure. 


The  Medical  Society  of  Virginia  is  going 
to  the  Orient  again  this  year — and  this  may 
be  your  "last  chance”  as  we  will  certainly 
not  sponsor  this  trip  again  for  several  years. 
Ask  anyone  who  went  last  year  and  they 
will  tell  you  what  a wonderful  time  they 
had! 

The  plane  will  depart  from  Richmond  on 
June  13  and  will  arrive  in  Tokyo  after  a 
direct  707  jet  flight.  For  seven  days  you 
will  stay  at  the  luxurious  New  Otani  Hotel 
— and  then  to  Hong  Kong  and  the  Man- 
darin Hotel  for  another  seven  days.  You 
may  spend  your  entire  time  in  these  two 
cities  or  you  may  take  advantage  of  many 
side-trips  which  have  been  arranged  for 
your  pleasure.  Among  these  are  a trip  to 
Kyoto  and  Bangkok.  You  may  sight-see, 
shop,  golf  or  just  plain  relax!  The  food  is 
excellent  and  you  may  eat  in  all  nationali- 
ties— you  won’t  gain  weight  either  because 
you  exercise  enough  to  keep  it  under  control. 

Come  on  and  join  us  this  year — you  won’t 
regret  it!  You  will  be  sorry  if  you  don’t 
take  advantage  of  this  Adventure.  If  you 
have  lost  your  brochure  or  filed  it  away, 
look  in  the  advertising  pages  of  this  issue 
and  you  will  find  another  application.  We 
still  have  a few  more  seats  on  the  plane — 
but  don’t  delay  as  they  may  be  gone  soon! 

Albemarle  County  Medical  Society. 

Dr.  Morton  C.  Wilhelm  is  president  of 
this  Society  for  1971  and  Dr.  Munsey  S. 
Wheby,  secretary. 

Fairfax  County  Medical  Society. 

Dr.  Rolf  A.  Koehler,  Fairfax,  has  been 
installed  as  president  of  this  Society,  sue- 
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ceeding  Dr.  Donald  S.  Thorn,  Annandale. 
Dr.  Alan  Mackintosh,  Vienna,  is  president- 
elect; Dr.  William  L.  Bekenstein,  Fairfax, 
vice-president;  Dr.  Hans  J.  Klapproth, 
Annandale,  secretary;  and  Dr.  Thomas  M. 
Fulcher,  Fairfax,  treasurer. 

Henry  County  Medical  Society. 

Dr.  Harry  C.  Foster,  Jr.,  is  president  for 
1971  and  Dr.  John  R.  Smith,  secretary. 
Both  are  from  Martinsville. 

Newport  News  Medical  Society. 

New  officers  for  1971  are:  president,  Dr. 
John  T.  Myles;  vice-president,  Dr.  Robert 
J.  Frank,  and  secretary-treasurer,  Dr.  Hugh 
Warren. 

Northampton  County  Medical  Society 

Dr.  Elizabeth  Carmichael,  Exmore,  is 
president  of  this  Society  for  1971,  and  Dr. 
E.  M.  Henderson,  Nassawadox,  secretary. 

Tri-Countv  Medical  Society. 

J J 

President  for  1971  is  Dr.  Winfred  O. 
Ward,  Franklin,  and  secretary,  Dr.  Robert 
G.  Edwards,  also  of  Franklin. 

Dr.  J.  Paul  Kent,  Sr., 

Altavista,  has  been  awarded  the  Chamber 
of  Commerce  Outstanding  Citizen  Award. 
This  is  presented  annually  on  the  basis  of 
good  family  and  home  relations;  God-fear- 
ing and  good  church  relations;  good  and 
unselfish  relations  with  his  fellowman;  and 
an  active  and  aggressive  interest  in  the  com- 
munity. Master  of  Ceremonies  for  the  pre- 
i sentation  was  his  son,  James  P.  Kent,  Jr., 

1 who  is  president  of  the  Chamber. 

Dr.  Richard  A.  Micliaux, 

Richmond,  has  been  tapped  by  Hampden- 
Sydney  College  for  membership  in  Lambda 


Circle  of  Omicron  Delta  Kappa,  national 
leadership  society.  He  is  a member  of  the 
Board  of  Trustees  of  the  College. 

Dr.  Randolph  H.  Hoge, 

Richmond,  has  recently  returned  from  a 
Scientific  Cruise  with  the  American  College 
of  Surgeons  attending  meetings  in  Panama, 
Venezuela,  and  San  Juan.  In  Venezuela  he 
presided  over  a symposium  on  the  Treat- 
ment of  Carcinoma  of  the  Cervix  and  was 
a member  of  a panel  on  the  same  subject. 
On  shipboard  he  lectured  on  Endometriosis 
and  presided  at  a round  table. 

Dr.  Samuel  Newman, 

Danville,  was  one  of  fifty-four  doctors 
who  recently  returned  from  a week’s  tour 
of  Israel’s  present  medical  facilities.  He  was 
a member  of  Operation  Israel  Medical  Mis- 
sion, sponsored  by  the  United  Jewish  Ap- 
peal. 

Dr.  Clarence  B.  Trower,  Jr., 

Norfolk,  has  been  named  by  Governor 
Holton,  to  fill  the  unexpired  term  of  Dr. 
Russell  M.  Cox  on  the  State  Board  of  Medi- 
cal Examiners. 

Smyth  County  Community  Hospital  Staff. 

Dr.  Don  Greever,  Chilhowie,  has  been 
elected  president  of  the  medical  staff,  with 
Dr.  C.  W.  Richardson,  Marion,  vice-presi- 
dent, and  Dr.  J.  S.  Staley,  Marion,  secretary- 
treasurer. 

Nutrition  Forum. 

The  15  th  Annual  Nutrition  Forum, 
sponsored  by  the  Virginia  Council  on  Health 
and  Medical  Care,  will  be  held  at  Thalhi- 
mers,  Richmond,  April  26-27.  The  theme 
will  be  Nutrition  for  Life  and  Thought. 

Practical  Management  of  Eye  Problem 

Is  the  title  of  the  seminar  to  be  conducted 
by  the  Virginia  Society  for  the  Prevention 
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of  Blindness  at  the  Sheraton  Motor  Inn  in 
Richmond  on  April  1st.  Co-sponsors  are 
the  Virginia  Academy  of  General  Practice 
and  the  Departments  of  Family  Practice  and 
Continuing  Education  of  the  Health 
Sciences  Division,  Virginia  Commonwealth 
University.  Topics  to  be  covered  are:  Im- 
portant Steps  in  an  Ocular  Examination; 
Differential  Diagnosis  of  the  "Red  Eye”; 
Glaucoma  and  Technique  of  Measuring  In- 
traocular Pressure;  Early  Diagnosis  and 
Treatment  of  Strabismus;  Emergency  Care 
of  Eye  Injuries;  Congenital  Eye  Diseases 
and  the  Importance  of  Infant  Eye  Exam- 
inations; and  Ocular  Signs  of  Systemic  Dis- 
eases. 

Attendance  is  limited  to  the  first  12  5 
physicians  to  register.  For  further  informa- 
tion and  registration,  write  or  call  the  Vir- 
ginia Society  for  the  Prevention  of  Blind- 
ness, 110  West  Main  Street,  Richmond, 
Virginia  23  220. 


Virginia  Council  on  Health  and  Medical 

Care. 

At  the  annual  meeting  of  the  Council, 
Dr.  M.  Pinson  Neal,  Jr.,  assistant  dean  of 
the  School  of  Medicine,  Medical  College  of 
Virginia,  Richmond,  was  elected  president. 
Dr.  Mack  I.  Shanholtz,  State  Health  Com- 
missioner, Richmond,  was  named  a vice 
president. 


Licensed  Physicians  Wanted. 

Full  time  licensed  staff  physicians  to  asso- 


ciate with  a 300  bed,  JCAH  approved, 
geriatric  and  respiratory  diseases  State  hos- 
pital. Excellent  living  accommodations  and 
other  generous  fringe  benefits.  For  addi- 
tional information  write  or  call  Charles  W. 
Scott,  M.D.,  Burkeville,  Virginia  23922. 
Phone  767-5  526.  ( Adv .) 


Coronary  Concern? 

Want  half  your  time  for  relaxation?  Need 
general  practitioner  to  join  progressive 
group  of  four  general  practitioners,  office 
and  hospital  practice.  Good  salary,  leading 
to  partnership.  Located  in  beautiful  Poto- 
mac Highlands.  Call  304-257-8216,  Lyle 
T.  Veach,  M.D.,  124  Pine  Street,  Peters- 
burg, West  Virginia  26847.  (Adv.) 

Emergency  Room  Physician. 


Accredited  280  bed  progressive  general 
hospital  in  beautiful  Huntington,  West  Vir- 
ginia. Excellent  income  and  working  con- 
ditions. Contact  Assistant  Administrator, 
Cabell  Huntington  Hospital,  1340  Sixteenth 
Street,  Huntington,  West  Virginia  25701, 
or  call  304-696-6590  "collect”.  (Adv.) 


Physician  Wanted. 

Generalist  or  Internist  needed  to  provide 
examinations  and  treatment  in  out-patient 
service  of  hospital.  U.  S.  Citizenship  re- 
quired and  licensure  in  any  state  acceptable. 
Contact  Chief  of  Staff,  VA  Hospital,  Salem, 
Virginia  2415  3.  Telephone  703-344-2021, 
extension  2 52.  (Adv.) 
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Obituary 


• • • 


Dr.  Ernest  Linwood  Grubbs, 

Front  Royal,  died  January  4,  at  the  age 
of  90.  He  was  a graduate  of  the  Medical 
College  of  Virginia  in  1904,  following 
which  he  located  for  practice  in  Botetourt 
County.  Dr.  Grubbs  located  in  Front  Royal 
in  1915  and  his  practice  pre-dated  hospital 
facilities  in  the  community.  A decade  ago 
he  estimated  that  he  had  delivered  between 
2,5  00  and  3,000  babies.  He  was  on  the  staff 
of  the  old  Front  Royal  Community  Hospital 
and  has  been  on  the  staff  of  the  Warren 
Memorial  Hospital  since  its  opening  in  1951. 
Dr.  Grubbs  retired  from  active  practice  a 
year  ago,  because  of  ill  health,  but  he  con- 
tinued to  see  patients  on  a limited  and  emer- 
gency basis.  He  had  been  a Mason  for  63 
years  and  was  a guest  of  honor  at  a recent 
100th  anniversary  celebration  of  Lodge  146. 
Dr.  Grubbs  had  been  a member  of  The 
Medical  Society  of  Virginia  also  for  63 
years. 

His  wife,  a daughter  and  two  grand- 
daughters survive  him. 

Dr.  Edward  Henderson  Richardson, 

Baltimore,  Maryland,  died  January  15. 
He  was  a native  of  Farmville  and  ninety- 
three  years  of  age.  Dr.  Richardson  received 
his  medical  degree  from  Johns  Hopkins  in 
1905.  He  spent  his  entire  practice  at  Johns 
Hopkins,  beginning  as  an  intern,  assistant 
professor  of  gynecology  in  1910,  associate 
professor  of  gynecology  until  1947  and  as- 
sociate professor  emeritus  since  that  year. 
Dr.  Richardson  was  twice  nominated  to  be 
professor  of  gynecology  but  turned  down 
the  post  as  he  felt  it  should  go  to  a younger 
man.  He  retired  from  practice  of  surgery 
in  19  57  but  continued  a consulting  practice 
until  1962.  Dr.  Richardson  served  as  presi- 
dent of  the  Baltimore  City  Medical  Society 
and  as  a vice-president  of  the  American 


Gynecological  Society.  He  had  been  a mem- 
ber of  The  Medical  Society  of  Virginia  for 
fifty-two  years. 

Dr.  Richardson  was  the  dean  of  Prince 
Edward  native  doctors.  In  his  book  "Recol- 
lections of  a Doctor”,  published  in  1957, 
he  contributed  much  to  the  early  history 
of  Farmville,  its  environments  and  mores. 

His  wife  and  a son,  Dr.  Richardson,  Jr., 
survive  him. 

Dr.  Judson  Tomkins  Vaughan, 

Ashland,  died  January  11.  He  was  sixty- 
seven  years  of  age  and  a graduate  of  the 
Medical  College  of  Virginia  in  1927.  Dr. 
Vaughan  had  practiced  in  Hanover  County 
for  forty  years.  He  also  served  on  the  staff 
of  Johnston-Willis  Hospital  in  Richmond. 
An  editorial  in  the  Herald  Progress,  Ash- 
land, stated  "Seldom  does  the  passing  of  an 
individual  leave  such  a wide  emptiness  as  has 
been  felt  in  Ashland,  the  county,  the  city 
and  beyond  since  the  death  of  Dr.  Judson 
T.  Vaughan.  * * * * * Dr.  Vaughan’s  pass- 
ing represents  not  only  the  loss  of  the  valued 
man,  but  also  the  gradual  disappearance  of 
the  family  doctor.  Both  unhappy  facts  we 
regretfully  acknowledge;  perhaps  eventually 
we  will  grow  to  accept  them.” 

Dr.  Vaughan  was  a member  of  Phi  Beta 
Kappa.  He  had  been  a member  of  The 
Medical  Society  of  Virginia  for  41  years. 

His  wife,  a daughter  and  a son,  Dr.  Jud- 
son T.  Vaughan,  Jr.,  survive  him.  A brother 
is  Dr.  Edwin  D.  Vaughan  of  Richmond. 

Dr.  John  Atkins  Proffitt, 

Norfolk,  died  January  26,  at  the  age  of 
sixty-eight.  He  was  a native  of  Richmond 
and  a graduate  of  the  Medical  College  of 
Virginia  in  1928.  Dr.  Proffitt  has  practiced 
in  Norfolk  for  twenty-four  years.  He  served 
on  the  staff  of  Piedmont  Sanatorium  for  12 
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years  and  on  the  staff  of  the  Ford  Motor 
Company  from  1946  to  1960  and  retired 
from  practice  in  1964.  Dr.  Proffitt  had  been 
a member  of  The  Medical  Society  of  Vir- 
ginia since  1931. 

His  wife,  two  sons  and  daughter  survive 
him. 

Dr.  Jeannette  Morris  Jarman, 

Hot  Spring,  died  of  an  apparent  heart 
attack  on  January  17.  She  was  seventy-two 
years  of  age  and  a graduate  of  the  Medical 
College  of  Virginia  in  1926.  Dr.  Jarman 
had  practiced  in  Bath  County  for  the  better 
part  of  thirty-two  years  and  death  breaks 
up  one-half  the  county’s  husband-wife  doc- 
tor team.  She  is  survived  by  her  husband, 
Dr.  M.  B.  Jarman.  Prior  to  assuming  a 
general  country  practice,  Dr.  Jarman  was 
director  of  anesthesia  at  the  Community 
House  Hospital.  She  decided  to  become  a 
general  practitioner  when  there  was  such 
a shortage  of  doctors  brought  on  by  World 
War  II.  More  than  any  other  woman,  she 
was  epitomized  by  Bath  County  residents  as 
their  "angel  of  mercy”.  Her  zest  for  living 
was  only  matched  by  her  medical  skill.  Dr. 
Jarman  had  been  active  in  all  county  affairs 
and  was  a past  president  of  the  Alleghany- 
Bath  County  Medical  Society.  She  had  been 
a member  of  The  Medical  Society  of  Vir- 
ginia since  1952. 

Her  husband  is  her  only  survivor. 

Dr.  Meredith  B.  Hesdorffer, 

Martinsville,  died  January  3,  at  the  age 
of  67.  He  received  his  medical  degree  from 
the  University  of  Minnesota  in  1928  and 
practiced  for  some  time  in  Minneapolis.  Dr. 
Hesdorffer  served  as  plant  physician  for 
DuPont  Company  for  seventeen  years  be- 
fore his  retirement  in  1968.  He  was  a past 
president  of  the  Patrick  Henry  County 
Medical  Society  and  had  been  a member  of 
The  Medical  Society  of  Virginia  for  seven- 
teen years. 


H is  wife,  two  sons  and  a daughter  survive 
him. 

Dr.  Robert  William  Moseley, 

Richmond,  died  January  6,  having  been 
in  ill  health  for  some  years.  He  was  forty- 
five  years  of  age  and  graduated  from  the 
Medical  College  of  Virginia  in  1948.  Dr. 
Moseley  served  as  health  director  of  the 
Carroll-Grayson-Galax  Health  District  and 
the  King  William-Caroline-Hanover  Coun- 
ties District.  He  practiced  for  a couple  of 
years  in  Washington,  D.  C.,  and  served  as 
chief  of  the  pediatric  section  of  the  U.  S. 
Army  Hospital  in  Frankfurt,  Germany,  for 
two  years.  Dr.  Moseley  began  his  work  with 
the  State  Health  Department  in  195  5.  Had 
been  a member  of  The  Medical  Society  of 
Virginia  since  1957. 

His  wife,  a son  and  two  daughters  survive 
him. 

Dr.  Robert  B.  Phillips, 

Bowling  Green,  died  January  2,  at  the  age 
of  66.  Dr.  Phillips  was  born  in  Angola, 
Africa,  and  came  to  this  country  in  1935. 
He  graduated  from  Howard  University  in 
Washington,  D.  C.  Dr.  Phillips  was  a mem- 
ber of  The  Medical  Society  of  Virginia. 

His  wife,  two  sons  and  a daughter  sur- 
vive him. 

Dr.  Cox. 

A Founder  and  First  President  of  the  Portsmouth 
Academy  of  Medicine,  long  time  respected  physician 
of  Portsmouth,  medical  executive  of  renown  on  the 
local  state  and  national  levels,  Dr.  Russell  M.  Cox 
was  named  First  Citizen  of  Portsmouth  in  1962, 
and  he  was  a distinguished  civic  leader  from  his  com- 
ing to  this  city  in  1921  until  his  death  on  November 
10,  1970. 

Dr.  Cox,  known  affectionately  as  "Jug”  to  his 
many  friends,  was  born  in  Fremont,  N.  C.,  in  1894, 
the  son  of  a physician.  He  attended  public  schools 
in  Washington,  N.  C.,  and  later  graduated  from  the 
University  of  North  Carolina  with  a Bachelor  of 
Science  degree.  He  received  the  Doctor  of  Medicine 
degree  from  the  University  of  Pennsylvania  in  1917. 

(• Continued  on  page  183) 
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(fluorouracil) 

cream  solution 


In  the  treatment  of 
solar/actinic  keratoses- 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  S-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completi 
Residual  mild  erythema  remains  in  sor 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residu. , 
lesions  or  recurrences. 


! 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley  N J 07110 


,vn  alternative 

0 conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
laical  alternative  to  cryosurgery,  electrodesiccation 

1 d cold-knife  surgery  in  the  treatment  of  solar/ actinic 

1 ratoses.  It  is  effective,  comparatively  inexpensive  and 

£ lecially  well  suited  for  treatment  of  these  multiple 

■ions.  Important,  too,  is  the  highly  desirable  cosmetic 

Kult.  Clinical  experience  demonstrates  that  treatment 

v:h  Efudex  results  in  an  extremely  low  incidence  of 
* 

s rnng. 


^Highly  effective 


In  clinical  trials,  depending  on  the  dosage  form 
Hi  strength  used,  complete  involution  occurred  in 
Ito  88  per  cent  of  lesions  following  treatment.  The 
He  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
Hit  up  to  a year  after  completion  of  therapy.  When 
n v lesions  appeared,  repeated  courses  of  Efudex 
Hlrapy  proved  effective.* 

fredictable 
lierapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
ofjfudex  therapy.  The  response  is  usually  characteris- 
> jlAnd  predictable.  After  three  or  four  days  of  treat- 
mjit,  erythema  begins  to  appear  in  the  area  of  keratoses. 

is  followed  by  an  intense  inflammatory  response, 

>G  ing  and  occasionally  moderate  tenderness  or  pain. 

*]■  height  of  the  inflammatory  reaction  generally  occurs 
QH  weeks  after  the  start  of  therapy,  and  then  begins 
:0  ibside  as  treatment  is  stopped.  Within  two  weeks  of 
l|:  ontinuing  medication,  the  inflammation  is  usually 
;e  2.  A mild  erythema  may  remain  for  two  or  three 
Hi  ths  before  gradually  receding.  Since  this  response 
L § predictable,  lesions  which  do  not  respond 
H ild  be  biopsied. 

Ik)  strengths— two 
disage  forms 

Efudex  is  available  as  a 2%  or  5°o  solution  or 
5%  cream.  It  is  applied  twice  daily  by  the  patient 
Wa  nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
oent  considerations:  First,  please  consult  the  com- 
ld  prescribing  information  for  precautions,  warnings 


D; 
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and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxy  propyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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In  1921  he  began  the  practice  of  medicine  in 
Portsmouth.  During  the  early  years  of  his  practice 
he  founded  the  city’s  first  medical  clinic  for  indigent 
children.  For  many  years  he  served  without  charge 
as  physician  to  the  Miller  Day  Nursery.  From  1936 
to  1960  he  was  part  time  physician  to  the  city’s 
public  schools. 

Through  economic  necessity  in  the  depression  years 
he  engaged  in  general  practice  but  his  primary  inter- 
est was  in  the  care  of  sick  children. 

In  World  War  I he  was  a Naval  Medical  Officer 
and  he  remained  active  in  the  Naval  Reserve  until 
he  retired  as  Lieutenant  Commander  in  1940. 

In  World  War  II  he  was  Medical  Coordinator  for 
the  city’s  civil  defense.  He  was  given  a presidential 
commendation  for  establishing  an  organization  which 
served  as  a model  for  other  civil  defense  organiza- 
tions. 

He  served  terms  as  Staff  President  of  Kings  Daugh- 
ters Hospital,  Maryview  Hospital  and  Parrish  Me- 
morial Hospital. 

Dr.  Cox  practiced  medicine  in  Portsmouth  for  48 
years.  He  first  served  on  the  State  Board  of  Medical 
Examiners  in  1953,  was  President  in  1958  and  1959, 
and  was  permanent  Secretary  from  1960  until  his 
death.  From  1965  to  1968  he  was  a member  of  the 
National  Board  of  Medical  Examiners,  being  the 
only  Virginian  ever  elected  to  that  Board.  During 
his  terminal  illness,  he  sensed  that  his  life’s  end  was 
near,  but  he  expressed  more  concern  over  the  selec- 
tion of  a qualified  successor  to  his  position  on  the 
State  Board  than  he  did  over  his  own  welfare. 

Dr.  Cox  was  a Past  President  of  the  Portsmouth 
Rotary  Club.  His  many  other  civic  activities  in- 
cluded service  as  a Director  of  the  Y.M.C.A.,  the 
Salvation  Army,  the  Community  Chest,  the  Tuber- 
culosis Association,  and  the  Virginia  Society  for 
Crippled  Children. 

He  was  a member  of  Trinity  Episcopal  Church. 

In  1970  the  Portsmouth  Academy  of  Medicine 
presented  Dr.  Cox  with  a special  award  in  recogni- 
tion of  his  having  been  Founder  and  the  First  Presi- 
dent of  the  Portsmouth  Academy  of  Medicine  in 
1957. 

The  death  of  Dr.  Russell  M.  Cox  is  mourned  by 
the  members  of  the  Portsmouth  Academy  of  Medi- 
cine. His  friendship,  warm  enthusiasm  and  sage  wis- 
dom and  diplomacy  will  ever  be  remembered.  His 
death  has  left  a void  in  the  medical  community. 

The  members  of  the  Portsmouth  Academy  of  Med- 
icine express  their  deepest  sympathy  to  his  family. 

John  W.  Hollowell,  M.D. 


Dr.  Graves. 

Dr.  Kenneth  Dawson  Graves  died  following  myo- 
cardial infarction  December  31,  1970,  three  days 
before  his  eightieth  birthday,  immediately  after  com- 
pleting his  morning  hospital  rounds. 

Born  at  Davidson,  North  Carolina,  he  lived  all  of 
his  life  in  Virginia. 

He  was  graduated  from  the  Bedford  High  School 
in  1908,  attended  Southwestern  Presbyterian  Uni- 
versity in  Clarksville,  Tennessee,  and  received  his 
M.D.  degree  from  the  Medical  College  of  Virginia 
in  Richmond  in  1914.  He  served  as  1st  Lieutenant 
and  Captain  in  the  U.S.  Army  Medical  Corps  during 
World  War  I.  During  the  War,  he  was  stationed  at 
Camp  Wadsworth,  South  Carolina,  then  in  France 
as  Director  of  Laboratories  of  Base  Hospital  No.  5 3 
at  Langres.  He  was  decorated  by  the  city  of  Langres 
on  the  completion  of  his  service. 

Dr.  Graves  practiced  internal  medicine  in  Roa- 
noke from  1929  till  his  death.  His  distinguished 
record  of  service  included  Presidency  of  the  Roanoke 
Academy  of  Medicine  1940-41,  and  a term  as  Secre- 
tary-Treasurer of  the  Virginia  State  Board  of  Medi- 
cal Examiners  for  13  years  until  his  retirement  from 
the  Board  in  1960.  Dr.  Graves  was  certified  by  the 
American  Board  of  Internal  Medicine.  He  was  a 
member  of  the  Roanoke  Academy  of  Medicine,  the 
Southwestern  Virginia  Medical  Society,  The  Medical 
Society  of  Virginia,  the  American  Medical  Associa- 
tion, and  a Fellow  of  the  American  College  of  Phy- 
sicians and  of  the  American  Academy  of  Allergy. 
Dr.  Graves  was  a former  Vice  President  of  the  Fed- 
eration of  State  Medical  Boards,  a Deacon  and  Elder 
of  the  Presbyterian  Church,  a leader  in  the  establish- 
ment of  the  Roanoke  Red  Cross  Blood  Program,  and 
its  Medical  Director  from  1950  to  1953. 

Dr.  Graves  is  survived  by  two  daughters,  two 
sisters  and  six  grandchildren.  His  wife  predeceased 
him  in  1966. 

Kenneth  Graves  was  unfailingly  helpful  to  his 
younger  brother-physicians,  one  of  the  many  admir- 
able qualities  of  heart  and  mind  which  endeared  him 
to  everyone.  He  was  a man  of  dignity,  cheerfulness, 
and  fine  presence,  whose  intellect  and  character  en- 
riched the  lives  of  all  who  knew  him.  He  was  gallant 
in  the  conduct  of  his  life,  and  modest  in  success, 
richly  deserving  the  respect  which  he  received  from 
patients  and  friends.  In  truth,  he  seized  Time  by 
the  forelock,  and  was  favored  until  the  end  of  his 
journey  by  Fortune’s  infrequent  smile  which  allowed 
his  last  years  to  be  unclouded  by  illness  and  disability. 
He  was  above  all  else,  an  outstanding  clinical  phy- 
sician in  the  Osier  tradition  and  his  loss  will  leave 
an  empty  place  on  the  skyline. 
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Now  therefore  be  it  resolved  that  this  me- 
morial expression  by  his  colleagues  be  inscribed  on 
the  minutes  of  the  Roanoke  Academy  of  Medicine, 
published  in  the  Virginia  Medical  Monthly,  and  a 
copy  delivered  to  his  family. 

William  H.  Kaufman,  M.D. 

Richard  M.  Newton,  M.D. 

Charles  A.  Young,  Jr.,  M.D. 

Dr.  Meads. 

Dr.  Vincent  Jerome  Meads  died  on  June  30,  1970, 
following  arterio  sclerotic  heart  disease. 

He  was  a Charter  Member  of  the  Portsmouth 
Academy  of  Medicine. 

Dr.  Meads  was  born  on  March  31,  1903,  in  Ports- 
mouth. He  attended  Mount  St.  Mary’s  College  and 


received  his  Medical  Degree  at  the  University  of 
Virginia  in  1928.  His  license  to  practice  medicine 
was  granted  in  1928.  From  that  time  until  his  death, 
he  ably  served  his  community  in  the  practice  of 
medicine. 

Whereas  his  passing  is  a tremendous  loss  to  the 
Academy  and  the  community,  because  of  the  love 
and  esteem  he  was  held  by  his  fellow  physicians,  pa- 
tients, and  citizens  of  the  community; 

Be  it  resolved  that  the  sympathy  of  the  members 
of  the  Portsmouth  Academy  of  Medicine  be  ex- 
tended to  the  family  of  the  late  Vincent  Jerome 
Meads,  M.D.,  and 

That  copies  of  this  Resolution  be  sent  to  the  fam- 
ily of  Dr.  Vincent  Jerome  Meads  and  a copy  be 
spread  upon  the  minutes  of  this  meeting. 

H.  B.  Wilkins,  M.D. 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 


Medicine: 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wvndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 
William  W.  Martin,  Jr.,  M.D. 
James  R.  Wickham,  M.D. 

Obstetrics  and  Gynecology : 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 

Pediatrics: 

Edward  G.  Davis,  Jr.,  M.D. 
Thomas  P.  Overton,  M.D. 

Albert  S.  Thompson,  Jr.,  M.D. 
Edward  J.  Wiley,  M.D. 

Ophthalmology,  Otolaryngology: 

Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 


RICHMOND.  VIRGINIA 

Anesthesiology : 

William  B.  Moncure,  M.D. 
Heth  Owen,  Jr.,  M.D. 

Snrgery : 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 
Wyatt  S.  Beazley,  III,  M.D. 

Urological  Snrgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Plastic  Surgery : 

Hunter  S.  Jackson,  M.D. 

Roentgenology  and  Radiology: 
Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

James  W.  Proffitt,  M.D. 

Pathology : 

James  B.  Roberts,  M.D. 

Director: 

Charles  C.  Hough 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
James  Asa  Shield,  Jr.,  M.D. 
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Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 


408  North  12th  Street 
Richmond,  Virginia  23219 


An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 


Riverside 

Convalescent  Home 


JOHNSTON-WILLIS 

HOSPITAL 


Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 


RICHMOND,  VIRGINIA 


Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 


Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


32 


Virginia  Medical  Monthly 


Westbrook 


Psychiatric  Hospital,  Inc. 


Richmond,  Virginia 

FOUNDED  1911 


PSYCHIATRY 

REX  BLANKINSHIP,  M.  D. 
Chairman,  Advisory  Group 

JOHN  R.  SAUNDERS,  M.  D. 
Medical  Director 

THOMAS  F.  COATES,  JR.,  M.  D. 
Assistant  Medical  Director 

OWEN  W.  BRODIE,  M.  D. 
Associate  in  Psychiatry 

M.  M.  VITOLS,  M.  D. 
Associate  in  Psychiatry 


NEUROLOGY 

GERALD  W.  ATKINSON,  M.  D 
Associate  in  Neurology 

CHILD  PSYCHIATRY 

GILBERT  SILVERMAN,  M.  D. 
Associate  in  Child  Psychiatry 

ADMINISTRATION 

H.  R.  WOODALL 
Administrator 


THE  LANCASHIRE 

Kilmarnock,  Virginia  22482 — Pel.  435-1684 

Professional  Skilled  Nursing  Care 
Under  the  Supervision  of  the  Patient's  Otcn  Physician 

NEWLY  CONSTRUCTED 

Medicare  Approved  Physical  Therapy 

Medicaid  Approved  Fire  Proofing 

Licensed ; State  of  Virginia  Barber  and  Beauty  Shop 

24  Hour  Nursing  Care  Air  Conditioning 

Private  and  Semi-Private  Rooms  Intermediate  Care  \\  ing 

An  affiliate  of  Progressive  Care,  Inc.,  Richmond.  \ irginia 
Member,  Virginia  and  American  Nursing  Home  Association 

Richmond  Tel. — 353-6669 
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The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 

B gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet , select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid , select 

Silain-GeL  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
igent  only:  Silain5  (simethicone)  Tablets 

ilanger.  A.:  Med.  Times  94: 150  (Feb.)  1966. 


.nnouncing  the“Antgasid 


ilain-Gel 


ablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

Ine  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


IHD0B1NS  A H.  Robins  Company,  Richmond,  Virginia 


23220 


sterile  solution  ( 300  ma per  ml. ) 


Consider  Lincocin 

(lincomycin  hydrochloride , U pjphn) 


For  your  convenience 
in  2 ml.  and  10  ml.  vials, 


xrtsM  «•«.•••  { , 

S»te.VWSUra*SoMlon 

Lincocin* 

Omeomycta 
t,  .ochtoide  injection) 

. toJOOmtptfce. 

lincomycki 


I pjohn 


3Gm.perl0cc. 


without  | 


and  single-dose  2i 
disposable  syringe 


©1970  by  The  Upjohn  Company  JA70-9835  MED  B-4-S  (KZL-5) 


THE  UPJOHN  COMPW 
KALAMAZOO.  MICHlGy 


once-popular  treatment  tor  back  pains 
3S  to  have  the  seventh  son  of  a seventh  son 
jnd  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


r headache,  a sovereign  remedy  was 
wear  a snakeskin  round  one’s  head. 


A realistic 
approach 
to  pain 
relief 


mpirm 


Compound  with  Codeine 
liosphate  gr.  1/2  No.  3 

■ a tablet  contains: 

B 3ine  Phosphate  gr.  1/2  (Warning— 

Me  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

B rin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

•steps  the  promise 
o:  pain  relief 

It  Co.'  narcotic  products  are 
”B",  and  as  such  are  available  on  oral 
H iption,  where  State  law  permits. 

$ BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

uMfl'Rickahoe,  N.Y. 


Hr 


Multivitamins 
with  pyridoxine 
can  impair 
levodopa  therapy 


Your  patient  with  Parkinson’s  disease  and  syndrome 
may  be  taking  a nonprescription  multivitamin 
containing  B6. 

Vitamin  B6  reportedly  reduces  the  benefits  of 
levodopa,  and  may  lead  to  discontinuance  of  therapy 
because  of  apparent  ineffectiveness. 


High-potency  nutritional  support 
under  prescription  control 


Larobec  provides  needed  nutritional  support 
without  pyridoxine  (vitamin  B6)...and  helps  ensur 
that  your  levodopa  therapy  is  not  impaired  by  self- 
medication  with  a pyridoxine-containing  multivitamin 
preparation. 

I, 


Complete  Prescribing  Information: 

Each  Larobec  tablet  contains: 


Thiamine  mononitrate  (vitamin  B.) 15rrv 

Riboflavin  (vitamin  B2) 15  nr 

Niacinamide 100  m 

Calcium  pantothenate 20  m 

Cyanocobalamin  (vitamin  B.2) 5 m 

Folic  acid 0.5  m 

Ascorbic  acid  (vitamin  C) 500  m 


Description:  For  prophylactic  or  therapeutic  nutritional 
supplementation  concomitant  with  levodopa  therapy  in  patients  ; 
with  Parkinson’s  disease  and  syndrome,  Larobec  provides  high 
potency  dosages  of  the  major  B-complex  vitamins,  without 
pyridoxine  (vitamin  Bt)  which  has  been  reported1-2  to  reduce  the 
clinical  benefits  of  levodopa  therapy.  B-complex  vitamins  are 
essential  in  the  anabolism  of  carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains  therapeutic  quantities  of  i j 
ascorbic  acid,  a substance  involved  in  intracellular  reactions  J 
such  as  tissue  repair  and  collagen  formation. 

Indications:  Larobec  is  indicated  for  supportive  nutritional 
supplementation  when  a water-soluble  vitamin  formula  (withouij 
pyridoxine)  is  required  prophylactically  or  therapeutically  in 
patients  under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B6  may  be  required  if  signs 
of  pyridoxine  deficiency  develop.  Larobec  is  not  intended  for 
treatment  of  pernicious  anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may  develop  or  progress, 
despite  temporary  remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than  0.1  mg  of  folic  acid 
per  day  and  who  are  inadequately  treated  with  vitamin  B,2. 
Dosage  and  Administration:  One  or  two  tablets  daily,  as 
indicated  by  clinical  need. 

How  Supplied:  Orange-colored, capsule-shaped  tablets, 
imprinted  Roche  73;  bottles  of  100. 

References: 

1.  Duvoisin,  R.  C.,  etal.:  Trans.  Amer.  Neurol.  Assoc.,  94: 81, 
1969.  2.  Cotzias,  G.  C.:  J.A.M.A.,  270:1255, 1969. 


<^roch?) 


r X Roche  Laboratories 
ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J.  07110 


BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 

Accredited  by  the  Joint  Commission  on  Accreditation  & Approveo  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive),  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jose  A.  Montes,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 

Fourth  Decade  of  (tuning 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

MRS.  PLYLER’S 
NURSING  HOME 

KATE  E.  PLYLER  (1876-1947)  GENE  CLARK  REGIRER  (1912-1962) 

A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  353-3981 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy,  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities 
and  outings.  The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  8 5 acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  [1]  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

[2]  Samuel  N.  Workman,  M.D.  [3]  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 


Gill  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Iloanoke,  Virginia 


STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Scott  W.  Little 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Charles  T.  Akers,  Jr. 
Administrator 


A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology.  Otolaryngology. 
Surgery  for  Deafness,  Rhinoplastic  Sur- 
gery, Bronchoscopy  and  Esophagoscopy. 


Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance. 


For  further  information,  address : 

Administrator.  Box  1789,  Roanoke,  Virginia  24008 
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ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGuire  clinic  inc. 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Webster  P.  Barnes,  M.D. 
John  H.  Reed,  Jr.,  M.D. 
Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Endoscopy,  Thoracic  & Vascular 
Surgery 

Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 


Internal  Medicine 

John  P.  Lynch,  M.D. 
William  H.  Harris,  Jr.,  M.D. 
John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
Alice  V.  Thorpe,  M.D. 

David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 
W.  Wayne  Key,  Jr.,  M.D. 

Anesthesiology 

Beverley  Jones,  M.D. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  P.  King,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

G.  E.  Smith,  Jr.,  M.D. 

Physical  Therapy 

Elizabeth  L.  Watson,  R.P.T. 


Hospital  Administrator 

Charles  M.  Green  / 

Director  of  Nurses — St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N.  1 


School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 

Joan  B.  Hovis,  R.N.,  Dir.  of  Ed.  ) 

Elizabeth  H.  Ellett,  R.N.,  Instructor  / 


Clinic  Manager 

S.  Taylor  Ware,  Jr. 

Director  of  Nurses — McGuire  Clinic,  Inc. 

Mary  E.  Simmons,  R.N. 


ST.  ELIZABETH’S  HOSPITAL 

James  T.  Gianoulis,  M.D. 

617  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

Austin  I.  Dodson,  Jr.,  M.D. 

Elmer  S.  Robertson,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

James  VV.  Pancoast,  M.D. 

J.  Edward  Hill,  M.D. 

Gladstone  E.  Smith,  Jr.,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Pathology 

Leroy  Smith,  M.D. 

William  T.  Stuart,  M.D. 

Ronald  K.  Davis,  M.D. 

Plastic  Surgery 

Urology 

General  Surgery  C?  G ynecology 

L.  0.  Snead,  Jr.,  M.D. 

Clarry  C.  Trice,  M.D. 

Edward  A.  Zakaib 

Radiology 

General  Medicine 

General  Medicine 

0.  Christian  Bredrup,  Jr.,  M.D. 

George  W.  Reese,  Jr.,  M.D. 

Radiology 

Internal  Medicine 

Jack 

A.  Peters,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 
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Virginia  has  a romantic  past. 
And  lots  of  mementos  to  prove  it. 


Woodrow  Wilson  Slept  Here.  At 

Staunton’s  stately  “Manse”,  you  can 
see  the  crib  that  held  a future 
president.  And  the 
home  where  Jessie 
Wilson  gave  birth  to 
the  son  who  later 
gave  birth  to  the 
League  of  Nations 
with  its  vision  of 
world-wide  peace. 


The  General’s  Assembly.  Douglas  MacArthur  called 
Norfolk  home,  though  he  was  born  in  Arkansas 
(“while  his  parents  were  away”,  the  Norfolk  paper 
said) . Here,  at  the  MacArthur  Memorial,  you  can  see 
the  possessions  of  this  great  soldier. 


The  Doll  Who  Spied  For  Dixie.  She  had  a 
head  for  smuggling.  Hollow.  Just  right  for  carry- 
ing medicines  across  Union  lines.  She’s  at  Rich- 
mond’s Confederate  Museum  now.  In  retirement. 


Broadway  In  The  Blue  Ridge.  These  spurs  were 
worn  in  an  early  play  at  Abingdon’s  Barter 
Theatre,  so-called  because  its 

depression-hungry  founders  traded 
seats  for  food.  To  date,  over 
2 million  tickets  have  been 
sold ; most  of  them,  in 
recent  years,  for  cash. 


The  Mighty  In  Miniature.  These  water  color 
miniatures  of  the  first  President  and  his  lady, 
painted  from  life,  are  now  on  view  in  Williams- 
burg. Come  see  them. 

Visit,  write  or  call 

VIRGINIA  STATE  TRAVEL  SERVICE 

9th  & Grace  Streets,  Richmond  23219 
phone: (703) 770-4484 


Thi*  advertisement  is  published  by  Virginia  Medical  Monthly  as  a Public  Service. 


—The  lowest  priced  tetracycline— nystatin  combination  available— 


The  Williams  Printing  Company 

Richmond,  Virginia  23211 
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laid 


"Sorry  Doctor. 

But  you’re  going  to  be 

r i ■ i // 


■ With  that  “switch”,  Doctor,  your  income  stops. 

But  your  everyday  expenses  keep  right  on  ...  in  your  home  and  at  your  office. 
That’s  why  you  need  a sound  disability  income  plan. 

We  offer  the  original  Group  Plan  of  Disability  Income  . . . the  one  that’s  been 
recommended  and  sponsored  by  the  Medical  Society  of  Virginia  for  more  than 
a decade. 


SPECIAL  FEATURES  OF  OUR  PLAN: 


■ disability  income  up  to  $250  weekly. 

■ weekly  payments  covering  you  up  to  age 
65  for  sickness  or  even  lifetime  for  ac- 
cident. 

■ $1,000  accidental  death  benefit  with  each 
policy  . . . higher  limits  available,  of 
course. 

■ additional  benefits  available  for  accidental 
loss  of  limbs,  sight,  speech,  or  hearing. 


■ medical  payments  for  treatment  of  non- 
disabling injuries  (to  a maximum  equiva- 
lent to  one  week’s  indemnity). 

■ guaranteed  minimum  benefits  for  certain 
fractures  and  dislocations,  whether  dis- 
abled or  not. 

■ optional  daily  hospital  benefits. 

■ optional  plans  also  available  for  your  of- 
fice personnel 


FOR  FULL  DETAILS  WRITE  OR  PHONE 

Administrators 


^ E.  E.  Goodwyn  Agency 

Emporia,  Va. 

634-2611 

Morrison  & Agnor,  Inc. 
Lexington,  Va. 

463-4411 

Ernest  L.  Baker  Asso's 
Virginia  Beach,  Va. 
425-1892 

General  Insurance  of  Roanoke 
Roanoke,  Va. 

345-8148 

Murphy  Insurance  & Travel,  Inc. 
Charlottesville,  Va. 

295-4157 

Suter  Associates,  Inc. 
Arlington,  Va. 

525-6700 

G.  C.  French  Agency,  Inc. 
Richmond,  Va. 

M13-1140 

Underwritten  by 

COMMERCIAL  INSURANCE  COMPANY  OF  NEWARK,  NEW  JERSEY 

one  of 

The  Continental  Insurance  Companies 


THE  MEDICAL  SOCIETY  OF  VIRGINIA 

Sponsored  and  Approved  Group  Insurance  Plans 
DISABILITY  INCOME  — GUARANTEED  RENEWABLE  TO  AGE  65 
DAILY  IN-HOSPITAL  I NCOME  — GUARANTEED  ISSUE 
PROFESSIONAL  OVERHEAD  EXPENSE 
MAJOR  HOSPITAL  NURSING 
Group  Insurance  Exclusively 

DAVID  A.  DYER  INSURANCE  AGENCY,  ADMINISTRATOR 

Medical  Arts  Building  — Roanoke,  Virginia 
Phone  (collect)  344-5000  for  complete  details 
FRED  W.  HALL,  Associate 

8924  Orange  Hunt  Lane,  Annandale,  Va.  461-8087 


1c*4 ^oocl^uy  in 
<=Public<*Qelationd 

+ Place  it  in  your  reception  room 

Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St. — Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


A 


who  goes 
far checkups? 

In  a recent  survey,  90%  of 
patients  said  they  would  have 
annual  checkups  if  their 
physicians  told  them  to  do  so. 
This  confirmed  what  we  have 
long  known  — your  key  role, 
doctor,  in  motivating  your 
patients  to  follow  good  health 
practices.  We  alert  the  public 
with  facts  about  cancer.  You 
follow  through  by  urging 
regular  checkups.  A life-saving 
combination. 

American  Cancer  Society^  ? 
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MORE  MEN  CRIE1 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.1 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”2 


Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”2 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”3 


Big  boys  don’t  cry.  If  more  men  cr: 
maybe  fewer  would  wind  up  with  duode 
ulcers.  But  men  will  be  men— the  sum  tota. 

their  genes  and  what  t 
are  taught.  Schottstci 
observes  that  who 
mother  admonishes  I 
son  who  has  hurt  him 
that  big  boys  don’t  cry, : 

is  teaching 
stoicism.4  Crying  is  n 
negation  of  everytl  Ij 
society  thinks  of  as  ma  « 
A boy  starts  defending  i 
manhood  at  an  early  c 


Take  away  sti  ;s 
you  can  take  away  symph  is 

There  is  no  question  that  stress  pla  i 
role  in  the  etiology  of  duodenal  u r 
Alvarez5  observes  that  many  a man  wit  u 
ulcer  loses  his  symptoms  the  day  he  shut iq 
the  office  and  starts  out  on  a vacation,  lit 
problem  is,  the  type  of  man  likely  to  ha'  an 
ulcer  is  the  type  least  likely  to  take  ng 
vacations  or  take  it  easy  at  work. 


The  rest  cure  vs.  the  two-way  actio  oi 
Librax.®  For  most  patients,  the  rest  cr  is 
as  unrealistic  as  it  is  desirable.  StillAe 
stress  factor  must  be  dealt  with.  And  ere 
is  where  the  dual  action  of  adjunctive  L 'ax 
can  help.  Librax  is  the  only  drug  that  an* 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe 
et  al.  (eds.) : Harrison’s  Principles  of  Internal  H/ediij’i* 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  1^4 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G. 
Stress  and  Disease,  ed.  2,  Springfield,  Ilk,  Ch  s C 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schot  aedt, 
W.  W.:  Psychophysiologic  Approach  in  Medical  I 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960  ! 1®- 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa 
Saunders  Company,  1951,  p.  384.  il 
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ines  the  tranquilizing 
ction  of  Librium® 
(chlordiazepoxide 
[Cl)  with  the  potent 
nticholinergic 
ction  of  Quarzan 
didinium  Br). 


Protects  man  from  his  own  hungry  per- 
mality.  The  action  of  Librium  reduces 
jjixiety — helps  protect  the  vulnerable  patient 
:fom  the  psychological  overreaction  to  stress 
lat  clutches  his  stomach.  At  the  same  time, 
ie  action  of  Quarzan  helps  quiet  the  hyper- 
itive  gut,  decreasing  hypermotility  and 
ypersecretion. 

An  inner  healing  environment  with  1 
r 2 capsules,  3 or  4 times  daily.  Of  course, 
fere’s  more  to  the  treatment  of  duodenal 
i cer  than  a prescription  for  Librax.  The  pa- 
- tent — with  your  guidance — will  have  to  ad- 
just to  a different  pattern  of  living  if  treat- 
lent  is  to  succeed.  During  this  adjustment 
1 riod,  1 or  2 capsules  of  Librax  3 or  4 times 
( ily  can  help  establish  a desirable  environ- 
rpnt  for  healing. 

Librax:  It  can’t  change  man’s  nature. 
I Bit  it  can  usually  make  it  easier  for  men  to 
■ cpe  with  the  discomfort  of  stress— both 
pychic  and  gastric — that  can  precipitate 
a d exacerbate  duodenal  ulcer. 

C Ibrax:  Rx  #60  1 cap.  ax.  and  2 h.s. 


i'ii’r  I J 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 
■w-  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents", 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax  1.. it’s  predictable 

bisacodyl 


GEIGY  PHARMACEUTICALS,  DIVISION  OP  GfIGY  CHEMICAL  CORPORATION,  ARDSLEY,  NEWYORK  10502  UNDER  LICENSE  FROM  BOEHRINGER  INGELHE'M  G.  M.  B M. 


They  all  have  two  things  in  common:  they  have  monilial  vaginitis; 


CANDEPTIN  now  gives  you  complete 
therapeutic  flexibility. 

It  is  the  specific  high  potency  antimonilial  agent  which 
provides  superior  effectiveness.  And  there  is  at  least  one 
dosage  form  to  meet  every  patient’s  individual  needs  and/ 
or  preference. 

CANDEPTIN  — more  advantages  for  your  patients, . . 

It’s  fast_prompt  symptomatic  relief  of  itching,  burning, 
candidiasis  discharge  and  malodor  in  48-72  hours;  usu- 
ally cures  completely  in  a single  14-day  course  of  therapy. 
It’s  safe_no  side  effects,  clinical  reports  of  irritation  or 
sensitization  have  been  extremely  rare;  exact  dosage  can 
be  assured.5-6 

It’s  convenient_easy  to  use  in  all  forms,  encourages  pa- 
tient acceptance  and  cooperation;  therapy  can  be  started 
in  your  office. 

It’s  clinically  proven— Candicidin  is  significantly  more  po- 
tent in  vitro  than  nystatin,1  and  has  a record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant  pa- 
tients.2-3'4  In  two  recent  studies,  both  involving  gravid 
and  non-gravid  patients,  a 100%  culture-confirmed  cure 
rate  was  achieved  with  14  days  of  therapy.5-6 


CANDEPTIN  (candicidin)  Vaginal  Tablets,  Vaginal 
Ointment,  and  . . . new  VAGELETTES™ 

Now  Vagelettes  offer  a unique  new  dosage  form— candi- 
cidin ointment  in  a soft  gelatin  capsule— for  virtually 
unlimited  application.  With  Candeptin  in  three  forms, 
your  range  of  therapy  has  been  extended  to  meet  even 
those  previously  difficult-to-treat  Candida  cases. 

□ For  the  young  patient— cut  off  the  tip  of  the  narrow 
soft  end  of  the  Candeptin  Vagelette  and  extrude  contents 
through  the  intact  hymen. 

□ For  the  gravid  patient— easy  manual  insertion  without 
the  need  for  an  applicator  or  inserter  for  intravaginal  use. 

□ For  the  multiple  needs  of  all  your  patients— topical 
application  for  labial  involvement,  intravaginal  use  to 
treat  mucosal  infestation. 

References:  1.  Lechevalier,  H.:  Antibiotics  Annual  1959-1960. 
New  York,  Antibiotica  Inc.,  1960.  pp.  614-618.  2.  Olsen,  J.R.: 
Journal-Lancet  85: 287  (July)  1965.  3.  Giorlando,  S.W.,  Torres, 
J.F.,  and  Muscillo,  G.:  Am.  J.  Obst.  & Gynec.  90: 370  (Oct.  1) 
1964.  4.  Friedel,  H.J.:  Maryland  M.J.,  15: 36  (Feb.)  1966.  5.  Gior- 
lando, S.W.:  to  be  published  1971.  6.  Decker,  A.:  Case  Reports 
on  File,  Medical  Department,  Julius  Schmid. 
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they  can  now  becured  with  Candeptin.  Even  these  two. 


Candeptin® 

Candicidin  Vaginal  Tablets,  Ointment,  VAGELETTES™ 
Description:  Candeptin  (candicidin)  Vaginal  Ointment  contains 
a dispersion  of  candicidin  powder  equivalent  to  0.6  mg.  per  gm. 
or  0.06%  Candicidin  activity  in  U.S.P.  petrolatum.  3 mg.  of  Can- 
dicidin is  contained  in  5 gm.  of  ointment  or  one  applicatorful. 
Candeptin  Vaginal  Tablets  contain  Candicidin  powder  equiva- 
lent to  3 mg.  (0.3%)  Candicidin  activity  dispersed  in  starch, 
lactose  and  magnesium  stearate.  Candeptin  Vagelettes  contain  3 
mg.  of  Candicidin  activity  dispersed  in  5 gm.  U.S.P  petrolatum. 
Action:  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  and  Vagel- 
ettes possess  anti-monilial  activity. 

Indications:  Vaginitis  due  to  Candida  albicans  and  other  Candida 
species. 

Contraindications:  Contraindicated  for  patients  known  to  be 
sensitive  to  any  of  its  components.  During  pregnancy  manual 
Tablet  or  Vagelette  insertion  may  be  preferred  since  the  use  of 
the  ointment  applicator  or  tablet  inserter  may  be  contraindicated. 
Caution:  During  treatment  it  is  recommended  that  the  patient  re- 
frain from  sexual  intercourse  or  the  husband  wear  a condom  to 
avoid  re-infection. 

Adverse  Reaction:  Clinical  reports  of  sensitization  or  temporary 
irritation  with  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  or 
Vagelettes  have  been  extremely  rare. 

Dosage:  One  vaginal  applicatorful  of  Candeptin  Ointment  or 
one  Vaginal  Tablet  or  one  Vagelette  is  inserted  high  in  the  vagina 


twice  a day,  in  the  morning  and  at  bedtime,  for  14  days.  Treat- 
ment may  be  repeated  if  symptoms  persist  or  reappear. 

Available  Dosage  Forms:  Candeptin  Vaginal  Ointment  is  sup- 
plied in  75  gm.  tubes  with  applicator  (14-day  regimen  requires  2 
tubes).  Candeptin  Vaginal  Tablets  are  packaged  in  boxes  of  28, 
in  foil  with  inserter  — enough  for  a full  course  of  treatment. 
Candeptin  Vagelettes  are  packaged  in  boxes  of  14.  (14-day  regi- 
men requires  2 boxes). 

Store  under  refrigeration  to  insure  full  potency. 

Federal  law  prohibits  dispensing  without  prescription. 

r 

Candeptin* 

/r»Q  nrl  1 n\Vagmal  Tablets/Ointment, 

tt  dllillLlUliy  VAGELETTES™  Vaginal  Capsules 

depend  on  it  as  your  agent  of  first  choice 


Innovators  in  Candicidin  Therapy 
Julius  Schmid  Pharmaceuticals 
423  West  55th  Street 
New  York,  New  York  10019 


THE  MEDICAL  SOCIETY  OF  VIRGINIA 

Sponsored  and  Approved  Group  Insurance  Plans 
DISABILITY  INCOME  — GUARANTEED  RENEWABLE  TO  AGE  65 
DAILY  IN-HOSPITAL  INCOME  — GUARANTEED  ISSUE 
PROFESSIONAL  OVERHEAD  EXPENSE 
MAJOR  HOSPITAL  NURSING 
Group  Insurance  Z*.«.iu»ireiy 

DAVID  A.  DYER  INSURANCE  AGENCY,  ADMINISTRATOR 

Medical  Arts  Building  — Roanoke,  Virginia 
Phone  (collect)  344-5000  for  complete  details 

FRED  W.  HALL,  Associate 

8924  Orange  Hunt  Lane,  Annandale,  Va.  461-8087 


The  pain 
of  arthritis 


relieved  with 
MEASURIN  q.  8h.  dosage 


Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 


later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 


schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
n extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
iscomfort  and  stiffness. 

For  Professional  Samples  write: 

Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
’.0.  Box  141 
Fairview,  N.J.  07022 


BREON  LABORATORIES  INC. 

Park  Avenue,  New  York.  N.Y.  10016 


ubsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


The  bag  that  has 
earned  more  than 

125,000,000 

votes  of 
confidence. 


Over  the  years,  that’s  a lot 
of  confidence  in  prescrip- 
tions from  Peoples.  And 
we’re  justifiably  proud. 

But  since  we  opened 
shop  in  1905,  many  things 
have  changed.  Drug  indus- 
try research  has  developed 
better  ways  to  preserve 
health  and  serve  the  physi- 
cian. The  prescribing  phy- 


sician has  developed  more 
sophisticated  skills.  But 
one  thing  has  never 
changed — the  careful,  pro- 
fessional way  in  which  our 
pharmacists  personally  fill 
your  prescriptions. 

Filling  your  next  one  is  as 
important  to  us  as  the 
1 25,000,000  that  came  be- 
fore it. 


THESE  PEOPLES  DRUG  STORES  ARE  OPEN  24 
HOURS  A DAY  FOR  THE  CONVENIENCE  OF  YOU 
AND  YOUR  PATIENTS. 

Southside  Plaza/McGuire  Circle  at  Belt 
Blvd.  and  Hall  St.,  Richmond  BE  2-4566 
Barracks  Rd.  Center/Emmett  St. 

& Barracks  Rd.,  Charlottesville  293-9151 

Ward's  Corner/Gramby  St.  & 

Little  Creek  Rd.,  Norfolk  588-5421 

Boulevard  and  Broad  Sts.,  Richmond  359-2497 

Lee  Highway  & Old  Dominion  Dr., Art.  522-0011 
...  and  5 other  stores  in  the  Metropolitan  Wash- 
ington area. 


PRESCRIPTION  DRUG  STORES 


WHEN  NEEDED,  RECOMMEND  A PEOPLES  “SAFETY  CAP”  PRESCRIPTION  CONTAINER  FOR  FAMILIES  WITH  SMALL  CHILDREN. 
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Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent,  ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 


Solfoton. 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 

Phenobarbital 16  mg. 

(Warning:  may  be  habit-forming) 

Bensulfoid  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 

^%a/t4naceu/ica&  S^nce  /S'36 


Smith  Kline  & French  Laboratories  SK6F 


A Special  Message  for  Members  of  The 
Medical  Society  of  Virginia 


Long-term 
Insurance  at 


new  lower  rates 
for  members  under  50 


A Doctor’s  earned  income  can 
STOP  when  he  is  sick  or  hurt  and 
can’t  work.  Long-term  Group 
Disability  Insurance  could  provide 
the  needed  cash  when  this  happens. 

The  Medical  Society  of  Virginia  has 
offered  its  members  this  plan  since 
195  5.  Over  $1,000,000  in  benefits 
have  been  paid  out  to  members 
through  this  plan. 


Here  are  a few  of  the  advantages  of- 
fered by  this  plan: 

1.  Federal  income  tax-free  benefits 

2.  Lifetime  accident  benefits 

3.  Sickness  benefits  for  seven  years  or  to 
age  65. 

4.  Low  group  rates 

5.  Local  claim  service 

6.  Confinement  never  required  during 
disability 

7.  Unusually  liberal  definition  of  disability. 
INTERESTED?  Then  mail  the  coupon  below 
to  the  agency  nearest  you. 


Murphy  Insurance  & Travel, 
Inc. 

Charlottesville,  Va. 
295-4157 

ELB  Associates 
Suite  1118 
205  34th  Street 
Virginia  Beach,  Va. 
425-1892 


Administrators 

Morrison  & Agnor,  Inc. 
Lexington,  Va. 

463-4411 

Suter  Associates,  Inc. 
2425  Wilson  Boulevard 
Arlington,  Va.  22201 
525-6700 

E.  E.  Goodwyn  Agency 
Emporia,  Va. 

634-2611 

Underwritten  by 


G.  C.  French  Agency,  Inc. 

627  E.  Main  St. 

Richmond,  Va.  23219 
643-9138 

General  Insurance  of  Roanoke 
Shenandoah  Building 
Roanoke,  Va.  24011 
345-8148 


Commercial  Insurance  Company  of  Newark,  New  Jersey 
one  of 

The  Continental  Insurance  Companies 


Commercial  Insurance  Co. 
of  Newark,  N.  J. 

I would  like  more  information  about 
the  Long-term  Group  Disability  In- 
surance sponsored  by  The  Medical 
Society  of  Virginia. 

' Name  Phone  

; Address  

; City  State  Zip 
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when  manhood  ebbs. 

io  due  to  testicular 

‘ '-,Jt  Iw  UvIdyUvl  hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure.. .and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 

Halotestin^ 

[fluoxymesterone 
Upjohn) 

oral  replacement  with 
parenteral-like  potency  t 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Halotestin® 

(fluoxymesterone,  Upjohn) 


Orally  active  androgen  about  5 times  as  potent 
in  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked.  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued. 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
sm  and  eunuchism.  Delayed  puberty  when  es- 
:ablished  as  not  a simple  familial  trait.  Indicated 
or  those  symptoms  of  panhypopituitarism  re- 
ated  to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
zemale:  Palliation  of  androgen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
ween  1 and  5 years  postmenopausal  or  women 
n whom  castration  has  shown  the  tumor  to  be 
lormone  dependent.  Prevention  of  postpartum 
>reast  manifestations  of  pain  and  engorgement; 
here  is  no  satisfactory  evidence  that  this  drug 
irevents  or  suppresses  lactation  per  se.  In  os- 
eoporosis  androgens  may  be  of  adjunctive 
alue  to  adequate  considerations  of  diet,  cal- 
ium  balance,  physiotherapy  and  general  health 
iromoting  measures.  Males  and  Females:  In  the 
•eatment  of  protein  depletion  states  which  oc- 
ur  in  geriatric  patients,  in  debilitation  states,  in 
hronic  corticoid  therapy,  resistant  fractures; 
ryptorchidism;  creating  a positive  nitrogen  bal- 
nce,  tissue  repair  and  other  anabolic  effects, 
.ndrogenic  steroids  may  produce  a response  in 
plastic  anemias,  myelofibrosis,  myelosclerosis, 
gnogenic  myeloid  metaplasia  and  hypoplastic 
nemias  due  to  malignancy  or  myelotoxic  drugs, 
ndrogens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
lale  fetus),  mammary  carcinoma  in  the  male, 
rostatic  carcinoma,  severe  liver  disease,  severe 
ardiorenal  disease  and  severe  persistent  hy- 
ercalcemia. 

recautions  Employ  with  caution  in  young  boys 
> avoid  precocious  sexual  development  and 
remature  epiphyseal  closure.  Androgens  tend 
i promote  retention  of  sodium  and  water,  there- 
re,  watch  for  edema— particularly  in  the  elderly, 
icidence  and  severity  of  edema  have  been 
inimal  and  have  been  associated  only  with 
gh  doses  used  for  palliation  of  breast  cancer, 
ypercalcemia  may  occur,  particularly  in  patients 
ith  metastatic  breast  carcinoma;  if  this  occurs 
e drug  should  be  discontinued.  Changes  in 
'er  function  tests,  such  as  increased  BSP  re- 
ntion  and  SGOT  levels,  can  occur  during  ther- 
)y.  Jaundice  has  been  rarely  reported.  If  liver 
nction  tests  are  altered,  discontinue  medica- 
>n  or  reduce  dose.  Priapism  is  indicative  of 
:cessive  dosage  and  is  indication  for  tempo- 
ry  withdrawal  of  drug.  When  treating  protein 

■'pletion  states  or  osteoporosis,  an  adequate 
it  should  be  provided  and  prolonged  immobili- 
non  avoided  whenever  possible.  When  treating 
ilastic  or  hypoplastic  anemias,  androgen  ther- 
iy  should  not  replace  other  measure  such  as 
insfusion,  correction  of  iron  deficiency,  anti- 
cterial  therapy,  and  the  use  of  corticosteroids, 
tverse  reactions  Nausea,  dyspepsia,  men- 
ual  irregularities,  hepatic  dysfunction,  pria- 
sm,  edema,  precocious  sexual  development, 
d premature  epiphyseal  closure  in  young 
tients  have  been  reported.  Male  — Prolonged 
ministration  or  excessive  dose  may  cause 
libition  of  testicular  function  with  oligospermia 
d decreased  ejaculation  volume.  Female  — 
rge  doses  or  prolonged  administration  may 
I Dduce  masculinization  with  signs  such  as  hi r- 
I tism,  deepening  of  the  voice,  enlargement  of 
I ; clitoris,  acne,  and  sometimes,  increased 
I ido. 

! pplied  Tablets:  2 mg.,  scored  — bottles  of  100./ 
»mg.,  scored  — bottles  of  50./ 10  mg.,  scored 
■ Dottles  of  50. 

H r additional  product  information,  see  your 
john  representative  or  consult  the  package 

■ cular. 


sjohn 


The  Upjohn  Company,  Kalamazoo.  Michigan 


PRimEir 

PLUS 

Flexoplasf 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


• ••  Edward  Taylor  Ltd.  ••••. 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name M.D. 

Address  

City  

State Zip 


7627- R 
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the  night  shift 
of  depression... 

insomnia 


Depression  is  a 24-hour-a-day  problem.  And  insomnia  is 
)ften  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
ley  symptom  in  establishing  the  diagnosis  of  depression. 

iLAVIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
elpful  when  you  have  arrived  at  such  a diagnosis.  Unlike 
sychic  energizers  or  agents  that  merely  elevate  mood, 
LAVIL  HCI  embodies  a mild  antianxiety  action  which 
anifests  itself  even  before  the  fundamental  antidepressant 
ctivity  of  the  drug  becomes  evident.  Daytime  drowsiness 
ccurs  in  some  patients,  usually  within  the  first  few 
ays  of  therapy. 

10TE:  Not  recommended  during  the  acute  recovery  phase 
blowing  myocardial  infarction.  Patients  with  cardiovascular 
|isorders  should  be  watched  closely;  arrhythmias,  sinus 
achycardia,  and  prolongation  of  the  conduction  time  have 
|een  reported,  particularly  with  high  doses;  myocardial 
pfarction  and  stroke  have  been  reported  with  drugs  of  this 
lass.  Close  supervision  is  required  for  hyperthyroid 
latients  or  those  receiving  thyroid  medication.  Concurrent 
Jectroshock  therapy  may  increase  the  hazards  of  therapy; 
jch  treatment  should  be  limited  to  patients  for  whom  it  is 
ssential.  Discontinue  the  drug  several  days  before  elective 
jrgery  if  possible. 


ntraindications:  Known  hypersensitivity.  Should  not  be  given 
ncomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
utiously  with  gradual  increase  in  dosage  until  optimum  response  is 
lieved.  Not  recommended  during  the  acute  recovery  phase  following 
ocardial  infarction  or  for  patients  under  12  yaars  of  age. 
rnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
ing  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
zures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
raocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
tched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
iduction  time  have  been  reported,  particularly  with  high  doses; 
ocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
ss.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
eiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
uired  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
;n  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
ome  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
ther  and  child. 

cautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
chotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
ressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
anoid  delusions,  with  or  without  associated  hostility,  may  be 
ggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
jphenazine,  concurrently. 
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When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100,  1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
Circular.  Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


when  the  diagnosis  is  depression 

ELAYI LHCI 

(AMITRIPTYLINE  HCI  I MSD) 

MSD  MERCK  SHARP  & DOHME 


HLis  makeup  is  unique  by  tradition. 

His  ulcer  treatment  is  unique 
by  tradition,  too. 


'n  the  world  of 
mtertainment,  a clown’s 
nakeup  remains  the 
jxclusive  property  of  its 
originator.  Time  has 
;stablished  that  tradition, 
tn  the  treatment  of  ulcers 
md  other  gastrointestinal 
oomplaints,  time  has 
established  Pro-Banthlne 
is  a tradition  too. 


Few  drugs  can  boast  a 
longer  successful  run. 
Introduced  17  years  ago, 
this  drug  is  a veteran 
gastrointestinal  performer. 

Pro-Banthine  stars  in  the 
treatment  of  peptic  ulcer, 
functional  gastrointestinal 
disturbances,  ulcerative 
colitis,  hypertrophic  gastritis, 
pylorospasm,  acute  and 
chronic  pancreatitis, 
diverticulitis,  biliary 
dyskinesia,  hyperhidrosis, 
ileostomies,  and  colonic, 


ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . . remember  Pro-Banthine. 
Tradition  does. 
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Pro-Banthine 

(propantheline  bromide) 

the  traditional  ulcer  treatment 


Pro-BanthTne  15  mg. 

propantheline  bromide 
with 

Dartal  5 mg. 
thiopropazate 
dihydrochloride 


Pro-Banthine  15  mg. 

propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning: 

may  be  habit  forming 


Pro-BanthTne  P.fl.  30  mg. 
propantheline  bromide 
in  time-release  form 


Pro-BanthTne  7'/i  mg. 
propantheline  bromide 
Half  Strength 
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PrcvBanthme 

(propantheline  bromide) 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydri- 
asis, hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  is  supplied  as  tablets 
of  15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type  vials 
of  30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and  may 
be  up  to  30  mg.  or  more  every  six  hours,  intra- 
muscularly or  intravenously. 
Pro-Banthine®  15  mg. 

( propantheline  bromide ) 
with 

Dartal®  5 mg. 

(thiopropazate  dihydrochloride  ) 

Indications:  Peptic  ulcer,  spastic  constipation, 
nonspecific  gastritis,  functional  gastrointesti- 
nal disorders,  pylorospasm,  hyperhidrosis, 
irritable  bowel  syndrome,  mucous  or  ulcerative 
colitis,  functional  diarrhea. 

Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Warnings:  Pro-Banthine  with  Dartal  should 
not  be  administered  to  patients  who  are  under 
the  influence  of  barbiturates,  alcohol  or  nar- 
cotics. The  drug  should  be  administered 
cautiously  to  epileptic  patients  or  those  in 
depressed  states,  patients  with  liver  disease 
and  to  pregnant  women.  Hypersensitivity  to 
Dartal  may  occur  rarely  in  patients  with 
known  sensitivity  to  similar  drugs. 

Side  Effects:  Dryness  of  the  mouth,  mydria- 
sis, hesitancy  of  urination;  lesfc  commonly 
extrapyramidal  (restlessness,  dystonia  and 
signs  of  pseudoparkinsonism  such  as  muscular 
rigidity,  fixed  facies,  tremor,  ataxia,  festinant 
gait  and  drooling),  parasympatholytic 
(blurred  vision,  xerostomia,  hypotension,  na- 
sal congestion  and  constipation)  and  curare- 
like  (loss  of  control  of  voluntary  muscles, 
particularly  the  muscles  of  respiration)  reac- 
tions. Rarely,  leukopenia  or  allergic  purpura. 
A generalized  erythematous  skin  reaction  may 
occur.  Side  effects  characteristic  of  pheno- 
thiazines  such  as  grand  mal  convulsions,  altered 
cerebrospinal  proteins,  cerebral  edema,  poten- 
tiation of  the  effects  of  atropine,  heat  or  phos- 
phorus insecticides,  autonomic  reactions, 
endocrine  disturbances,  reversed  epinephrine 
effect,  hyperpyrexia  or  pigmentary  retinopa- 
thy may  theoretically  occur  but  have  not  been 
reported  with  Dartal.  Severe  hypotension  fol- 
lowing recommended  doses  occurs  more 
commonly  in  patients  who  are  also  afflicted 
by  other  medical  disorders  such  as  mitral 
insufficiency  or  pheochromocytoma,  and  par- 
ticular attention  should  be  paid  to  such  a 
possibility  although  this  has  not  been  observed 
with  Dartal. 

Adult  Dosage:  One  tablet  three  times  a day. 

Pro-Banthine®  15  mg. 

(propantheline  bromide) 
with 

Phenobarbital  15  mg. 

Warning:  May  be  habit-forming. 

For  Indications,  Contraindications,  Precau- 
tions, Side  Effects  and  Dosage  see  Pro-Ban- 
thine. In  addition,  phenobarbital  should  be 
administered  with  caution  to  patients  with 
liver  disease,  mental  disturbances  or  a signifi- 
cant degree  of  hypoxia. 

Pro-Banthine  P.  A.® 

prolonged  acting  brand  of  propantheline  bromide 
For  Indications,  Contraindications,  Precau- 
tions and  Side  Effects  see  Pro-Banthine. 
Dosage  Form:  Capsule-shaped,  compression- 
coated,  peach  tablets  of  30  mg.  for  oral  use. 
Dosage:  The  recommended  initial  dosage  is 
one  tablet  in  the  morning  and  one  at  night. 
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SEARLE 


Not  too  little,  not  too  much, 
but  just  right! 


“Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml  teaspoonful) 

Additional  information  available  

to  the  profession  on  request  O?.. 

Eli  Lilly  and  Company  oiuxy 
Indianapolis,  Indiana  46206  __)  ,00204 
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Guest  Editorial 


Medical  Assistants  Week 

IMPORTANT,  indispensable  member  of  the  medical  team  is  the 
Medical  Assistant.  These  women  are  the  mainstays  of  our  office. 
They  answer  the  telephone,  prepare  our  schedules,  type  records,  com- 
plete insurance  forms,  keep  the  coffee  pot  hot  and  provide  the  all  im- 
portant liaison  between  doctor  and  patient.  Their  integrity,  intelligence, 
and  devotion  to  duty  make  our  tasks  much  lighter.  Through  their  na- 
tional association,  supported  by  and  cooperating  with  the  American 
Medical  Association,  a continuing  program  of  education  and  self-im- 
provement is  bringing  to  our  offices  a higher  caliber  of  service. 

In  October  195  6 a small  group  of  women  met  in  Milwaukee  and 
adopted  a Constitution  and  bylaws.  One  year  later  the  first  annual 
meeting  was  held  in  San  Francisco.  In  November  19  5 6 the  House  of 
Delegates  of  the  American  Medical  Association  passed  a resolution  com- 
mending the  objectives  of  the  American  Association  of  Medical  As- 
sistants. This  is  the  only  medical  assistants  organization  to  have  received 
this  unique  honor.  The  organization  seeks  to  promote  educational 
courses,  in-service  training  programs,  workshops  and  seminars  to  help 
the  medical  assistant  become  more  proficient  in  helping  her  doctor. 

Here  in  Virginia  we  have  more  than  150  women  participating  in  nine 
chapters  of  the  Virginia  Association  of  Medical  Assistants.  Local  and 
regional  programs  are  conducted  throughout  the  year.  These  programs 


are  designed  to  bring  to  the  medical  assistants  new  information  and 
provide  her  with  methods  of  better  utilization  of  her  present  activities. 

On  the  eighth  and  ninth  of  May,  The  Old  Dominion  Chapter  of  the 
American  Association  of  Medical  Assistants  will  be  host  to  the  Annual 
State  Convention.  A broad  educational  and  entertaining  program  will 
be  presented  at  the  John  Marshall  Hotel  in  Richmond.  "The  Three  R’s 
— Research,  Relations  and  Responsibility”  is  the  theme  of  this  year’s 
program. 

Your  medical  assistant  is  invited  to  this  meeting,  whether  or  not  she 
is  a member  of  the  Association.  We  hope  that  more  women  with  the 
assistance  of  their  doctors  will  avail  themselves  of  the  opportunities 
afforded  by  this  organization.  We  hope  the  physicians  of  the  Old  Do- 
minion will  help  their  Medical  Assistants  learn  more  of  this  organization 
and  encourage  them  to  attend  the  State  meeting  this  year  in  Richmond. 
In  doing  so,  we  believe  that  we  can  bring  better  service  to  our  patients 
and  ourselves. 

The  week  of  May  2-8,  1971,  will  be  declared  Medical  Assistants  Week 
by  Governor  Holton.  Let  us  all  take  time  out  to  give  a special  "Thank 
you”  to  these  women  who  give  so  much  of  themselves  to  make  our  jobs 
easier  and  more  enjoyable. 

Robert  P.  Singer,  M.D. 

Advisor,  American  Association  of  Medical 

Assistants,  Commonwealth  of  Virginia 
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The  Present  Status  of  Open  Heart  Surgery  for 
Infants  and  Children 


STANTON  P.  NOLAN,  M.D. 
ROBERT  E.  RAWITSCHER,  M.D. 
Charlottesville,  Virginia 


Open  heart  procedures  on  the 
small  child  remain  a surgical  chal- 
lenge. Refined  techniques  and  a 
better  understanding  of  perfusion 
requirements  have  improved  the 
performance  of  cardiopulmonary 
bypass  and  significantly  reduced 
the  immediate  operative  mortal- 
ity. 

TAURING  THE  PAST  DECADE  open 
heart  surgery  for  the  young  child  and 
infant  has  been  associated  with  a high  intra- 
and  post-operative  mortality.  Because  of 
the  high  risk,  several  ingenious  palliative 
operations  have  been  devised  in  order  to 
avoid  the  immediate  necessity  of  cardiopul- 
monary bypass.  Unfortunately  these  pro- 
cedures involve  a significant  mortality  in 
themselves  and  superimpose  an  additional 
cardiovascular  defect  that  must  be  cor- 
rected at  the  time  of  the  definitive  opera- 
tion. Moreover,  in  certain  congenital  cardio- 
vascular anomalies  such  as  total  anomalous 
pulmonary  venous  return  and  congenital 
aortic  stenosis,  the  only  chance  of  salvage 


From  the  Department  of  Surgery,  University  of 
Virginia  Medical  Center. 

Dr.  Nolan  is  an  Established  Investigator  of  the 
American  Heart  Association. 

This  investigation  was  supported  in  part  by  U.S. 
Public  Health  Service  Grant  HE-0203  8. 


lies  in  the  direct  approach  using  cardiopul- 
monary bypass. 

The  ideal  solution  for  all  defects,  regard- 
less of  age  or  weight,  would  be  immediate 
total  correction.  However,  before  assum- 
ing this  approach  it  is  necessary  to  define 
the  risk  of  open  heart  operations  and  to 
determine  which  factors  influence  the  re- 
sults, thus  allowing  the  physician  to  predict 
the  risks  for  any  particular  patient  and  as- 
certain the  deficiencies  in  technique  and  care 
that  require  improvement. 

During  the  past  24  months  at  the  Uni- 
versity of  Virginia  Hospital,  60  open  heart 
operations  on  children  under  the  age  of  14 
years  have  been  performed.  The  results  of 
these  operations  were  analyzed  in  order  to 
determine  those  factors  which  influence  the 
risk  and  to  define  those  areas  that  require 
further  study  and  development. 

Methods 

All  patients  underwent  cardiac  catheteri- 
zation prior  to  operation.  This  confirmed  the 
diagnosis  and  was  of  great  importance  in 
defining  the  detailed  anatomy.  In  the  oper- 
ating room,  the  electrocardiogram,  central 
venous  pressure,  radial  artery  pressure,  and 
rectal  temperature  were  monitored.  Car- 
diopulmonary bypass  was  performed  by 
placing  cannulae  in  the  venae  cavae  for 
drainage  of  all  blood  returning  to  the  heart 
and  by  inserting  a small  cannula  into  the 
ascending  aorta  for  perfusion.  A disposable 
hard  shell  oxygenator  was  primed  with 
fresh  heparinized  blood  and  lactated  Ring- 
er’s solution  in  a proportion  that  would 
lower  the  patient’s  hematocrit  to  32  per- 


Volume  98,  April,  1971 


187 


cent.  The  perfusion  rates  were  calculated 
on  the  basis  of  body  weight  and  varied  from 
17 5 ml/ kg  for  small  infants  to  80  ml/kg 
for  children  over  25  kg  in  weight.  Car- 
diopulmonary bypass  was  performed  at 
37°  C and  the  length  of  bypass  varied 
from  12  minutes  to  105  minutes  de- 
pending on  the  complexity  of  the  intra- 
cardiac procedure.  The  operative  procedure 
generally  followed  standard  techniques; 
however,  the  instruments  were  scaled  to  the 
size  of  the  patient.  In  the  postoperative 
period  the  aforementioned  monitoring  was 
continued  with  the  addition  of  a left  atrial 
cannula  for  the  measurement  of  left  atrial 
pressure.  An  endotracheal  tube  was  left 
in  place  until  the  tidal  volume  and  arterial 
pOj  and  pCC>.  indicated  adequate  pulmo- 
nary function.  A volume  respirator  was 
used  only  if  there  was  evidence  of  inadequate 
spontaneous  ventilation. 

Material 

Sixty  patients  ranging  in  age  from  18 
days  to  14  years  underwent  open  heart  sur- 
gery during  a 24  month  period.  The  body 
weight  for  the  group  ranged  from  3.1  to 
27  kg.  Twenty  patients  were  felt  to  have 
life  threatening  cardiac  anomalies  requiring 
emergency  operation.  In  forty  patients  the 
operations  were  performed  on  an  elective 
basis.  In  21  patients  there  were  associated 
cardiovascular  defects  that  required  opera- 
tive correction  in  addition  to  the  primary 
defect  (Fig.  1).  Seven  patients  had  under- 

Associated  Cardiovascular  Lesions 


Atrial  Septal  Defect 3 

Ventricular  Septal  Defect . 2 

Patent  Ductus  Arteriosus 

Partial  Anomolous  Pulmonary  Venous  Return  _ 2 

Aortic  Stenosis  1 

Coarctation  of  Aorta 1 

Tricuspid  Insufficiency 2 

Pulmonary  Artery  Band 2 

Systemic  to  Pulmonary  Shunt  4 

Total 21 


gone  previous  palliative  operations.  Twenty 
patients  were  in  cardiac  failure.  In  twelve 
patients  the  hematocrit  was  greater  than  5 0 
percent,  and  in  six  patients  the  pulmonary 
artery  pressure  was  greater  than  60  mm  Fig. 

Results  and  Discussion 

Nine  deaths  occurred  in  the  total  series. 
From  the  group  of  40  children  who  under- 
went elective  open  heart  operations  there 
was  one  death,  which  was  due  to  undetected 
postoperative  bleeding.  The  remainder  of 
the  deaths  occurred  in  children  undergoing 
urgent  or  emergent  operations.  There  was 
one  operative  death  in  this  group;  a six-year- 
old  child  with  mitral  regurgitation  and  a 
single  ventricle  underwent  septal  replace- 
ment and  insertion  of  a mitral  prosthesis. 
Due  to  intractable  heart  failure,  his  heart 
was  incapable  of  generating  an  adequate 
cardiac  output. 

The  mortality  rate  was  analyzed  in  rela- 
tion to  body  weight  (Fig.  2) . Eleven  of  the 
patients  weighed  less  than  12  kg,  and  five  of 


MORTALITY  RELATED  TO  WEIGHT  OF  60 
OPEN  CARDIAC  PROCEDURES  IN  CHILDREN 


Fig.  1.  Associated  cardiovascular  lesions  were  present  in 
21  of  the  60  patients  18  days  to  14  years  old  undergo- 
ing open  heart  surgery.  Naturally  occurring  or  iatro- 
genic systemic  to  pulmonary  shunts  were  the  most  fre- 
quent, accounting  for  eight  of  the  21  lesions. 


WEIGHT  IN  KILO  OF  PATIENTS 

Fig.  2.  Relationship  of  weight  to  mortality.  There  were  no 
operative  or  late  deaths  in  the  0-12  kg  group.  The  prin- 
cipal cause  of  death  was  pulmonary  insufficiency. 
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these  died  after  surgery.  Nineteen  patients 
weighed  12  to  24  kg,  and  there  was  one  death 
in  this  group — the  single  operative  death 
previously  mentioned.  Thirty  patients 
weighed  greater  than  24  kg.  In  this  group 
there  was  one  early  death  and  two  late  deaths 
or  a mortality  rate  of  10  percent. 

The  preoperative  status  of  the  patients 
was  analyzed  in  terms  of  the  outcome  of 
surgery.  Figure  3 is  a composite  bar  graph 


MORTALITY  RELATED  TO  PRE-OPERATIVE  STATUS 


PRE-OPERATIVE  STATUS  RELATED  TO  MORTALITY 


Fig.  3.  The  upper  portion  of  the  graph  presents  the  per- 
cent of  the  total  deaths  associated  with  a pre-existing 
condition.  In  the  lower  portion  the  mortality  of  all 
patients  with  the  same  preoperative  condition  is  shown, 
i.e.,  89  percent  of  the  total  deaths  had  preoperative  fail- 
ure and  +0  percent  of  the  patients  with  preoperative  fail- 
ure died;  55  percent  of  the  deaths  occurred  in  children 
weighing  under  12  kg  and  +5  percent  of  the  children 
weighing  under  12  kg  expired.  (R.  H.  D.,  rheumatic- 
heart  disease.) 


showing  these  relationships.  The  upper  part 
of  the  graph  represents  the  percentage  of 
all  deaths  associated  with  various  pre-exist- 
ing conditions.  The  lower  part  gives  the  risk 
of  operation  for  patients  who  have  these 
conditions.  Thus  89  percent  of  the  deaths 
occurred  in  patients  with  preoperative  heart 
failure,  while  40  percent  of  the  patients 
with  heart  failure  died  after  operation.  Of 
the  patients  dying,  44  percent  were  cyanotic, 
22  percent  had  pulmonary  artery  hyperten- 
sion, and  44  percent  had  associated  cardio- 
vascular lesions  which  required  correction. 

The  mortality  rate  is  related  to  the  pri- 
mary lesion  in  Fig.  4.  Thirteen  patients 
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underwent  closure  of  an  atrial  septal  defect. 
The  one  death  occurred  in  a patient  weigh- 
ing 3.6  kg  who  was  found  at  operation  to 
have  a single  atrium  which  required  prosthe- 


MORTALITY  RELATED  TO  LESION 


Fig.  4.  Relationship  of  mortality  to  lesions.  Two  lesions — 
mitral  valvular  disease  and  anomalous  pulmonary  ve- 
nous return — which  constituted  13  percent  of  the  total 
accounted  for  55  percent  of  the  mortality.  (ASD,  atrial 
septal  defect;  ECD,  endocardial  cushion  defect;  VSD, 
ventricular  septal  defect;  AI,  aortic  insufficiency;  AS, 
aortic  stenosis;  PS,  pulmonic  stenosis;  APVR,  anomalous 
pulmonary  venous  return;  MI,  mitral  insufficiency;  MS, 
mitral  stenosis.) 

tic  reconstruction  of  the  septum.  Endo- 
cardial cushion  defect  occurred  in  six  pa- 
tients. The  one  death  was  a 4.1  kg  infant 
with  associated  valvular  aortic  stenosis  and 
a patent  ductus  arteriosus  which  were  cor- 
rected concomitantly.  There  were  no  deaths 
among  those  patients  with  primary  ven- 
tricular septal  defects,  tetralogy  of  Fallot, 
or  aortic  valve  lesions.  Of  nine  patients 
with  pulmonic  stenosis,  one  died.  This  pa- 
tient had  severe  infundibular  stenosis  which 
required  resection  and  reconstruction  of  the 
right  ventricular  outflow  tract.  Death  re- 
sulted from  undetected  postoperative  bleed- 
ing. Five  patients  underwent  correction  of 
anomalous  pulmonary  venous  return,  with 
two  deaths  occurring  in  children  weighing 
less  than  5.0  kg.  Three  patients  underwent 
mitral  valve  replacement  for  primary  mitral 
valve  disease.  The  one  operative  death  was 
due  to  intractable  failure  in  a patient  with 
single  ventricle.  One  patient  died  40  days 
postoperatively  from  thrombosis  of  the 
prosthesis.  The  third  patient  underwent 
operation  in  the  presence  of  active  rheu- 
matic myocarditis.  The  prosthesis  func- 
tioned well,  but  the  patient  succumbed  90 
days  later  from  progressive  myocarditis.  The 
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one  death  in  the  miscellaneous  category  was 
a patient  with  pulmonic  atresia.  The  right 
ventricular  outflow  tract  was  reconstructed, 
but  the  patient  expired  18  hours  later  from 
right  ventricular  failure.  At  autopsy  a 
hypoplastic  right  ventricle  was  found,  which 
was  of  inadequate  volume  to  maintain 
cardiac  output. 

The  clinical  courses  were  reviewed  to  de- 
termine the  causes  of  death.  Figure  5 shows 

Causes  of  Death 

0-12 
Kilo 

Pulmonary  Insufficiency  — 4 4 

Myocardial  Failure 3 1 

Bleeding 1 0 

Operative  Death  1 0 

Total 9 

Fig.  5.  Cause  of  death  related  to  weight  range. 

the  causes  of  death  and  the  weight  ranges 
in  which  death  occurred.  The  one  operative 
death  and  the  death  due  to  undetected 
bleeding  have  previously  been  described.  A 
post  mortem  examination  was  performed  in 
eight  of  the  nine  deaths  and  the  information 
obtained  was  correlated  with  the  clinical 
course  regarding  type  of  lesion  and  cause 
of  death.  The  three  deaths  from  myocardial 
failure  include  the  patient  with  pulmonic 
atresia  and  a hypoplastic  right  ventricle  and 
the  two  late  deaths  after  mitral  valve 
replacement. 

The  four  deaths  due  to  pulmonary  insuf- 
ficiency in  patients  weighing  less  than  12.0 
kg  require  further  examination.  Two  deaths 
in  patients  weighing  3.6  and  4.1  kg  which 
occurred  early  in  the  series  employed  per- 
fusion rates  that  were  less  than  50  ml/kg. 
Both  patients  expired  within  24  hours  of  the 
operation  and  at  autopsy  demonstrated  the 
findings  of  the  "post-perfusion  syndrome”. 
There  was  diffuse,  bilateral  pulmonary  inter- 
stitial edema  and  hemorrhage  indicating 
inadequate  perfusion  during  cardiopulmo- 
nary bypass.  Another  patient  weighing  3.1 
kg  underwent  total  correction  of  a supra- 
cardiac  total  anomalous  pulmonary  venous 
return.  During  the  operation,  the  left  pul- 
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monary  veins  were  occluded  for  20  minutes 
resulting  in  diffuse  hemorrhage  into  the  left 
lung.  The  fourth  infant  developed  an  over- 
whelming enterococcal  pneumonia  and  ex- 
pired 12  days  postoperatively. 


There  are  presently  5 1 survivors  with  an 
average  follow-up  of  1 1 months.  The  usual 
postoperative  course  for  those  surviving  was 
as  follows:  two  and  one  half  days  in  the 
Intensive  Care  Unit,  discharge  from  the  hos- 
pital 12  days  postoperatively,  and  return  to 
school  or  full  activity  in  two  months. 

The  operative  results  are  shown  in  Fig.  6. 


OPERATIVE  RESULTS 


Fig.  6.  Analysis  of  operative  results.  Eighty  percent  of 
the  surviving  patients  returned  to  normal  activity  and 
required  no  further  medications  (excellent)  ; 20  percent 
remained  on  digitalis  and  of  this  group  one-half  had 
some  limitation  of  activity  (good).  (TAPVR,  total 
anomalous  pulmonary  venous  return;  ECD,  endocardial 
cushion  defect;  ASD,  atrial  septal  defect;  AS,  aortic 
stenosis;  Pul.  atresia,  pulmonary  atresia;  MS,  mitral 
stenosis;  MI,  mitral  insufficiency;  PS,  pulmonic  steno- 
sis.) 

Eighty  percent  of  the  surviving  patients 
have  returned  to  normal  activity  and  re- 
quire no  medications.  These  are  shown  as 
excellent  results.  Twenty  percent  are  still 
taking  digitalis,  and  one-half  of  these  pa- 
tients require  some  limitation  in  activity. 
However,  all  patients  have  shown  improve- 
ment over  their  preoperative  status. 

For  those  patients  weighing  more  than 
12.0  kg  and  in  whom  there  was  no  pre- 
existing myocardial  disease,  the  risk  of  open 
heart  surgery  was  two  percent.  For  the 
patient  weighing  less  than  12.0  kg  the  mor- 
tality rate  has  been  45  percent.  Operative 
treatment  for  those  in  the  lower  weight 
range  has  been  reserved  for  patients  in  fail- 
ure who  would  not  survive  without  surgical 
intervention. 
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Summary 

Sixty  patients,  18  days  to  14  years  of  age, 
undergoing  cardiac  surgery  during  a 24 
month  period  were  analyzed.  Twelve  pri- 
mary cardiovascular  lesions  were  encoun- 
tered. The  overall  mortality  was  15  per- 
cent, with  children  weighing  under  12  kg 
who  required  emergency  surgery  because 
of  regressive  refractory  failure  accounting 
for  five  of  nine  deaths.  In  patients  over  12 
kg,  mitral  valvular  disease  accounted  for 
three  deaths  and  undetected  postoperative 
bleeding  resulted  in  one  death.  Pulmonary 
insufficientcy  was  the  most  frequent  cause 
of  death  and  occurred  in  four  of  the  five 
deaths  in  patients  under  12  kilograms.  There 
were  51  survivors,  and  of  those  80  percent 
had  an  excellent  result  and  20  percent  were 
improved. 

Open  heart  procedures  on  the  small  child 
remain  a surgical  challenge.  Refined  tech- 


niques and  a better  understanding  of  per- 
fusion requirements  have  improved  the  per- 
formance of  cardiopulmonary  bypass  and 
significantly  reduced  the  immediate  opera- 
tive mortality.  A major  requirement  is  the 
necessity  for  meticulous  postoperative  care 
in  these  extremely  ill  patients.  The  main- 
tenance of  adequate  pulmonary  toilet  and 
the  aseptic  handling  of  the  airway  are  of 
prime  importance. 

Our  experience  indicates  that  the  risk  of 
open  heart  surgery  is  minimal  for  children 
over  12  kg  in  weight  and  in  whom  there  is 
no  associated  myocardial  damage.  For  the 
smaller  child  the  risk  is  acceptable  if  this 
is  the  only  mode  of  therapy  available.  As 
the  techniques  for  postoperative  monitoring 
and  care  improve  this  risk  will  decrease. 
We  believe  that  within  the  next  few  years  it 
will  be  possible  to  perform  elective  open 
heart  operations  in  any  infant  with  a cor- 
rectable cardiac  defect. 


Let’s  Reminisce! 

Physicians  May  Ride  on  Freight  T rains  in  Ohio. 

A recently  enacted  law  in  Ohio  says:  "Physicians  in  the  discharge 
of  professional  duties  may  be  permitted  to  ride,  at  their  own  risk,  upon 
freight  trains  between  stations  where  such  trains  stop,  paying  therefor 
the  regular  passenger  fare.”  Such  a law  would  be  useful  in  every  State, 
as  physicians  often  lose  much  valuable  time  waiting  for  a passenger  train 
when  a freight  train  could  be  just  as  well  utilized.  (Virginia  Medical 
Monthly,  July  1891 ) 
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Of  Cancer  Peculiar  to  Women” 


During  the  past  40  years  there  has 
been  a 50 % reduction  in  the 
death  rate  from  cancer  of  the 
uterus  but  no  material  change  in 
the  death  rate  from  cancer  of  the 
breast. 

TT  MAY  BE  AN  ANACHRONISM  in 

this  day  of  the  "Women’s  Lib”  movement 
to  suggest  that  there  is  anything  peculiar 
to  women  as  opposed  to  men,  but,  in  fact, 
we  know  that  there  are  fundamental  dif- 
ferences. 

With  reference  to  cancer  some  of  these 
differences  are  advantageous  to  women,  for 
some  of  the  common  cancers  peculiar  to 
them  are  unusually  accessible  for  diagnosis 
and  treatment. 

It  is  true  that  men  can  have  cancer  of 
the  breast,  but  this  is  a rare  occasion,  and 
cancer  of  the  uterus  in  men  has  not,  to  my 
knowledge,  been  reported. 

Statistics 

The  two  most  common  cancers  in  wom- 
en are  of  the  breast  and  the  uterus,  the 
former  representing  24%  and  the  latter 
14%  of  all  cancer  in  women. 

It  is  estimated  that  in  the  United  States 
as  a whole  there  will  be,  in  1970,  69,000 
new  cases  of  cancer  of  the  breast,  and  of 
these  1,200  will  occur  in  Virginia.  There 

Presented  at  annual  board  meeting  of  Virginia 
Beach  Unit,  American  Cancer  Society,  September 
1970. 


RANDOLPH  H.  HOGE,  M.D. 
Richmond,  Virginia 

will  be  42,000  new  cases  of  cancer  of  the 
uterus,  and  of  these  950  will  be  in  Virginia. 

The  estimated  number  of  deaths  in  the 
United  States  in  1970  from  cancer  of  the 
breast  is  30,100  and  from  cancer  of  the 
uterus  12,900. 

A report  from  New  York  State  shows 
an  increased  incidence  of  cancer  of  the 
cervix  since  1945 ; but  this  increase  has  been 
due  to  an  increase  in  diagnosis  of  the  earliest 
forms,  that  is,  the  in-situ  or  noninvasive 
form,  whereas  the  incidence  of  invasive 
forms  has  decreased . Along  with  these 
changes,  there  has  been  a decrease  in  the 
number  of  deaths  from  cancer  of  the 
cervix. 

Unfortunately  there  has  not  been  a sim- 
ilar decrease  in  the  mortality  from  cancer 
of  the  breast.  Thus,  it  will  be  seen  that  the 
death  rate  from  cancer  of  the  uterus  has 
dropped  steadily  from  about  27  or  28  per 
100,000  women  in  1930  to  approximately 
12  per  100,000  women  in  1967,  a drop  of 
more  than  50%;  whereas  the  death  rate 
from  cancer  of  the  breast  has  not  changed 
materially. 

We  will  discuss  this  later. 

Cancer  of  the  Uterus 

Improved  treatment  has  resulted  in  some 
reduction  in  the  mortality  of  cancer  of  the 
uterus.  However,  even  more  important  has 
been  the  earlier  diagnosis  of  this  condition 
as  noted  above.  The  American  Cancer  So- 
ciety plays  an  important  role  in  educating 
women,  and  their  doctors,  in  the  importance 
of  frequent  and  adequate  examinations.  This 
education  has  been  done  through  such  things 
as  the  motion  picture  "Time  and  Two 
Women”,  and  through  lectures,  and  by  oth- 
er means.  These  actions  have  in  no  small 


192 


Virginia  Medical  Monthly 


measure  led  to  earlier  diagnosis.  Of  out- 
standing importance  in  earlier  diagnosis  has 
been  the  Pap  smear.  It  may  be  of  interest 
at  this  point  to  give  a little  biography  of 
that  remarkable  man,  benefactor  of  wom- 
ankind, Dr.  Papanicolaou,  who  developed 
this  important  diagnostic  procedure. 

Dr.  Papanicolaou 

Dr.  Pap,  as  he  was  to  become  affection- 
ately known  later,  was  born  in  Greece  on 
May  13,  1883.  He  received  his  medical 
degree  from  the  University  of  Athens  in 
1904  and  his  Ph.D.  from  the  University  of 
Munich  six  years  later.  He  came  to  the 
United  States  in  1913  to  become  assistant 
in  the  Department  of  Pathology  at  the  New 
York  Hospital,  and  an  assistant  in  anatomy 
at  Cornell  University  Medical  College.  His 
interest  was  in  the  physiology  of  reproduc- 
tion and,  most  pertinently  for  our  discus- 
sion, Exfoliative  Cytology.  The  latter  refers 
to  the  study  of  cells  which  have  been  shed 
from  organ  surfaces.  At  first,  Dr.  Papani- 
colaou did  microscopic  examination  of  vag- 
inal fluid  from  guinea  pigs.  He  wrote, 
"There  were  moments  of  real  excitement 
when  the  examination  of  the  first  slides  re- 
vealed an  impressive  wealth  of  diverse  cell 
forms,  and  a sequence  of  distinctive  cyto- 
logic patterns.”  He  later  extended  these 
studies  to  women,  and  after  several  years 
made  his  first  observation  of  cancer  cells  in 
a smear  from  the  neck  of  a woman’s  womb. 
He  stated  that  was  "one  of  the  most  thrill- 
ing experiences  of  my  scientific  career.” 

He  married  his  childhood  friend,  who 
became  a loyal  wife  and  companion,  and 
served  "also  variously  as  secretary,  nurse- 
assistant,  lab  technician,  and  even  chauf- 
feur— the  one  woman  who  helped  most  in 
her  husband’s  lifetime  quest  to  help  all  wom- 
en avoid  a once  widespread  and  deadly  dis- 
ease that  is  now  almost  entirely  preventable 
or  curable.” 

In  later  life,  after  retiring  from  Cornell 
University,  he  moved  to  Florida,  and  there 


the  life  of  this  great  contributor  to  medi- 
cine came  to  an  end. 

Breast 

It  is  seen  that  there  has  not  been  the  suc- 
cess in  reducing  the  mortality  of  cancer  of 
the  breast,  such  as  has  been  true  in  the  case 
of  cancer  of  the  cervix.  Because  the  extent 
of  the  disease  is  so  important  in  the  prog- 
nosis, we  must  continue  to  make  the  diag- 
nosis of  breast  cancer  as  early  as  possible. 
One  thing  that  can  be  done  in  connection 
with  this  is  to  educate  women  to  visit  the 
doctor  routinely  every  six  months  and  do 
self  examinations  in  the  intervals. 

When  the  diagnosis  of  cancer  of  the  breast 
is  made,  and  the  patient  has  been  operated 
upon,  there  are  things  that  can  be  done  to 
give  her  encouragement  and  support.  In 
this  connection,  the  "Reach  to  Recovery” 
program  is  very  important.  This  is  a pro- 
gram of  the  American  Cancer  Society  de- 
signed to  help  these  people  emotionally, 
physically,  and  cosmetically. 

Upon  authorization  of  the  attending  doc- 
tor, a volunteer  visits  the  patient  in  the 
hospital  and  gives  her  a kit  which  includes 
a booklet,  a ball,  a rope,  and  a temporary 
prosthesis.  The  volunteer  demonstrates  and 
explains  exercises,  gives  suggestions  for  bra 
comfort,  explains  the  various  breast  forms, 
makes  suggestions  regarding  clothing,  and, 
where  indicated,  discusses  other  personal 
problems. 

In  addition,  the  volunteer  leaves  her 
phone  number  with  the  understanding  that, 
if  the  need  arises,  help  is  available.  Further- 
more, when  the  doctor  states  that  the  pa- 
tient is  ready  to  be  fitted  for  a prosthesis, 
the  patient  may  visit  the  American  Cancer 
Society  office,  or  some  other  place  conven- 
ient to  the  patient  and  the  volunteer.  Here 
information  given  in  the  hospital  is  reviewed 
and  clothing  (for  example  bathing  suits, 
which  may  of  special  interest  to  Virginia 
Beachers)  is  discussed. 

Mrs.  Terese  Fasser  is  responsible  for 
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originating  and  promoting  the  Reach  to 
Recovery  Program,  and  I can  attest  to  its 
great  value  through  personal  experience 
with  my  patients. 

Lymphedema  Rehabilitation  Project 

In  the  Reach  to  Recovery  Program,  the 
patient  is  also  given  a sheet  of  instructions 
with  reference  to  care  of  the  arm,  in  an 
effort  to  prevent  or  minimize  swelling  which 
sometimes  occurs  following  surgery.  This 
swelling  is  due  to  an  accumulation  of  fluid, 
known  as  lymph,  in  the  tissues.  The  sheet 
tells  of  the  importance  of  avoiding  injuries 
and  infections  which  might  lead  to,  or  ag- 
gravate, such  swelling,  and  also  advises  the 
patient  that  a doctor  be  seen  if  such  an 
injury  or  infection  occurs. 

This  brings  us  to  another  form  of  rehabil- 
itation for  the  surgically  treated  patient.  It 
is  a pilot  project  now  underway,  to  a limited 
extent,  in  Richmond. 

This  project  has  been  made  possible  by 
monies  from  the  Gertrude  H.  Carter  Me- 
morial Fund.  It  is  aimed  at  combating 
swelling.  Treatment  is  given  at  a physical 


therapy  clinic  with  the  use  of  pneumatic 
pressure  machines.  The  service  is  free,  but 
it  is  available  only  locally  and  to  a maximum 
of  only  four  patients  at  a time,  and  for  a 
limited  period  of  time.  I would  say  that 
this  project  and  the  treatment  itself  are  still 
under  evaluation. 

Conclusion 

And  so  progress  has  been  made  in  early 
diagnosis  of  cancer  of  the  uterus,  with 
marked  reduction  in  its  mortality,  and 
progress  in  better  management  of  patients 
with  cancer  of  the  breast.  With  the  aid  of 
such  groups  as  yours  progress  will  continue. 
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“What  They  Say  About  Chiropractic”. 


The  demand  for  this  booklet  has  resulted 
in  a reprinting,  with  copies  being  made 
available  at  bulk  rates  of  4 cents  each  for 
orders  of  less  than  100  and  2 cents  each  for 
100  or  more.  Bulk  orders  should  be  addressed 
to  the  AMA’s  Order  Department,  5 3 5 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 

The  booklet  was  originally  printed  by  the 


AMA’s  Department  of  Investigation  last 
November  and  quantities  were  distributed 
to  medical  societies,  but  the  initial  supply 
was  quickly  exhausted  when  physicians 
began  to  request  copies  for  their  reception 
rooms  and  for  inclusion  with  their  state- 
ments by  national  groups,  both  medical  and 
nonmedical,  which  have  investigated  chiro- 
practic and  reported  its  scientific  invalidity 
and  deficiencies  in  education  and  practice. 
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Pre- Auricular  Cysts  and  Sinuses 

STANLEY  M.  HIRSCHBERG,  M.D. 
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Congenital  pre-auricular  cysts 
must  not  be  confused  with  less 
complicated  inflammatory  proc- 
esses in  front  of  the  ear  since  com- 
plete surgical  excision  is  necessary 
to  prevent  recurrence. 


CONGENITAL  PRE-AURICULAR 
SINUS  TRACTS  vary  in  structure 
from  a simple  pinpoint  to  a complex,  multi- 
branched,  and  deep-rooted  structure  which 
may  involve  the  ear  cartilage.  The  simple 
pinpoint  sinus  is  called  "ear  pit”  in  the  Eng- 
lish literature.  It  is  not  properly  a cyst,  but 
a very  narrow  blind  ending  sinus,  lined  by 
squamous  epithelium,  and  sometimes  is  only 
a few  millimeters  in  length.  It  rarely  be- 
comes infected  or  causes  symptoms,  and  no 
treatment  is  needed  if  it  is  not  cosmetically 
disfiguring.  Occasionally  this  is  seen  in  the 
mother  of  a child  with  an  infected  and 
draining  pre-auricular  cyst. 

The  more  complex  type  of  pre-auricular 
cyst  formation  demonstrates  many  branched 
tracts  which  may  extend  deeply  into  the 
pre-auricular  area  and  may  involve  the  car- 
tilage of  the  helix  and  tragus.  The  cyst  may 
act  as  a chronic  focus  of  infection  and 
drainage.  Unless  the  entire  pre-auricular 
cyst  and  sinus  tract  are  excised,  the  lesion 
will  recur. 

Mistaking  a pre-auricular  cyst  for  an 
"ear  cyst”  and  performing  simple  inade- 

From  the  Plastic  Surgery  Department,  Norfolk 
Medical  Center,  Norfolk,  Virginia. 


quate  excision  and  closure  will  result  in 
recurrence  requiring  re-operation  and  lead- 
ing to  further  scarring  in  front  of  the  ear, 
which  may  be  permanently  disfiguring. 

In  this  paper  the  importance  of  the  cor- 
rect diagnosis  and  proper  treatment  is 
stressed,  and  the  basic  embryology,  genetics 
and  pathology  discussed. 

Embryology 

The  external  ear  develops  from  six  small 
nodules  or  hillocks  which  form  around  the 
dorsal  aspect  of  the  first  branchial  cleft.  This 
was  first  described  by  His  in  188  5.  The  three 
hillocks  on  the  dorsal  aspect  of  the  first 
branchial  arch  develop  into  the  tragus  and 
helix,  and  the  three  hillocks  on  the  dorsal 
aspect  of  the  second  branchial  arch  develop 
into  the  antitragus  and  antihelix.  Congeni- 
tal failure  of  fusion  of  these  six  hillocks  leads 
to  the  development  of  a pre-auricular  cyst.1 

(Fig-  1) 


Fig.  1.  Embryological  development  of  the  external  ear 
from  six  hillocks  which  form  around  the  dorsal  aspect 
of  the  first  branchial  cleft.  (Modified  from  His  and 
Arey  as  illustrated  by  Dr.  R.  E.  Gross2) 
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Incidence 


Genetics 

The  familial  occurrence  of  pre-auricular 
cysts  was  first  noted  by  Heusinger  in  1864 
and  has  since  been  observed  by  many  au- 
thors. It  appears  to  be  inherited  as  an  in- 
complete dominant  of  variable  manifesta- 
tion and  without  sex  difference.  As  with 
many  congenital  abnormalities,  it  can  be 
associated  with  other  congenital  defects.  Sir 
Arthur  Keith  in  1909  demonstrated  the  oc- 
currence of  pre-auricular  cysts  with  cleft 
palate,  spina  bifida,  and  imperforate  anus/ 

Pathology 

Microscopic  sections  of  a pre-auricular 
sinus  show  a stratified  squamous  epithelial 
lined  sinus  tract,  with  evidence  of  surround- 


Because  of  genetic  transmission  as  an  in- 
complete dominant,  some  families  may  have 
a fairly  high  rate  of  cyst  occurrence.  There- 
fore, one  physician  may  see  a much  larger 
number  of  pre-auricular  cysts  than  another. 
Schuller1  traced  the  records  of  seventy  per- 
sons from  four  generations  in  a direct  line 
of  descent  and  found  that  twenty-six  of  the 
seventy  had  pre-auricular  cysts  (an  inci- 
dence of  37%).  The  overall  incidence  in 
the  general  population  appears  to  average 
1 % among  8,800  persons.  (Table  1) 

The  incidence  according  to  sex  is  equally 
divided,  and  in  about  one  half  of  the  cases 
the  condition  is  bilateral. ' 


Fig.  2.  Microscopic  section  of  a pre-auricular  sinus  tract,  showing  heavy  inflammatory 
infiltration  and  the  tract  lumen  containing  pus.  Note  the  section  of  ear  cartilage  to 
the  right,  which  needed  to  be  included  for  complete  removal  of  the  sinus  tract. 


ing  acute  and  chronic  inflammation.  There 
may  be  keratin,  desquamated  epithelium,  or 
pus  in  the  sinus  tract  lumen.  Depending  on 
the  acuteness  of  the  infection,  there  may  be 
infiltration  of  polymorphonuclear  leuko- 
cytes with  small  areas  of  abscess  formation 
in  the  dermis,  or  in  a quiescent  case,  scarred 
fibrofatty  connective  tissue  and  cicatricial 
fibrosis.  (Fig.  2) 


Table  I 


Source 

Number  of  Cases 

Group  Size 

Percent 

Urbantschitsch6 

12 

2,000 

0.60 

Onidi7 

48 

3,200 

1.50 

Selkirk8 

34 

3,600 

0.94 

Diagnosis 

The  diagnosis  of  a pre-auricular  cyst 
should  be  considered  in  any  type  of  cellulitis 
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or  abscess  in  the  pre-auricular  area,  especially 
if  it  is  recurrent. 

The  differential  diagnosis  includes: 

1.  Cellulitis 

2.  Abscess 


Fig.  3.  Seven  year  old  Negro  boy  with  recurrent  infections 
and  drainage  in  front  of  ear  since  birth,  with  skin  ex- 
coriation. Note  sinus  tract  opening  on  rim  of  helix. 

3.  Branchial  cleft  cyst 

4.  Sebaceous  cyst 

5.  Epidermal  inclusion  cyst 

6.  Parotid  gland  cyst 


Fig.  +.  Same  case  as  Fig.  3,  after  en-bloc  resection  of 
both  sinus  tract  openings,  also  excising  a small  section 
of  cartilage. 


The  pre-auricular  cyst  usually  remains 
asymptomatic  unless  it  becomes  infected. 
Occasionally,  however,  cysts  may  enlarge 
slowly  without  infection.  The  presenting 


7.  Foreign  body  granuloma 

8.  Impetigo 

9.  Tuberculous  adenitis 

10.  Fungus  infection 


Fig.  5.  Closure  of  same  case  as  Fig.  3. 

Pre-auricular  cysts  may  be  differentiated 
easily  from  most  of  the  other  causes  by  a 
history  of  recurrent  drainage  and  infection 
around  an  "ear  pit”  anterior  to  the  tragus 
which  has  been  present  since  birth. 


Fig.  6.  Excision  of  pre-auricular  cyst  with  sinus  tract 
opening  on  rim  of  helix,  using  a series  of  Z-plasties  for 
a more  cosmetic  result. 


Volume  98,  April,  1971 


197 


complaint  is  usually  recurrent  swelling  and 
drainage  in  front  of  the  ear. 

With  a chronically  draining  sinus  tract, 
the  surrounding  skin  can  undergo  excoria- 
tion, ulceration,  and  eventual  scarring  with 
cosmetic  deformity. 


Fig.  7.  Closure  of  same  case  as  Fig.  6.  Two  Z-plasties  are 
incorporated  in  the  skin  closure  to  prevent  a suture 
line  running  against  the  normal  skin  lines. 


Treatment 

The  definitive  treatment  for  a pre-auricu- 
lar  cyst  is  complete  surgical  excision.  Failure 
to  achieve  this  results  in  probable  recurrence. 
Other  forms  of  treatment  such  as  applica- 
tion of  salves,  ointments,  phenol,  or  use  of 
irradiation,  will  not  result  in  cure,  and  will 
lead  to  more  scarring  and  disfigurement. 

If  acute  inflammation  and  purulent 
drainage  is  present,  the  patient  should  be 
treated  with  hot  soaks  and  antibiotics  until 
a quiescent  stage  is  reached.  Occasionally  an 
abscess  may  form  which  will  require  incision 
and  drainage. 

Operative  Technique 

Surgical  excision  should  be  done  in  the 
operating  room  with  good  light  and  a fine 
tipped  suction  for  proper  visualization  of 
the  entire  tract. 

1.  Under  general  endotracheal  anesthesia 
with  the  head  turned  to  the  opposite 
side,  the  entire  face  and  the  pre-auri- 
cular  area  is  prepared  and  draped  in 
a sterile  field. 


2.  The  sinus  tract  is  gently  probed  to 
determine  the  direction  of  the  tract, 
and  the  skin  incision  is  marked  to  in- 
clude the  sinus  tract  and  all  openings 
as  an  en-bloc  dissection. 


Fig.  8.  Fifty  year  old  man  with  draining  pre-auricular 
cyst  and  sinus. 

3.  A purse-string  suture  of  silk  can  be 
placed  around  the  sinus  tract  open- 
ing. If  deemed  helpful,  the  tract  is 
gently  injected  with  methylene  blue 
using  a syringe  with  a blunt  needle 
tip  as  the  purse-string  sutures  is  tight- 
ened, to  demarcate  the  entire  tract 
and  its  branches. 

4.  Using  the  methylene  blue  as  a guide 
to  the  extent  of  the  tract,  the  cyst  and 
all  tracts  are  excised  en-bloc  by  sharp 
dissection. 

5.  Hemostasis  is  achieved  with  electro- 
cautery and  4-0  plain  catgut  ligature. 

6.  The  wound  is  irrigated,  the  skin  edges 
slightly  undermined,  and  the  wound 
closed. 

7.  A circumferential  compression  dress- 
ing is  applied,  taking  care  to  provide 
support  behind  the  ear  to  prevent 
pressure  necrosis. 
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Discussion 

Since  pre-auricular  cysts  are  usually  lo- 
cated above  the  tragus,  the  main  branch  of 
the  facial  nerve  is  usually  not  a problem 
during  the  dissection.  The  temporal  branch 
of  the  facial  nerve,  however,  may  be  in  close 
proximity  to  the  surgical  wound,  and  care 
should  be  taken  to  avoid  paralysis  of  the 
forehead. 


Fig.  9.  Same  case  as  Fig.  8,  during  en-bloc  resection 
of  cyst  and  sinus  tract. 


In  the  presence  of  some  degree  of  sub- 
acute infection,  or  when  the  cyst  does  not 
appear  to  be  a major  problem,  the  sinus  tract 
is  not  injected  with  methylene  blue. 

If  the  sinus  tract  is  adherent  to  the  car- 
tilage of  the  helix  or  tragus,  a small  shaving 
of  cartilage  should  be  included  in  the  speci- 
men to  insure  excising  the  entire  tract. 

Summary 

1.  Pre-auricular  cysts  must  be  considered 
in  the  differential  diagnosis  of  any  in- 


flammatory process  in  front  of  the 
ear. 

2.  Failure  to  entirely  remove  the  cyst 
and  its  branches  will  result  in  recur- 
rence, with  the  necessity  for  re-opera- 
tion, further  scarring,  and  cosmetic 
disfigurement. 

3.  If  acute  inflammation  and  purulent 
drainage  from  a pre-auricular  cyst  is 
present,  the  patient  should  be  treated 
with  hot  soaks  and  antibiotics,  and  ex- 
cision of  the  pre-auricular  cyst  and 
sinus  tract  deferred  until  a more 
quiescent  stage  is  reached. 

4.  Operative  technique  and  clinical  cases 
are  presented. 

5.  The  embryology,  genetics,  and  pa- 
thology of  the  pre-auricular  cyst  are 
briefly  discussed. 
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A Nineteenth  Century  Formulary 


An  interesting  examination  of  the 
practice  of  medicine  in  Virginia 
during  the  first  half  of  the  nine- 
teenth century. 

PHYSICIAN’S  MEDICINE  CASE 
from  the  early  19th  Century,  now  in 
the  Historical  Collection  of  the  University 
of  Virginia  School  of  Medicine,  provides 
a fascinating  glimpse  into  the  history  of 
medical  therapy.  The  medicine  case  was  used 
by  Dr.  Joseph  Edwin  Cox,  who  practiced 
in  Petersburg,  Virginia,  from  1829  to  18  57, 
and  was  given  to  the  University  by  his 
great-grandson,  Dr.  J.  E.  Cox,  IV,  of  Ashe- 
ville, N.C.,  a 1934  graduate  of  the  Univer- 
sity of  Virginia  School  of  Medicine. 

The  medicine  case  is  a leather-covered  box 
(9  x 7 x 8/2  inches)  containing  20  glass- 
stoppered  bottles,  a hand-held  scale  with 
weights,  a spatula,  and  a scarificator  and  cup 
for  blood-letting.  The  case  is  marked  "L. 
Terry  & Co.,  Pattern  1849”  (Figs.  1,  2 and 
3).  Original  labels  remain  on  15  of  the  20 
bottles,  and  include  a variety  of  minerals 
and  botanicals  for  treating  major  symptoms. 
There  are  five  narcotic-sedatives,  two  ca- 
thartics, two  antidiarrheal  agents,  an  anti- 
tussive,  an  antacid,  an  anti-malarial,  an  eme- 
tic, a caustic  and  smelling  salts. 

Available  information  indicates  that  the 
case  was  not  used  after  his  death.  Compari- 
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son  of  the  hand-writing  on  the  labels  of  the 
bottles  with  Dr.  Cox’s  own  hand  suggests 
that  his  original  early  19th  Century  medi- 
cines remain  in  the  case. 

Relatively  little  primary  source  material 
is  available  to  the  modern  historian  concern- 
ing the  everyday  practice  of  medicine  in  the 
early  19th  Century.  Secondary  sources,  such 
as  textbooks,  medical  journals  and  pharma- 
copoeias, provide  a background  from  which 
the  actual  practices  of  the  day  may  be  de- 
duced. Out  of  the  hundreds  of  medicinal 
substances  listed  in  a dispensatory  the  indi- 
vidual practitioner  would  probably  use  reg- 
ularly only  a few.  Examining  a medicine 
case,  such  as  that  belonging  to  Dr.  Cox,  pro- 
vides the  historian  with  an  opportunity  to 
add  fact  to  his  deductions,  and  to  observe 
directly  the  remedies  used  by  a practicing 
19th  Century  physician.  Accordingly,  the 


Fig.  1.  The  medicine  case  and  its  contents  of  20  glass- 
stoppered  bottles,  a scarificator  and  cup  for  blood-let- 
ting, a spatula,  and  a hand-held  apothecary  scale  with 
brass  weights. 

contents  of  the  case  have  been  described 
from  the  viewpoint  of  19th  Century  knowl- 
edge of  these  drugs  and  how  Dr.  Cox  might 
have  used  them.  Although  medicine  chests 
are  a fairly  common  item  in  collections  of 
antique  medical  instruments,  this  author  was 
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unable  to  find  detailed  descriptions  of  such 
chests  in  the  historical  literature.  The  med- 
icine case  belonging  to  Dr.  Cox  is  of  par- 
ticular interest  because  of  its  association 
with  a typical  19th  Century  Virginia  prac- 
titioner. 


mWKmrm 


Fig.  2.  The  medicine  case  opened  to  show  the  wooden 
trays  nested  within  it.  The  case  is  covered  in  cowhide 
and  the  lid  padded  with  a velvet  cushion. 


writings  of  Dr.  Benjamin  Rush,  one  of  the 
leading  figures  in  American  medicine  in  the 
early  19th  Century  and  the  Professor  of 
Physic  at  the  University  of  Pennsylvania 
from  1786  until  his  death  in  1813.  America, 
and  particularly  the  University  of  Pennsyl- 
vania, was  the  leader  in  heroic  therapy,  and 
it  claimed  that  "of  many  of  the  heroic  rem- 
edies, as  they  are  sometimes  called,  our 
knowledge  is . . . unrivalled”. 2 

Dr.  Rush  had  reduced  all  illness  to  a single 
cause — tension  in  the  blood  vessels — and 
held  that  all  could  be  cured  by  relaxing  this 
tension  through  strenuous  bleeding  and 
purging.  "4  Such  regimens  were  apparently 
met  with  more  faith  than  enthusiasm,  as 


Fig.  3.  The  medicine  case  closed,  with  its  carrying  strap 
fastened.  The  brass  lock  is  marked  “L.  Terry  & Co. 
Pattern  1849.” 


The  first  half  of  the  19th  Century  was 
the  "Heroic  Age”  of  American  medical 
therapy1,  for  the  patient  must  indeed  have 
been  a hero  who  could  and  would  withstand 
the  therapeutic  onslaught  of  excessive  bleed- 
ing and  purging  generally  prescribed  for  all 
maladies  from  gout  to  erysipelas.  Letting 
blood  to  treat  disease  has  been  practiced 
since  Neolithic  times,  and  was  widely  used 
in  18th  and  19th  Century  Europe.  It  was 
the  vigour  with  which  this  treatment  was 
persued  in  America  which  earned  the  term 
"Heroic  Age”  for  this  period  of  American 
medicine.  The  popularity  of  heroic  therapy 
stemmed  largely  from  the  teachings  and 


Virginia  Randolph,  Thomas  Jefferson’s 
granddaughter,  indicated  to  her  fiance  in 
1822: 

We  have  had  a rather  sick  family  lately 
. . . and  I am  on  Dr.  Watkin’s  list.  He  has 
bled  me  twice,  and  prescribed  a course  of 
calomel  which  I am  getting  safely  through 
. . . and  I expect  soon  to  be  perfectly 
restored/' 

That  Miss  Randolph  was  "getting  safely 
through”  her  "course  of  calomel”  was  evi- 
dently more  notable  to  her  than  getting 
safely  through  the  disease  itself. 
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Dr.  Cox  graduated  from  the  University 
of  Pennsylvania  Medical  School  in  1829 
and  was  taught  the  theories  of  blood-letting 
and  purging  by  Benjamin  Rush’s  colleagues 
and  successors,  as  well  as  the  newer  French 
medical  theories.*’  Dr.  Benjamin  Ellis,  of 
the  University  of  Pennsylvania  faculty, 
writing  in  1841,  recommended  that  "the 
operation  of  a cathartic  may  often  be  pro- 
moted by  judicious  venesection.”  ' Dr.  Cox 
indicated  his  own  enthusiasm  for  blood-let- 
ting in  his  Inaugural  Essay  . . . for  the  De- 
gree of  Doctor  of  Medicine  by  stating  that 
"I  can  only  say  that  more  danger  results 
from  the  timid  use  of  the  lancet,  than  from 
its  being  carried  too  far.”  8 His  opinion  of 
venesection  apparently  remained  high 
throughout  his  professional  life,  and  his 
bleeding  cup  remained  ready  for  use  in  his 
medicine  case.  Because  of  the  influence  of 
Rush  in  his  medical  education,  and  the  pres- 
ence of  blood-letting  instruments  in  his 
medicine  case,  Dr.  Cox  undoubtedly  prac- 
ticed heroic  therapy. 

The  physician  of  the  early  19th  Century 
usually  compounded  and  dispensed  his  own 
medicines"  and  thus  this  medicine  case  may 
represent,  in  large  part,  Dr.  Cox’s  working 
formulary.  The  drugs  contained  in  the  case, 
along  with  his  bleeding  instruments  and  his 
clyster  (also  in  the  Historical  Collection) 
probably  formed  his  major  therapeutic 
armamentarium. 

Medical  knowledge  diffused  slowly 
through  the  country  in  the  first  half  of  the 
19th  Century,  and  it  is  likely  that  Dr.  Cox 
was  using  the  same  therapies  upon  his  death 
in  1857  that  he  began  practice  with  in  1829. 
To  observe  what  Dr.  Cox  would  have  been 
taught  about  the  drugs  in  his  medicine  case, 
the  following  quoted  descriptions  are  taken 
from  a text  written  by  Nathanial  Chapman, 
Cox’s  Professor  of  Materia  Medica,10  from 
an  1831  pharmacology  text  used  by  the 
students  at  the  College  of  Physicians  and 
Surgeons  in  New  York,11  and  other  early 
19th  Century  sources. 7,8,18,41 


The  drugs  contained  in  the  medicine  case 

are: 

QUININE  = Cinchona  (Jesuits’  Bark) 

In  1633  the  missionary  monk  Calancha 
reported  a cinnamon-colored  "fever  bark” 
used  by  the  Indians  of  Peru.  This  bark, 
quinine,  was  popularized  by  Rome,  and 
imported  and  distributed  in  Europe  by 
the  Jesuit  Order.  The  non-Galenic  and 
Jesuitical  origins  of  the  "fever  bark” 
caused  it  to  be  initially  mistrusted  by  or- 
thodox medical  circles,  although  it  was 
widely  used  by  quacks,  and  it  did  not  be- 
come official  until  the  1677  London  Phar- 
macopoeia.12 Southern  physicians  em- 
ployed large  doses  of  quinine  after  the 
isolation  of  pure  quinine  from  cinchona 
bark  by  French  chemists  in  1822,  and  its 
use  helped  check  the  mortality  from  the 
malaria  which  was  so  prevalent  at  this 
time.13 

"It  is  a powerful  tonic  and  antiseptic;  it 
was  introduced  into  practice  for  curing 
intermittant  fevers,  but  since  that  period 
it  has  been  generally  used  in  diseases  of 
debility,  in  fevers  of  the  typhoid  type,  and 
in  gangrene.  It  was  first  conjectured  to 
be  useful  in  gout  by  Sydenham,  and  Dr. 
Haygarth  has  strongly  recommended  its 
exhibition  in  acute  rheumatism;  when, 
however,  it  is  used  in  these  diseases,  the 
greatest  attention  ought  to  be  paid  to  the 
state  of  the  bowels,  and  purgatives  should 
be  occasionally  interposed.”  14 

ARGENTI  NITRAS  = Silver  Nitrate 
(Lunar  Caustic) 

"It  is  principally  useful  as  an  external  ap- 
plication, and  it  may  be  considered  as  the 
strongest  and  most  manageable  caustic 
that  we  possess,  whilst  in  solution  it  acts 
as  a useful  stimulant  in  indolent  ulcers.”  15 
Silver  nitrate  was  also  used  internally  in 
small  doses  as  an  antispasmodic,  a tonic, 
and  for  epilepsy,10  and  in  ophthalmic 
drops  for  "acute  ophthalmia  and  to  pro- 
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mote  the  absorption  of  nebulae  of  the 
cornea.”  11 

CALOMEL  = Hydargyri  submurias, 
Mercurous  chloride 

Calomel  probably  had  its  origins  in  the 
Orient,  but  after  its  introduction  into 
Western  medicine  in  the  early  17th  Cen- 
tury1" its  popularity  rapidly  grew. 

"This  mercurial  preparation  is  more  ex- 
tensively and  more  usefully  employed 
than  almost  any  other  article  of  the  ma- 
teria medica.  It  is  capable  of  curing 
syphilis  in  every  form  . . . and  in  obstruc- 
tions and  hepatic  affections,  it  is  in  well- 
regulated  doses  a most  valuable  remedy; 
. . . when  combined  with  certain  diu- 
retics, it  is  diuretic,  and  in  diaphoretic 
arrangements  it  is  diaphoretic:  it  more- 
over imparts  force  to  many  of  the  mild, 
and  moderates  the  severity  of  drastic 
medicines:  whenever  we  wish  a strong  and 
permanent  impression  to  be  made  on  the 
alimentary  canal,  and  through  it  on  the 
neighboring  viscera  or  the  system  gen- 
erally, Calomel  by  universal  consent  is 
adopted  for  such  a purpose.”  19 

The  popular  demand  for  calomel  therapy 
reached  such  a pitch  that  "rugged  pi- 
oneers actually  lived  on  bread  and  calomel 
in  the  place  of  their  daily  bread  and  but- 
ter!” 20 

As  public  enthusiasm  for  aggressive  pur- 
gation waned,  patent  medicines  began  to 
base  their  claims  on  the  fact  that  they 
were  "natural”,  "vegetable”,  and  con- 
tained no  "harsh  mineral  purgatives”.21,22 

PULV : IPECAC  = Pulvis  Ipecacuanhae 
Comp. 

Pulverized  ipecac  root  was  used  by  the 
natives  of  Brazil  to  treat  diarrhea,  and 
after  its  introduction  into  European  med- 
ical practice  in  the  17th  Century  gained 
wide  popularity  in  the  treatment  of  dy- 
senteries.21 


Ipecac  continued  to  be  used  as  a primary 
drug  for  dysentary  throughout  the  first 
half  of  the  19th  Century,  and  served  as 
an  important  emetic,  and  in  lower  doses 
as  an  expectorant.  In  very  small  amounts 
it  might  be  used  as  a "stomachic  and 
diaphoretic”.  24 

PULV:  OPII  = Opium  Powder 

Opium  has  been  used  as  a narcotic  since 
prehistoric  times,  and  was  well  known 
to  the  physicians  of  Classical  Greece, 
Rome,  Islam,  the  Orient  and  Europe. 
Opium,  and  its  derivatives,  were  among 
the  most  popular  of  remedies,  and  opium 
was  widely  used  socially  as  well  as  medi- 
cally (40,000  pounds  of  opium  were  an- 
nually imported  into  the  Port  of  London 
during  the  late  1820’s).2'’ 

"It  must  be  admitted  that  its  primary  op- 
eration is  that  of  a powerful  and  diffusable 
stimulant,  but  it  is  immediately  followed 
by  narcotic  and  sedative  effects,  which 
are  far  greater  than  could  have  been  in- 
ferred from  the  degree  of  previous  ex- 
citement. In  large  doses,  the  primary 
excitement  is  scarcely  apparent,  but  the 
powers  of  life  are  instantly  depressed, 
drowsiness  and  stupor  succeed,  and  when 
the  dose  is  excessive  these  are  followed  by 
delerium,  stertorious  breathing,  cold 
sweats,  convulsions,  and  apoplectic  death. 
Its  stimulant  effects  are  apparent  only  in 
small  doses,  by  which  the  energy  of  the 
mind,  the  strength  of  the  pulse,  and  the 
heat  of  the  body  are  considerably  in- 
creased, but  all  of  the  secretions  and  ex- 
cretions, except  the  cuticular  discharge, 
are  diminished;  for  example,  the  feces  of 
persons,  after  the  use  of  opium,  are  not 
infrequently  clay-coloured,  from  the  sus- 
pension of  the  biliary  secretion;  this  cir- 
cumstance suggests  some  important  pre- 
cautions with  respect  to  its  exhibition. 
Opium,  when  properly  directed,  is  ca- 
pable of  fulfilling  two  great  indications; 
1st  of  supporting  the  powers  of  life,  and 
2nd,  of  allaying  spasm,  pain,  and  irrita- 
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tion,  and  of  blunting  that  morbid  suscep- 
tibility of  impression,  which  so  frequently 
attends  fever.  Its  use  is  contraindicated 
in  all  cases  where  inflammatory  action 
prevails,  as  in  pulmonary  affections,  at- 
tended with  an  accelerated  circulation 
and  a dry  hard  cough.” 

"In  combination,  the  medical  powers  of 
opium  are  wonderfully  extended,  so  that 
there  is  scarcely  a disease  in  which  it  may 
not,  during  some  of  its  stages,  be  rendered 
useful.  By  diminishing  the  sensibility 
of  the  stomach  and  bowels,  it  becomes  a 
valuable  and  efficacious  corrigent  to  many 
important  medicines,  and  thus  frequently 
favors  their  absorption  and  introduction 
into  the  system,  as  for  instance,  in  the 
exhibition  of  mercurial  alteratives,  and  in 
certain  diuretic  combinations,  in  com- 
bination with  antimonials,  and  with 
ipecacuan,  its  narcotic  powers  are  obvi- 
ated and  sudorific  results  are  obtained.”  2‘ 

LIQ.  ACT.  MORP.  = Morphia,  Morphine 

Morphine  was  purified  from  crude  opium 
by  precipitation  as  the  acetic  or  magnesia 
salt,  and  subsequent  extraction  with  hot 
alcohol.  This  process  was  quite  new  in 
1830,  and  crude  opium  was  primarly 
used. 

PAREGORIC  = Camphorated  Tincture  of 
Opium 

"This  is  the  well  known  paregoric  elixer. 
It  is  a very  pleasant  anodyne  and  anti- 
spasmodic,  much  used  to  allay  cough  in 
chronic  catarrh,  asthma,  consumption, 
pertussis,  &c.;  to  relieve  nausea  and  slight 
pains  in  the  stomach  and  bowels;  and,  in 
infantile  cases,  to  produce  sleep.”  2S 

Paregoric  was  particularly  used  as  a pe- 
diatric drug,  and  as  an  anti-diarrheal 
agent. 

DOVER’S  POWDER 

Dr.  Thomas  Dover  (1660-1742)  was  a 


prominent  British  physician,  a house  pupil 
of  Sydenham,  and  the  author  of  the  con- 
troversial monograph  The  Ancient  Phy- 
sician’s Legacy  which  included,  in  the  sec- 
tion on  gout,  the  formula  for  a mixture 
of  equal  parts  of  opium  and  ipecac.  This 
formula  became  popular  under  the  ge- 
neric name  of  "Dover’s  Powder”,  and  was 
widely  used  as  an  anti-tussive  drug,  as  a 
diaphoretic,  as  an  anti-spasmodic  for  in- 
testinal cramps,  and  for  gout.  Thomas 
Dover  was  also  a successful  privateer  in 
the  South  Seas,  and  in  1710  stopped  at  the 
Island  of  Juan  Fernandez  and  there  found 
Alexander  Selkirk,  the  prototype  of  De- 
foe’s "Robinson  Crusoe”.  29 

LAUDANUM  = Tincture  of  Opium 

The  alcoholic  extract  of  opium  was  par- 
ticularly popular  for  pediatric  usage,  and 
was  primarily  employed  as  a sedative  and 
anti-spasmodic.2"  The  term  Laudanum 
was  used  by  Paracelsus  (1493-1541)  to 
mean  either  Gum  Ladanum,  a resin  from 
the  Cistus  shrub  used  as  a binding  agent, 
or  to  denote  a miracle  drug  containing 
pearls.  The  term  was  taken  over  by  the 
followers  of  Paracelsus  during  the  early 
1 600’s  and  employed  to  name  any  miracle- 
cure  drug.  The  great  17th  Century  Eng- 
lish clinician  Thomas  Sydenham  is  cred- 
ited with  the  first  application  of  the  name 
Laudanum  in  its  current  usage  as  tincture 
of  opium.31 

CAMPHORA  = Camphor 

Camphor,  a white,  brittle  substance, 
"unctious  to  the  touch”,  with  a fragrant 
odor  and  a bitter,  pungent  taste,  was 
extracted  from  the  roots  of  two  species 
of  shrubs  found  in  China  and  Japan.  The 
origins  of  camphor  in  European  medicine 
are  obscure,  probably  being  derived  from 
Arabia.  It  was  first  commercially  im- 
ported through  Renaissance  Venice,  and 
later  by  the  Dutch  and  the  British  East 
India  traders.32 
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"In  moderate  doses  it  exhilerates,  without 
raising  the  pulse,  and  gives  a tendency  to 
diaphoresis;  and  under  certain  conditions 
of  the  body,  when  opium  fails,  it  will 
frequently  promote  sleep.”  33 

AETHER  SUL.  = Sulfuric  Ether 

Sulfuric  ether  was  employed  medically 
before  its  anaesthetic  properties  were 
demonstrated  by  Long  in  1843  and  Mor- 
ton in  1846.  It  was  thought  to  be  "highly 
valuable  as  a diffusable  stimulant,  nar- 
cotic, and  antispasmodic,  which,  in  order 
to  produce  the  full  effect  of  the  remedy, 
must  be  repeated  at  short  intervals. 
Aether,  independent  of  such  virtues,  has 
another  valuable  property  consequent 
upon  its  rapid  evaporation,  that  of  pro- 
ducing cold  and  dryness;  it  is  therefore, 
when  externally  applied  and  allowed  to 
evaporate,  a most  powerful  refrigerant, 
and  has  proved  valuable  in  scalds  or  burns, 
in  facilitating  the  reduction  of  strangu- 
lated hernia,  and  in  diminishing  excessive 
circulation  in  the  brain.”  34 

PLUMBI  ACETAS  = Lead  Acetate  (Sugar 
of  Lead) 

"I  feel  no  hesitation  in  pronouncing  this 
salt  of  lead  to  be  one  of  the  most  valuable 
resources  of  physic;  from  the  results  of 
numerous  cases,  I state  with  confidence 
that  it  is  more  efficient  in  stopping  pul- 
monary and  uterine  hemorrhage,  than 
any  other  known  remedy — nil  simile,  nec 
secundum — and  that  its  application  is 
equally  safe  and  manageable  ...  I have 
also  seen  much  benefit  accrue  from  this 
medicine  in  protracted  diarrhea,  when  it 
has  checked  the  bowels  more  effectively 
than  opium.  No  one,  I apprehend,  will 
denie  the  poisonous  quality  of  acetate  of 
lead,  any  more  than  that  of  arsenic;  and 
yet  both  may,  by  proper  management,  be 
rendered  therapeutical  agents  of  value 
and  safety.”  35  Lead  acetate  was  also  used 
in  an  anti-syphilitic  drug  called  the 


"Royal  Preventive”  as  a "prophylactic 
agent  against  venereal  virus.”  '' 

SPTS.  LAVENDER  COMP.  = Spirits  of 
Lavender 

Spirits  of  lavender  were  an  aromatic  am- 
monia solution  used  primarily  as  smelling 
salts. 

PERLUMED  CHALK  = Calcium  Carbon- 
ate 

Chalk  was  used  as  a mild  astringent  and 
antacid,  generally  "preceded  by  an  emetic 
or  cathartic,  or  both”,  and  "usually  com- 
bined with  tonics,  aromatics,  and  some- 
times with  narcotics”  for  "when  given 
alone,  they  too  frequently  afford  but 
transient  relief.”  3‘  Chalk  was  also  used 
as  a binder  in  the  compounding  of  pills. 

PULV : RHEI  = Rhubarb 

Rhubarb,  along  with  senna  and  jalap,  was 
one  of  the  most  ancient  and  popular  of 
the  botanical,  or  vegetable  purgatives. 
Only  the  imported  Turkey  or  East  In- 
dian rhubarb  was  employed,  the  native 
product  being  relatively  inactive.  " 

"In  this  substance,  Nature  presents  us 
with  a singular  and  most  important  com- 
bination of  medicinal  powers,  that  of  an 
astringent,  with  a cathartic  property;  the 
former  of  which  never  opposes  or  inter- 
feres with  the  energy  of  the  latter,  since 
it  only  takes  effect  when  the  substance 
is  administered  in  small  doses,  or  if  given 
in  larger  ones,  not  until  it  has  ceased  to 
operate  as  a cathartic;  this  latter  circum- 
stance renders  it  particularly  eligible  in 
cases  of  diarrhea,  as  it  evacuates  the  of- 
fending matter  before  it  operates  as  an 
astringent  upon  the  bowels.  Its  powder, 
when  sprinkled  upon  ulcers,  is  found  to 
promote  their  healthy  granulation.”  39 

While  most  of  the  major  drugs  mentioned 
frequently  in  contemporary  texts  have  been 
already  discussed,  several  common  medicines 
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and  classes  of  drugs  are  not  among  the  la- 
beled bottles.  After  examining  contem- 
porary opinions  on  the  1 5 drugs  known  to 
be  in  the  case,  one  might  speculate  on  the 
contents  of  the  five  unlabeled  bottles. 

Bicarbonate  of  Soda  was  commonly  em- 
ployed as  an  antacid,  a digestive,  and  as  an 
antilithic  (a  preventative  against  urinary 
calculi),'1"  and  may  well  have  been  used  by 
Dr.  Cox.  He  probably  also  used  one  or  more 
of  the  vegetable  purgatives  besides  rhubarb, 
such  as  jalap,  "one  of  our  most  common  and 
effective  cathartics”  41  considered  to  be  "no 
less  safe  than  efficacious”,4"  or  senna,  "a  safe, 
active  and  rapid  cathartic”.  43 

Among  the  labeled  drugs  there  are  none 
generally  classed  by  early  19th  Century  au- 
thors as  emmenagogues,  "a  class  of  agents 
supposed  to  promote  the  menstrual  dis- 
charge”.44 For  this  purpose  Dr.  Cox  may 
have  employed  the  cathartics  myrrh  or 
aloes,4  ' said  to  "excite  the  uterus  so  as  to 
favor  the  recurrance  of  the  menstrual  se- 
cretion”,41' or  some  of  the  herbal  remedies 
such  as  juniper,  black  hellebore  root,  mad- 
der root,  or  tansy.4'  Ergot,  derived  from 
wheat  mold,  was  also  used  for  amenorrhea, 
to  induce  labor, 4S  and  as  abortifacent.49 

Dr.  Cox  personally  mentions  the  virtues 
of  the  salt  potassium  nitrate  as  a tonic,  stat- 
ing that  "the  occasional  use  of  nitrate  pot- 
ash, conjoined  with  moderate  exercise  on 
horseback  or  sailing,  has  been  productive  of 
the  most  decided  benefit,”  50  and  he  probably 
carried  it  in  his  medicine  case. 

One  medicine  which  does  not  appear 
among  the  labeled  bottles,  but  which  almost 
certainly  must  have  been  in  the  case,  is  digi- 
talis. Chapman,  Dr.  Cox’s  Professor  of 
Physic,51  states  that  "if,  indeed,  there  be  a 
fact  in  the  practice  of  physic  so  deeply 
rooted  in  certainty  as  not  to  be  disturbed 
by  cavils  or  disputations,  it  is  the  utility  of 
digitalis  in  dropsy.”  52  The  use  of  digitalis 
had  not  always  met  with  such  unqualified 
approbation,  and  the  discovery  of  its  medi- 
cal usefulness  followed  several  centuries  of 
dispute. 


The  specific  usefulness  of  digitalis  in 
dropsy  was  first  conclusively  demonstrated 
by  William  Withering,  a physician  in  Bir- 
mingham, England.  In  178  5,  after  ten  years 
of  careful  experimentation,  Withering  pub- 
lished An  Account  of  the  Foxglove  and 
Some  of  its  Medical  Uses:  with  Practical 
Remarks  on  Dropsy  and  Other  Diseases.53 
Withering  had  learned  how  to  administer 
digitalis  in  doses  small  enough  to  avoid  tox- 
icity, and  to  adjust  the  dose  to  each  individ- 
ual patient.  He  described  the  diuretic  ef- 
fects of  the  drug,  but  did  not  recognize  its 
primary  action  on  the  heart.  The  enthusias- 
tic response  to  Withering’s  demonstration 
brought  with  it  some  over-use  and  over- 
dosage of  digitalis,  and  many  practitioners 
failed  to  follow  the  careful  guidelines 
Withering  had  set  forth. 

Digitalis  was  brought  to  America  late  in 
the  18th  Century  by  Hall  Jackson  of  Ports- 
mouth, N.H.  Dr.  Jackson,  an  Edinburgh 
classmate  of  Withering,  had  obtained  fox- 
glove seeds  and  instructions  for  administer- 
ing the  drug  from  Withering  himself.54  The 
use  of  digitalis  spread  rapidly  in  early  19th 
Century  America,  and  a remarkable  amount 
was  known  about  its  clinical  effects,  includ- 
ing the  bradycardia,  nausea  and  possible 
heart  block  of  digitoxicity,  and  also  its  value 
in  acute  rheumatic  fever  following  scarlet 
fever. 

Digitalis  Purpurea  . . . seldom  or  never 
produces  its  diuretic  effects,  without  a 
concomitant  reduction  of  the  frequency 
of  the  pulse;  its  power  too  appears  only 
when  it  administered  in  dropsy;  in  a state 
of  health  it  will  reduce  the  Dulse  but  not 
increase  the  discharge  of  urine.  "' 

Digitalis  has  considerable  influence  over 
the  action  of  the  heart;  and  in  certain  dis- 
eases, attended  with  inordinate  motions 
of  that  organ,  it  proves  imminently  serv- 
iceable.50 

In  a full  dose,  it  produces  exhaustion  of 
power,  marked  by  great  and  sudden  re- 
duction of  the  circulation,  the  pulse  being 
diminished,  both  in  frequency  and  force, 
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falling,  sometimes  from  75  to  30  or  40 
beats  in  a minute,  and  is  rendered  exceed- 
ingly small  and  tremulous.  This  is  accom- 
panied with  sickness,  anxiety,  vertigo, 
dimness  of  vision,  and,  in  a very  large 
dose,  with  vomiting,  syncope,  coldness  of 
the  extremities,  coma,  convulsions,  and, 
ultimately,  by  death.  The  pulse  is  some- 
times slower  and  depressed,  without  being 
diminished  in  fulness — while,  at  other 
times,  it  becomes  broken  and  irregular, 
imparting  a sort  of  jerking  or  convulsive 
stroke.57 

The  more  violent  attacks  of  scarlet  fever 
are  often  succeeded  by  an  anasarcous 
swelling  of  the  lower  extremities,  and, 
occasionally  of  the  whole  body,  proving 
exceedingly  troublesome,  and  sometimes 
even  dangerous  . . . exactly  where  purga- 
tives are  precluded,  will  digitalis  be  found 
serviceable.58 

Few  drugs  were  used  singly  by  the  early 
19th  Century  practitioner,  and,  while  med- 
ical therapy  had  progressed  well  beyond  the 
complex  herbal  and  excremental  mixtures 
of  an  earlier  day,  polypharmacy  was  the 
general  rule.5''  Contemporary  texts  and 
formularies  list  very  few  prescriptions  con- 
taining a single  agent,  and  most  specify 
a combination  of  from  two  to  five  ingre- 
dients. Calomel,  opium,  and  ipecac,  for  ex- 
ample, appear  with  particular  frequency  as 
low-dose  additives  to  preparations  whose 
major  ingredients  (e.g.,  digitalis,  or  quinine) 
is  intended  for  a purpose  other  than  purga- 
tion, sedation,  or  emesis.  Thus,  it  appears 
probable  that  Dr.  Cox  may  have  used  the 
medicines  in  his  case  to  compound  prescrip- 
tions at  the  bedside  rather  than  as  single 
agents  directly  from  the  bottle. 

Almost  all  internal  medicines  were  given 
orally,  although  rectal  administration  by 
suppository  or  enema  was  occasionally  used. 
Lotions,  poultices  and  plasters  were  used 
for  external  medication.  In  compounding 
medicines  at  the  bedside,  Dr.  Cox  would 
have  weighed  out  the  drugs  on  the  hand- 


held scale  contained  in  the  case,  and  then 
administered  the  mixture  as  a pill,  a powder 
(given  dry  or  suspended  in  water),  a water 
solution,  an  infusion  (or  tea),  or  as  an  alco- 
holic solution  (or  tincture).  Laudanum, 
for  example,  was  already  in  tincture  form, 
and  might  be  used  as  an  alcoholic  medium 
for  other  drugs.  While  pills  could  be  indi- 
vidually hand  rolled  at  the  bedside,  using  a 
little  water,  soap  or  gum  arabic  as  a binding 
agent,  most  pills  were,  for  accuracy  and 
convenience,  made  in  quantity  by  the  phy- 
sician or  apothecary  using  a multi-grooved 
pill-rolling  machine.  Dr.  Cox  would  have 
left  a supply  of  medicine  with  the  patient 
or  ordered  a prescription  from  one  of  the 
Petersburg  apothecary  shops.  (There  were 
nine  apothecary  shops  in  Petersburg  in 

1 8 5 3 .)  60 

Dr.  Joseph  Cox  practiced  general  medi- 
cine in  the  Petersburg  area  all  of  his  pro- 
fessional life,  and  was  one  of  the  founders 
and  the  first  Vice-President  of  the  local 
medical  society,  the  Petersburg  Medical 
Faculty.61  In  late  January  of  18  57  he  visited 
a patient  in  Petersburg  and  attempted  to 
return  home  through  heavy  snows.  Plis 
buggy  was  buried  in  a snow  drift,  and  the 
doctor  froze  to  death.  The  Petersburg  Med- 
ical Faculty  passed  a resolution  the  follow- 
ing day,  deploring  the  "untimely  death  of 
our  late  associate  and  friend”,  and  the  season 
was  remembered  for  years  as  the  "winter 
of  Cox’s  snow”.62  The  worn  leather  medi- 
cine case  which  probably  rode  beside  Dr. 
Cox  in  the  buggy  is  a concrete  reminder  of 
the  vast  changes  drug  therapy  has  under- 
gone in  the  past  century. 
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Suicide  in  Children  and  Adolescents 


WILLIAM  M.  LORDI,  M.D. 
Richmond,  Virginia 


Suicide  attempts  and  gestures  in 
children  and  adolescents  are  much 
more  common  than  has  been  rec- 
ognized. It  is  of  paramount  im- 
portance that  the  child  and  his 
family  be  worked  with  until  the 
causes  are  understood  and  re- 
solved. 

THERE  ARE  FEW  CRISES  in  the  lives 
of  children  and  adolescents  that  are 
potentially  more  dangerous  or  offer  more 
opportunity  for  resolution  of  long-standing 
problems  or  recently  evolved  problems  in 
living  than  suicide  attempts  or  gestures.  The 
literature  is  extremely  scant  and  unsatisfac- 
tory as  to  identifying  and  drawing  a profile 
of  the  child  and  adolescent  who  make  sui- 
cide gestures  and  who  are  successful  in  these 
attempts  at  times.  Suicides  have  worn  many 
masks  and  disguises  in  children  and  adoles- 
cents. Some  of  the  driving  themes  in  suicide 
gestures  and  attempts  are  depression,  despair, 
anger,  retaliation,  wishing  to  be  reunited 
with  lost  loved  ones,  and  magical  attempts 
to  undo  or  resolve  some  of  the  world’s  con- 
flicts and  some  of  the  family  conflicts.  It  is 
interesting  to  note  that  according  to  the 
literature  and  the  author’s  experience,  boys 
succeed  in  suicide  five  to  ten  times  as  fre- 
quently as  girls  do.  However,  girls  make 
five  to  ten  times  more  gestures  at  suicide 
than  boys  do  and  are  fortunately  less  suc- 
cessful. It  has  been  noted  by  the  author 
and  other  writers  that  the  parents,  the  fam- 


ily doctors,  very  often  the  medical  exam- 
iners seem  to  have  a necessity  to  deny  the 
existence  of  suicide  attempts  and  gestures 
in  children  and  adolescents  so  that  very 
often  the  cause  of  death  is  not  duly  noted. 

Suicide  represents  most  commonly  an  at- 
tempt on  the  part  of  the  personality  to 
resolve  what,  to  it,  is  an  insurmountable 
conflict.  In  children,  as  well  as  adolescents, 
it  probably  ranks  just  behind  accidents  and 
tumors  as  a cause  of  death.  Children  have 
a different  sense  of  death  and  discontinuance 
of  life  than  adults  do.  Very  often  their 
death  gestures  are  simply  a magical  attempt 
to  undo  the  death,  the  separation,  the  tem- 
porary or  protracted  loss  or  anger  at  a loved 
one.  The  grief  may  sometimes  be  over 
the  loss  of  a pet  or  a parent.  It  is  an  at- 
tempt on  the  part  of  the  child  to  resolve 
some  intolerable  conflict  or  feeling  that 
they  have  with  these  important  people. 
Children,  of  course,  are  grossly  unaware 
of  themselves  so  that  very  much  of 
the  conflict  is  outside  of  their  conscious 
awareness.  The  child  responding  to  fierce 
anger,  sadness,  abandonment,  rejection,  neg- 
lect, may  magically  wish  to  resolve  his 
intolerable  reality  situation  by  killing  him- 
self without  the  realization  that  this  repre- 
sents a discontinuance  of  life.  The  child 
then  goes  on  to  fantasy  rebirth  wherein  the 
situation  is  more  acceptable  to  him  and 
wherein  the  offending  parent  or  the  deceased 
loved  one,  or  the  tormentor,  etc.,  is  so  moved 
by  this  event  that  they  are  now  more  kindly 
disposed  toward  him  and  if  dead,  reincar- 
nated and  the  dilemma  is  thereby  resolved. 
The  final  chapter  of  the  fantasy  is  that  the 
child  comes  back  to  life  to  live  once  again 
his  days  as  he  has  known  them  without  the 
realization  that  this  is  impossible.  In  this 
the  omnipotence  of  the  child  is  especially 
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apparent.  The  percept  and  appreciation  of 
reality  is  extremely  slender  in  childhood. 

It  has  been  the  impression  of  this  author 
that  in  those  children  and  adolescents  who 
have  attempted  suicide,  a high  percentage 
of  them  have  a lowered  threshold  to  frustra- 
tion, hostility  and  anxiety.  More  often  than 
is  ordinarily  perceived  this  is  related  to  mild 
Central  Nervous  System  problems,  chronic 
frustrations  such  as  those  related  to  impor- 
tant learning  disabilities,  epilepsy  and  often 
disorganizing  thought  disturbances  such  as 
the  psychotic  states.  The  important  ques- 
tion that  must  always  be  raised  in  the  child 
or  adolescent  who  attempts  suicide,  as  well 
as  when  there  is  any  other  naked  break- 
through of  primary  process  material  is:  has 
something  happened  to  the  impulse  barrier 
either  biologically  or  experientially  or  has 
the  child  had  such  an  overwhelming  and 
overdetermined  experience  that  he  is  being 
flooded  with  guilt,  anxiety,  destructive  feel- 
ings, hostility  or  abandonment  feelings  that 
are  intolerable.  The  most  grossly  overlooked 
and  neglected  problem  in  the  experience 
of  the  author  is  the  presence  of  a brain 
dysfunction. 

Boys,  especially  in  adolescence,  use  vio- 
lent means  of  making  gestures  and  unfor- 
tunately very  often  succeeding.  Hanging, 
use  of  pistol,  rifle,  poison,  stabbing,  throw- 
ing oneself  in  front  of  cars,  death  by  the  use 
of  the  automobile  are  more  common  in  boys 
than  in  girls.  The  girls  seem  to  more  often 
use  pills,  a variety  of  medication,  suffocating 
and  attempts  at  hanging. 

Adolescence  is  a natural  time  of  mourn- 
ing and  the  grief  for  the  passing  of  child- 
hood and  a re-emphasis  on  the  lack  of  child- 
hood fulfillments,  especially  when  the  ado- 
lescent carries  with  him  the  unresolved  frus- 
trations, abuses,  rejections,  abandonments, 
neglect  and  similar  unresolved  and  unac- 
cepted insults  most  often  stemming  from 
the  parents  of  those  who  have  raised  the 
child.  Various  things  make  the  adolescent 
exceptionally  liable  to  suicide  and  suicide 
gestures.  With  the  resurgence  in  early  ado- 


lescence of  the  unmet  needs  now  with  the 
overdetermined  driving  force  of  hormonal 
stress,  social  stress,  bodily  growth  and  cul- 
tural expectations,  adolescents  find  them- 
selves very  often  tremendously  overwhelm- 
ed, in  despair,  seemingly  without  under- 
standable rationale  in  terms  of  their  present 
day  living.  Unlike  the  child  they  are  less 
unaware  that  when  they  kill  themselves  they 
cannot  return.  However,  they  do  make 
gestures  partially  as  an  attempt  to  punish 
the  offending  agents  from  the  present  and 
from  the  past.  There  is  no  clear-cut  way  to 
measure  the  number  of  adolescents  whose 
cavalier  driving-drinking  attitude  and  use 
of  drugs  is  related  to  their  homicidal  and 
suicidal  intent  toward  offending  parties  in 
their  past  and  present  and  toward  their  own 
sense  of  self-hate.  Some  authors  have  var- 
iously estimated  that  at  least  fifty  to  sev- 
enty-five percent  of  the  serious  auto  acci- 
dents and  deaths  by  auto,  on  the  part  of  male 
adolescents  especially,  represent  disguised 
homicidal  and  suicidal  gestures.  There  is  a 
growing  recognition  in  adolescence  that  the 
unmet  love  needs  of  childhood  may  never 
be  fulfilled.  There  is  a resurgence  of  de- 
pendency longing,  sadness  and  retaliation, 
self-disgust  and  murderous  feelings  toward 
friends,  loved  ones,  and  self.  As  mentioned 
above,  one  must  always  keep  in  mind  that 
with  the  impact  of  adolescence,  with  its 
hormonal,  cultural,  social  and  emotional 
impact,  a child  who  has  had  heretofore  un- 
recognized Central  Nervous  System  dys- 
function, will  be  more  than  usually  vul- 
nerable to  a breakthrough  of  his  primitive, 
undisciplined,  aggressive,  self  and  other 
destructive  feelings.  During  this  time  there 
is  a higher  incidence  of  dissociation  and  loss 
of  ego  boundaries  by  withdrawal  of  cathexis 
and  investment  in  the  world.  In  the  adoles- 
cent there  is  also  a reinvestment  in  the  self 
of  overdetermined  narcissism,  magical  think- 
ing, a rejection  of  the  reality  principle  and 
an  attempt  to  recapture  the  childlike  pos- 
ture. This  state  in  many  senses  resembles 
the  psychotic  state,  and  when  it  is  over- 
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determined  or  where  the  ego  is  poorly  inte- 
grated and  the  reality  principle  is  lost  there 
is  very  often  unrealistic  psychotic  acting 
out  of  self  and  other  destructive  impulses 
turned  on  the  self. 

There  is  no  clear-cut  way,  in  the  author’s 
experience,  of  distinguishing  the  seriousness 
of  suicide  gestures.  I have  found  it  useful  to 
consider  all  suicide  gestures  and  suggestions 
as  important.  However,  when  the  individ- 
ual is  in  good  contact  with  reality,  when 
there  is  no  ongoing  psychotic  process  and 
when  the  individual  has  a growing  aware- 
ness of  his  own  hostility,  anger  and  frus- 
tration and  there  is  no  evidence  of  brain 
dysfunction  the  prognosis  for  life,  despite 
gestures,  is  good.  When  the  individual  is 
psychotic,  when  he  refuses  to  recognize  con- 
sciously the  legitimacy  of  his  anger  toward 
mother  or  father,  or  deceased  loved  one,  be 
it  animal  or  human,  and  when  there  is  im- 
portant character  pathology  and  suggestion 
of  brain  pathology  the  prognosis  is  less  fa- 
vorable and  the  likelihood  of  repeated  acting 
out  is  great.  ‘Even  in  children  of  six,  seven 
and  eight  there  is  a high  incidence  of  recur- 
rence of  suicide  gestures  in  the  next  three 
to  six  months  following  the  initial  gesture. 
Therefore,  it  is  of  paramount  importance 
that  whenever  there  has  been  a gesture,  one 
be  continued  in  therapy  for  a period  of  at 
least  six  months  to  a year,  working  through 
the  anniversary  dates  that  appear  to  be  so 
cyclically  significant  to  the  individual.  It 
is  of  paramount  importance  that  a thorough 
evaluation  of  the  child,  his  family,  the  rela- 
tionship within  the  family  structure,  the 
presence  or  absence  of  brain  problem  lower- 
ing the  threshold  for  breakthrough  of  im- 
pulses, all  be  evaluated  and  this  be  taken 
into  account  in  the  treatment  process. 

In  children  who  attempt  suicide  there  is 
an  important  group  who  are  really  attempt- 
ing to  act  out  their  parents’  own  murderous 
impulses  toward  self  and  toward  them  by 
performing  the  deed  themselves  and  thereby 
sparing  the  parents.  This  dynamic  must 
always  be  thought  of  in  an  attempt  to  sort 


out  those  who  require  intensive  treatment 
and  especially  indicate  the  necessity  for  in- 
volvement of  the  total  family  thoughtfully 
considering  the  dynamics,  problems  and 
conflicts  of  the  parents. 

I have  never  seen  a clear-sky  case  of  sui- 
cide attempt  on  the  part  of  the  child  or 
adolescent.  Children,  as  well  as  adolescents, 
are  faddish  in  their  gestures  and  cavalier  in 
their  behavior  and  at  times  will  do  desper- 
ately dangerous,  even  life-menacing  things 
to  prove  their  identity,  image  or  role.  How- 
ever, this  indicates  basically  the  unsureness 
of  these  individuals  rather  than  representing 
suicide  as  a nonsymbolic  gesture.  In  my 
opinion  there  are  literally  no  gestures  of 
suicide  that  are  solely  related  to  external 
events  and  causes.  Rather,  they  are  pri- 
marily an  acting  out  of  the  child’s  omnip- 
otence, even  in  the  psychotic  state.  The 
better  put  together  children  make  gestures. 
Where  there  are  serious  personality  patholo- 
gies such  as  the  psychoses,  the  character  dis- 
orders, the  serious  neuroses,  and  brain  dam- 
age, these  children  tend  to  make  successful 
suicide  attempts. 

Fortunately  the  ultimate  prognosis  for 
children  who  make  suicide  gestures  is  good  in 
that  they  tend  to  improve  with  the  improve- 
ment of  their  basic  conflicts  and  the  health  of 
the  family,  especially  where  the  family  is 
willing  to  expose  itself,  risk  identification  of 
their  own  problems  in  living  and  attempt  to 
establish  the  meaning  of  the  child’s  suicide 
gesture.  Suicide  gestures  and  attempts  are 
desperate  ways  of  calling  attention  to  the 
self  on  the  part  of  children.  Most  often  the 
child  and  adolescent  are  not  aware  that  they 
are  inviting  attention  to  themselves  and 
seeking  relief  by  these  desperate  means. 
They  manage  to  mobilize  the  guilt  and  the 
anxiety  of  adults  around  them  sufficiently 
to  seek  help. 

It  has  been  variously  estimated  that  one 
out  of  ten  women  make  suicide  gestures  some 
time  during  adolescence  or  post  adolescence. 
Premenstrual  tension,  desperation  in  the 
passive  posture,  inability  to  have  love  needs 
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met,  a sense  of  ineffectualness,  the  promise 
through  overindulgence  and  oversubmission 
that  the  female  adolescent  or  child  would 
receive  gratification,  appear  to  be  some  of 
the  factors  precipitating  these  gestures.  It 
is  of  paramount  importance  that  children 
always  be  helped  to  know  in  no  uncertain 
or  ambiguous  terms  that  their  death  is  not 
desired,  needed  or  wanted  but  rather  that 
those  responsible  for  them  care  and  wish  to 
help  the  child  know  they  are  welcome, 
wanted,  and  needed  and  loved  and  that  their 
anger  is  acceptable,  their  destructive  feelings 
toward  the  world  about  them  is  also  accept- 
able and  further  that  their  sense  of  impo- 
tence is  understood  and  attempts  will  be 
made  to  alleviate  their  abuse  and  frustration 
and  that,  most  of  all,  acceptance  for  both 
their  gesture  and  their  self-hood  will  be 
forthcoming.  This  must  be  done  even  with 
the  grossly  psychotic  child  and  adolescent. 

At  the  present  time  we  have  a very  im- 
portant growing  problem  of  serious  drug 
abuse  wherein  alterations  in  states  of  con- 
sciousness and  in  sensory  perception  is  the 
apparent  neurotic  desired  end.  This,  as  well 
as  alcoholism  in  adolescence,  represents  sui- 
cide gestures  of  a sub-acute  and  chronic 
nature.  The  dynamics  of  the  drug  user  in 
our  time  appears  to  be  the  same  as  it  has 
always  been.  The  image  is  that  of  a person- 
ality that  has  not  received  the  needed  nur- 
turance,  acceptance,  approval,  gratification 
and  there  is  much  residual  rage,  sadness, 
anger,  fright  and  feelings  of  abandonment 
and  humiliation.  Very  often  the  seductive 
promise  of  fulfillments  that  cannot  and  will 
not  be  forthcoming  is  at  the  base  of  the  ado- 
lescent’s seeking  relief  through  drugs.  Drugs 
offer  an  opportunity  to  turn  to  a state  of 
nonreality,  sensory  gratification  and  a kind 
of  alienation  of  the  individual  with  a tem- 
porary allaying  of  care,  commitment  and 
responsibility.  There  is  a return  to  childish 
dependency.  These  latter  problems  are  more 
serious  because  while  they  do  not  usually 
represent  in  most  instances  important  acute 
suicide  attempts,  they  do  represent  chronic 


death  wishes,  chronic  flirting  with  non- 
existence and  very  importantly,  retaliation 
toward  the  loved  one  for  not  getting  unful- 
filled needs  met.  Inadvertently  and  unfor- 
tunately many  of  these  youngsters  do  suc- 
ceed in  killing  themselves,  if  not  impor- 
tantly damaging  themselves  and  their  ability 
to  create  babies,  etc.  It  is  a sufficient  sensory 
gratification  to  make  the  adolescent  wish 
to  continue  the  acting  out  behavior.  Herein 
lies  a major  dilemma  of  drug  use.  There  is 
indeed  a feeling  experience  that  has  a pleas- 
urable aspect  to  it. 

There  is  also  an  equally  dangerous  self- 
destructive posture  with  the  adolescent  girl 
sexually  acting  out  wherein  the  female  is 
symbolically  destroyed  in  her  role  as  a lov- 
able, potentially  love-giving  mother  figure. 
Sex  is  used  to  degrade  the  self  and  to  punish 
and  humiliate  the  other.  Many  attempts 
are  made  to  disguise  the  symbolic  self-de- 
struction or  a variety  of  rationalizations, 
primitive  love  rituals  and  attempts  to  deny 
and  to  void  the  ultimate  personal  degrada- 
tion and  symbolic  death  of  the  image  of  the 
individual  girl  involved.  The  partial  suicide 
gesture  involved  in  the  abortion  is  bearing 
and  giving  away  the  unwanted,  unneeded, 
uninvited  children  all  participate  in  the 
spectrum  of  suicide  and  partial  suicide  in 
the  young. 

Summary 

Suicide  in  children  and  adolescents  is  a 
much  more  common  phenomena  than  has 
been  recognized.  It  is  highly  recidivistic. 
Children  are  more  unrealistic  about  their 
suicide  gestures,  not  appreciating  the  inher- 
ent danger.  There  are  many  disguised  forms 
of  suicide  attempts  in  the  adolescent  such 
as  death  by  auto,  drugs,  sexual  acting  out. 
Until  the  basic  causes  are  ferreted  out  in  the 
individual,  recidivism  is  the  rule  and  a con- 
tinued danger.  The  meanings  of  suicide  are 
legion.  In  part  they  are  to  rejoin  loved  ones 
and  an  unrealistic  attempt  to  bring  aban- 
doning friends  and  loved  ones  to  heel,  a 
destructive  gesture  toward  the  self  and  to- 
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ward  the  other,  a loss  of  contact  of  the  until  the  causes  are  understood  and,  where 

individual  with  reality,  a sense  of  alienation,  possible,  resolved.  A suicide  prevention  pro- 

an  attempt  to  live  out  the  mother  and  fa-  gram  for  children  and  adolescents  is  equally 

ther’s  death  wishes  and  the  destroying  of  important  to  the  current  suicide  programs 

self  by  getting  pregnant  and  giving  away  that  have  been  embarked  upon  for  adults. 

the  young.  Every  suicide  gesture  is  an  emer-  Suicide  gesture  is  always  an  emergency. 

gency.  It  is  of  paramount  importance  that  7777T,  . * 
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Clinical  Studies  of  Patients  with  Proven  Lung  Caneer 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  for  clinical  studies 
of  intensive  chemotherapy  and  radiotherapy 
being  conducted  by  the  National  Cancer 
Institute-Veterans  Administration  Medical 
Oncology  Service  at  the  Veterans  Adminis- 
tration Hospital,  Washington,  D.  C. 

Patients  with  proven  lung  cancer  who 
have  had  no  prior  radiotherapy  or  chemo- 
therapy are  needed  for  these  studies.  A lim- 
ited number  of  suitable  veterans  and  non- 
veterans will  be  admitted.  Preference  will 
be  given  to  all  patients  with  oat  cell  ( small 
cell)  carcinoma  and  to  veterans  with  limited 
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disease.  Patients  should  live  within  driving 
distance  of  the  VA  Hospital,  Washington, 
D.  C. 

Close  collaboration  with  the  referring 
physician  is  encouraged. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these 
studies  may  write  or  telephone:  Heine  Han- 
sen, M.D.,  or  The  Attending  Physician, 
NCI-VA  Medical  Oncology  Service,  Vet- 
erans Administration  Hospital,  5 0 Irving 
Street,  N.W.,  Washington,  D.C.  20422. 
Telephone:  202-483-6666  ext.  6806  or 
6807. 
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Surgical  Management  of  Facial  Paralysis  in 
Bell’s  Palsy,  Chronic  Otitis  Media  and  Trauma 


Once  the  etiology  of  paralysis  of 
the  facial  nerve  has  been  estab- 
lished and  the  prognosis  deter- 
mined., the  proper  method  of 
treatment  can  be  selected.  In  some 
situations  spontaneous  recovery 
can  be  expected;  in  others , early 
operation  should  be  done. 


TODAY,  FACIAL  PARALYSIS  remains 
an  enigma  for  the  practitioner,  primar- 
ily because  it  has  had  an  unpredictable  prog- 
nosis. The  loss  of  the  muscles  of  expression 
can  be  quite  incapacitating,  especially  if  an 
insufficient  return  of  function  exists.  There 
are  a multiplicity  of  factors  causing  facial 
paralysis.  Therefore,  all  cases  cannot  be  di- 
agnosed as  "Bell’s  palsy”.  The  cases  of  facial 
paralysis  presented  herein  have  resulted  from 
Bell’s  palsy,  chronic  otitis  media  and  trauma. 
From  the  wide  experience  of  authors  in  the 
literature,  it  is  very  clear  that  the  diagnosis 
of  Bell’s  palsy  is  one  of  exclusion.  Each  case 
of  facial  paralysis  must  be  treated  as  an 
emergency  and  should  be  evaluated  by  an 
otologist  as  soon  as  feasible.  The  factor  that 
has  most  uniformly  influenced  the  final  out- 
come in  many  cases  of  facial  paralysis  has 
been,  in  our  experience,  the  lapse  of  time 
between  onset  and  referral.  With  newer 
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techniques  of  electrical  evaluation  for  facial 
paralysis,  the  severity  of  the  paralysis  can 
be  assessed  early,  and  a more  accurate  prog- 
nosis can  be  established. 

The  diagnosis  of  facial  nerve  paralysis  is 
usually  simple  in  the  fully  developed  case. 
There  is  obvious  facial  asymmetry  with  loss 
of  voluntary  muscle  control.  At  rest,  the 
eye  may  not  fully  close  and  the  usual  skin 
creases  are  flattened.  The  eye  rolls  upward 
(Bell’s  phenomenon)  if  the  patient  tries  to 
close  the  eye.1  Under  exceptional  circum- 
stances, a bilateral  facial  palsy  may  be  pres- 
ent with  no  facial  asymmetry  at  rest  and, 
until  the  patient  is  asked  to  move  the  face, 
one  may  not  realize  the  problem  exists. 

Varying  degrees  of  aural  pain  may  be 
noted  prior  to,  or  just  after  the  onset  of  the 
facial  palsy.  It  is  felt  that  this  symptom  is 
secondary  to  ischemia  of  the  nerve.  In  the 
past,  the  presence  of  moderate  to  severe  pain 
was  looked  upon  as  a poor  prognostic  sign  of 
recovery.  This  impression  is  now  felt  to  be 
invalid  because  many  authors  have  found 
that  spontaneous  recovery  occurs  despite  se- 
vere pain  having  been  present  initially.' 

Loss  of  taste  on  the  affected  side  is  noted  in 
about  50%  of  the  patients.  Hyperacusis  is 
found  frequently  if  the  stapedius  muscle  is 
involved.  When  the  loss  of  taste  and  dysa- 
cousis  are  present,  they  may  subside  gradu- 
ally despite  the  continuance  of  the  facial 
palsy.  Lacrimation  is  sometimes  decreased 
on  the  same  side  when  measured  by  the 
Schirmer  test.  Vertigo  is  infrequently  found 
during  the  first  days  of  the  palsy  and  is 
thought  to  be  secondary  to  vasomotor  dys- 
function. The  submandibular  salivary  gland 
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flow  is  decreased  in  variable  amounts  on  the 
involved  side  and  can  be  measured  by  can- 
nulization.4  Measurement  of  the  lacrima- 
tion  and  the  salivary  gland  secretion  have 
not  been  necessary  in  determining  the  ex- 
tensiveness of  the  lesion  routinely. 

Flaccid  facial  paralysis  may  be  due  to 
chronic  middle  ear  disease,  a congenital 
cholesteatoma,  a tumor  within  the  temporal 
bone,  or  tumor  of  the  facial  nerve  itself. 
Review  of  these  possible  causes  should  be 
done  prior  to  making  the  diagnosis  of  Bell’s 
palsy,  which  is  the  most  common  condition 
causing  facial  nerve  paresis.  Any  unilateral 
facial  nerve  paralysis,  whether  partial  or 
complete,  of  abrupt  onset  with  associated 
postauricular  pain  and  in  the  absence  of 
other  signs  or  symptoms  of  ear  disease  or 
central  nervous  system  disorders,  may  then 
be  classified  as  Bell’s  palsy. 

The  etiology  of  Bell’s  palsy  is  incom- 
pletely understood.  There  is  no  lower  animal 
which  has  a similar  disorder  and  can  be 
studied  in  vivo.  Experimental  models  to  date 
have  been  inconclusive  in  proving  the  cause 
of  facial  paralysis.  Hilger,  Kettel  and  others 
have  advanced  the  hypothesis  of  primary 
and  secondary  ischemia  of  the  nerve.  The 
initial  ischemia  of  the  nerve  occurs  at  or 
near  the  stylomastoid  foramen  with  result- 
ant venous  stasis  and  edema  of  the  nerve, 
producing  a conduction  block  (neuro- 
praxia),  the  edema  leads  to  subsequent  sec- 
ondary compression  of  the  collateral  vas- 
culature in  the  canal  and,  therefore,  to 
greater  edema.  This  establishes  a vicious, 
irreversible  cycle.  Confirmation  of  this  the- 
ory has  been  supported  by  histological  data.5 
However,  conflicting  evidence  regarding  the 
ischemia  theory  is  worthwhile  mentioning.6 
On  the  basis  of  operative  and  histological 
examinations  of  the  facial  nerve  sheaths,  it 
was  doubted  that  Bell’s  palsy  was  due  to 
entrapment  of  the  facial  nerve  but,  more 
likely,  was  a lower  motor  neuron  disease  of 
probable  viral  etiology.  Unfortunately,  no 
virus  has  been  identified  on  the  limited 
amount  of  histological  specimens  available. 


It  remains  for  some  excellent  electron  mi- 
croscopic evidence  as  well  as  cultures  to 
prove  the  presence  of  viruses  in  the  nerve. 

Three  prognostic  categories  can  be  as- 
signed on  the  basis  of  the  pathophysiology 
of  the  peripheral  nerve  injury.  The  first, 
neuropraxia,  or  physiological  block,  indi- 
cates a reversible  disruption  of  the  nerve 
transmission,  and  is  not  accompanied  by 
distal  nerve  degeneration.  Recovery  occurs 
spontaneously  within  weeks.  The  second, 
axonotmesis,  is  degeneration  of  the  axon  and 
myelin  sheath  distally  without  damage  to 
the  neurolemmal  or  endoneural  sheaths.  In 
this  group,  a number  will  not  recover  com- 
pletely and  synkinesis  may  be  present.  With 
the  third,  neurotmesis,  the  nerve  has  been 
completely  severed  and  there  is  an  incom- 
plete degeneration  with  some  fibers  intact 
and  others  in  neuropraxic  condition. 

The  ability  to  determine  the  reversibility 
of  a facial  paralysis  at  an  early  stage  after 
its  onset  has  contributed  to  more  successful 
management  of  facial  palsy.  Taverner  feels 
that  the  prognosis  can  be  established  within 
the  first  seven  days  of  onset.  At  least  one- 
half  of  the  patients  with  Bell’s  palsy  have 
mild  neuropraxia  which  will  have  spontane- 
ous and  complete  recovery.  Jongkees  cau- 
tions against  the  overreliance  upon  these 
descriptive  terms  since  they  really  represent 
changing  processes.  A neuropraxia  may  grad- 
ually become  a neurotmesis.  This  constant 
change  reinforces  the  concept  of  serial  ex- 
aminations of  the  patient  over  a period  of 
weeks.  If  there  is  a gradual  loss  of  function 
and  muscle  tone  with  supporting  increase 
in  the  percutaneous  nerve  excitability,  then 
an  operation  seems  in  order  and  should  not 
be  delayed. 

At  West  Virginia  University,  electro- 
diagnostic studies  have  become  more  widely 
utilized  in  the  management  of  facial  paraly- 
sis since  1965.  Two  electro-diagnostic  meth- 
ods are  available  at  most  institutions,  the 
electromyography  and  the  nerve  stimula- 
tion tests.  We  have  found  the  nerve  excit- 
ability test,  using  the  Hilger  nerve  stimula- 
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tor,  to  be  quite  reliable  in  the  outpatient 
department.  This  test  cannot  be  applied 
until  after  72  hours  since  electrical  changes 
in  the  nerve  follow  neurolysis  by  at  least  48 
hours.  The  Hilger  nerve  stimulator  delivers 
a square  pulse  of  negative  polarity  at  the 
duration  of  0.6  milliseconds.  The  intensity 
can  be  varied  from  zero  to  2 5 milliamperes 
and  is  read  directly,  since  the  system  auto- 
matically compensates  for  resistance  in  the 
circuit. 

The  stimulating  electrode  is  placed  per- 
cutaneously  over  the  frontalis-eye  branches 
and  the  distribution  of  the  ramus  mandibu- 
laris  branch  of  the  facial  nerve.  The  current 
is  increased  until  a minimal  detectable  con- 
traction of  muscle  occurs  on  the  normal 
side  and  then  the  involved  side  is  stimulated. 
Values  are  obtained  quickly  and  can  be  com- 
pared to  previous  results,  and  objective  data 
regarding  the  progress  of  the  paralysis  can 
be  appraised.  Nerve  testing  should,  for  prac- 
tical purposes,  be  done  every  two  to  three 
days  until  a valid  prognosis  can  be  estab- 
lished. In  neuropraxia,  there  is  little,  if 
any,  difference  in  the  excitability  of  the 
facial  nerve.  As  the  nerve  progresses  to 
complete  degeneration,  a progressive  in- 
crease in  the  excitability  is  noted.  This 
change  is  considered  a poor  prognostic  sign 
and  decompression  is  recommended  when  a 
difference  of  3.5  milliamperes  between  the 
normal  and  involved  side  exists.13 

Recovery  from  Bell’s  palsy  has  been  often 
quoted  as  8 5%.  Hilger  feels  that  only  5 5% 
have  fully  satisfactory  recovery,  with  per- 
haps 25%  having  only  partial  recovery  or 
synkinesis.'  About  25%  of  patients  with 
"untreated”  facial  palsy  are  not  satisfied 
with  their  improvement.  It  is  our  clinical 
impression  that  these  conservative  estimates 
of  recovery  are  more  accurate.  Failure  to 
recover  completely  may  result  in  a severe 
cosmetic,  as  well  as  functional  deformity 
for  the  patient. 

Medical  management  of  the  patient  has 
been  advocated  by  Hilger  who  feels  the 
problem  is  a medical  emergency.  All  at- 


tempts are  made  to  decrease  the  initial  isch- 
emia episode.  The  use  of  vasodilators,  such 
as  0.25%  procaine  hydrochloride  or  a cervi- 
cal sympathetic  block  may  be  of  benefit. 
However,  this  treatment  in  addition  to  the 
use  of  antibiotics,  antirheumatoid  treatment 
and  galvanic  stimulation  of  the  muscles  have 
been  proved  to  be  statisically  insignificant. 
Only  ACTH  has  been  shown  to  possibly 
influence  the  course  of  the  palsy.2,7  It  is 
generally  given  during  the  first  ten  days. 

When  facial  paralysis  occurs  in  chronic 
otitis  media,  the  need  for  an  operation  is 
immediate  and  there  is  unanimous  agree- 
ment that  this  situation  requires  early  sur- 
gery. The  nerve  has  usually  resisted  a cho- 
lesteatoma and  secondary  osteitis  for  some 
time  and  cannot  be  left  to  recover  on  its 
own  with  conservative  management. 
Prompt  treatment  may  be  the  only  method 
of  restoring  function  of  the  nerve.  When 
decompression  fails  to  bring  about  recovery 
within  six  months,  then  a secondary  graft- 
ing procedure  should  be  considered. 

Paralysis  following  surgery  is  another 
problem  which  requires  prompt  exploration 
of  the  operated  ear.  Only  when  local  anes- 
thesia has  been  used  does  one  have  the  priv- 
ilege to  wait  for  "the  sun  to  rise”  before 
returning  to  surgery.  Each  surgeon  should 
carefully  inspect  the  patient  postoperatively 
for  facial  movement.  At  times,  a tap  at  the 
nasion  may  stimulate  the  eyelid  reflexes  and 
the  subsequent  facial  movement  on  the  op- 
erative side  is  quite  reassuring  to  the  sur- 
geon. Jongkees  feels  that  the  facial  nerve 
may  be  damaged  by  any  surgeon  despite 
judicious  surgical  technique.  Facial  paraly- 
sis after  surgery  does  not  necessarily  imply 
severance  of  the  nerve  but  does  indicate  a 
very  serious  condition.  Exploration  of  the 
operative  site  is  mandatory  at  once.  If  the 
nerve  is  allowed  to  rest  without  surgery, 
there  may  be  secondary  ingrowth  of  con- 
nective and  granulation  tissue  which  will 
intensify  the  degree  of  nerve  destruction 
and  difficulty  with  secondary  repair.  Where 
the  nerve  is  severed,  restoration  of  function 
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may  be  accomplished  only  by  a nerve  graft 
or  suturing.  This  procedure  should  be  done 
as  early  as  possible  to  achieve  the  maximum 
recovery  of  function. 

Case  Histories 

In  April  1969,  a 20-year-old  white  female 
noted  the  sudden  onset  of  left  facial  paraly- 
sis during  the  last  month  of  pregnancy.  Ini- 
tial nerve  excitability  studies  indicated  a 
good  prognosis.  However,  after  delivery  of 
her  child  on  April  28,  1969,  she  was  fol- 
lowed on  an  outpatient  basis  with  adequate 
nerve  function  present  until  June  12,  1969, 
when  a marked  difference  in  the  nerve  ex- 
citability was  found.  At  the  next  visit,  a 
facial  nerve  decompression  was  recom- 
mended and  carried  out.  Following  sur- 
gery, the  nerve  could  not  be  stimulated.  On 
postoperative  examination,  the  patient 
showed  a gradual  improvement.  There  is 
now  90%  recovery  of  nerve  function  with 
good  control  of  muscles  and  no  synkinesis. 
The  hearing  remains  excellent. 

In  April  1968,  a 57-year-old  white  female 
with  persistent  otorrhea  since  childhood  was 
found  to  have  a large  red  aural  polyp  in  the 
right  auditory  canal  which  did  not  respond 
to  medical  management.  On  April  4,  1968, 
a right  radical  mastoidectomy  was  done.  At 
surgery  a large  bone  eroding  cholesteatoma 
was  encountered.  In  the  immediate  postop- 
erative period,  a right  facial  nerve  paralysis 
was  noted.  The  patient  was,  therefore,  re- 
turned to  surgery  for  a facial  nerve  decom- 
pression and  possible  grafting  procedure. 
Examination  of  the  mastoid  cavity  revealed 
the  nerve  to  be  transected  at  the  pyramidal 
turn.  A grafting  procedure  was  elected.  The 
great  auricular  nerve  was  obtained  and 
interposed  between  the  proximal  and  distal 
trimmed  segments  of  the  nerve.  No  suture 
was  used.  The  nerve  was  covered  with  thin 
Silastic  sheeting  and  the  cavity  was  closed. 
The  postoperative  recovery  was  greater  than 
90%  in  one  year. 

Technique 

In  our  Institution,  the  postauricular  ap- 


proach has  been  used  for  each  decompres- 
sion of  the  facial  nerve.  A complete  simple 
mastoidectomy  is  performed  with  the  ex- 
posure of  the  incus,  horizontal  semicircular 
canal  and  the  diagastric  ridge  as  anatomical 
landmarks.  The  bone  from  the  stylomastoid 
foramen  to  the  lateral  tip  of  the  horizontal 
semicircular  canal  is  thinned  until  the  nerve 
is  visible  as  a pink-white  structure  beneath 
the  bone.  The  thin  bone  over  the  nerve  is 
then  removed  with  curettes  gradually  and 
care  is  used  to  preserve  the  stylomastoid  ar- 
tery inferiorly.  The  nerve  sheath  is  incised 
with  a McHugh  knife  from  the  foramen  to 
just  beyond  the  pyramidal  turn  and  the 
nerve  is  noted  to  bulge  out  from  the  sheath 
almost  immediately.  Occasionally,  the  nerve 
is  decompressed  to  the  geniculate  ganglion 
using  the  facial  nerve  elevators  with  care 
to  preserve  the  functioning  incus.  Gelfoam 
is  used  to  cover  the  exposed  nerve.  The 
wound  is  then  closed  in  three  layers.  Gen- 
erally, the  patient  is  discharged  on  the  sec- 
ond postoperative  day. 

The  facial  nerve  grafts  have  been  required 
in  both  intratemporal  and  extratemporal 
repair  of  the  nerve.  Uniformly,  the  great 
auricular  nerve  has  been  used  as  a donor. s 
Its  availability  to  the  operative  site,  close 
caliber  to  the  diameter  of  the  facial  nerve 
and  branching  make  it  an  ideal  donor. 
Rarely,  will  the  lateral  femoral  cutaneous 
nerve  be  required  unless  the  situation  arises 
where  almost  the  entire  length  of  the  facial 
nerve  must  be  replaced.  Once  the  patho- 
logical lesion  has  been  isolated,  anastomosis 
is  done  under  the  operating  microscope  at 
10X  power,  the  proximal  and  distal  nerves 
are  trimmed  of  the  usual  neuroma  or  glioma 
with  a fine  razor  blade  to  avoid  unnecessary 
trauma  to  the  nerve  fibers.  In  extratem- 
poral anastomosis,  the  suture  is  placed  with 
otologic  alligator  forceps  using  7.0  nylon 
on  an  atraumatic  needle.  At  least  four 
sutures  should  be  used.  Intratemporal  nerve 
anastomosis  generally  do  not  require  sutures. 
The  anastomosis  then  is  protected  with  a 
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thin  silastic  sheeting,  rather  than  Gelfoam, 
to  prevent  connective  tissue  ingrowth." 

Results 

All  cases  of  facial  paralysis  due  to  Bell’s 
palsy,  chronic  otitis  media  and  trauma  re- 
sulting in  nerve  decompression  or  grafting 
at  West  Virginia  University  Medical  Center 
between  1965  and  1969  were  reviewed  in 
this  study.  (Table  1)  Our  series  of  facial 


Despite  the  fact  that  all  patients  were 
operated  upon  before  three  months  had 
elapsed,  the  late  arrival  of  so  many  of  our 
patients  and  the  incomplete  degeneration  of 
the  nerve  in  most  instances,  may  account 
for  the  variability  in  the  results  of  nerve 
decompression  in  our  group.  The  average 
recovery  rate  was  65%,  with  one  case  re- 
gaining only  3 5 % recovery.  Evaluation  of 
the  percentage  of  recovery  was  based  on  the 


TABLE  I 
Bell’s  Palsy 


Age 

Sex 

Onset  Prior 
to  Operation 

Nerve 

Excitability 

Follow  Up 

Recovery 

16 

M 

3 wks. 

10  ma. 

11  mo. 

75% 

58 

M 

5 wks. 

10  ma. 

9 mo. 

60% 

61 

M 

12  wks. 

10  ma. 

8 mo. 

80% 

36 

M 

4 wks. 

10  ma. 

40  mo. 

30% 

53 

M 

5 wks. 

10  ma. 

44  mo. 

50% 

20 

F 

8 wks. 

3.5  ma. 

10  mo. 

90% 

25 

F 

11  wks. 

10  ma. 

48  mo. 

80  o 

32 

M 

5 wks. 

10  ma. 

insufficient 

21 

F 

3 wks. 

10  ma. 

insufficient 

nerve  decompressions  for  Bell’s  palsy  were 
done  on  an  overwhelming  majority  of  males. 
The  patients  received  nerve  excitability  test- 
ing, mastoid  films  and  an  audiogram  on 
their  initial  visit.  No  systemic  drugs,  such 
as  ACTH  were  used  by  us.  Mastoid  films 
consistently  were  reported  as  well-aerated 
on  the  involved  side  by  the  radiologist.  The 
audiograms  were  normal,  except  where 
maximum  comfort  loudness  testing  was 
done  and  these  patients  demonstrated  an 
intolerance  to  noise.  Each  patient  was  tested 
by  more  than  one  observer  and  on  more  than 
one  occasion  prior  to  recommending  a facial 
nerve  decompression. 

It  is  interesting  that  all  but  one  of  our 
patients  had  no  nerve  stimulation  at  the 
time  of  the  first  consultation.  The  average 
time  elapsed  before  the  initial  patient  visit 
was  five  weeks.  The  one  patient  who  showed 
early  nerve  stimulation  was  in  her  last  tri- 
mester of  pregnancy  and,  following  deliv- 
ery, subsequently  went  on  to  develop  in- 
complete degeneration  with  a difference  of 
more  than  3.5  milliamperes  in  the  nerve 
excitability. 


return  of  voluntary  and  involuntary  facial 
movements  following  surgery.2  (See  Table 
2)  Very  little  postoperative  synkinesis  was 
TABLE  2 

Criteria  for  the  Evaluation  of  Percentage 


OF 

Recovery 

Class  1 

100% 

A. 

Normal  facial  configuration  at 

rest 

B. 

Normal  facial  configuration  on 

articulation 

C. 

Ability  to  completely  close 

eyes 

D. 

No  dysymmetry  on  laughing  or 

whistling 

Class  2 

50-100% 

A. 

Must  include  A,  B,  C of  Class  1 

B. 

Degree  of  dysymmetry  on 

laughing  or  whistling 

Class  3 

0-  50% 

A. 

Degree  of  facial  asymmetry  at 

rest 

B. 

Degree  of  dysfunction  of  facial 

movement 


From:  Giancarlo  and  Mattuei,  Archives 

Otolaryngology,  Vol.  91,  January  1970. 

noted  in  our  patients  with  complete  degen- 
eration and  is  unusual  according  to  other 
authors.10  The  surgical  procedure  was  well 
tolerated  by  each  patient  and  no  complica- 
tions following  surgery  were  encountered. 
Two  patients  have  been  seen  since  the  bulk 
of  our  data  was  compiled  and  an  insufficient 
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time  has  passed  since  decompression  to  eval- 
uate their  recovery  of  function. 

The  patients  with  facial  paralysis  sec- 
ondary to  chronic  otitis  media  had  long- 
standing otologic  disease.  Both  patients 
were  treated  promptly  with  radical  mas- 
toidectomies and  decompression  of  the  facial 
nerve.  Their  recovery  of  nerve  function  was 
rapid  and  excellent  (see  Table  3 ) . 


nerve  paralysis  may  establish  an  early 
prognosis  for  functional  nerve  recov- 
ery. 

(2)  Decompression  of  the  facial  nerve  in 
each  instance  wherein  there  is  no  re- 
sponse to  the  nerve  excitation  resulted 
in  incomplete  recovery  of  function  and 
occasional  synkinesis.  However,  overall 
return  of  function  averaged  65%. 


TABLE  3 

Chronic  Otitis  Media  and  Trauma 


Age 

Sex 

Etiology 

Onset  Prior 
to  Surgery 

Follow  Up 

Recovery 

50 

M 

Ch.  otitis 

1 week 

9 months 

100% 

68 

M 

Ch.  otitis 

3 days 

23  months 

90% 

25 

M 

Fracture 

2 weeks 

24  months 

10% 

57 

F 

Surg.  (graft) 

hours 

18  months 

90% 

43 

F 

Surg.  (graft) 

hours 

22  months 

90% 

23 

F 

Surg.  (graft) 

immediate 

14  months 

70% 

17 

M 

Surg.  (graft) 

6 months 

lost  to  follow  up 

27 

M 

gunshot  wound 

8 weeks 

insufficient 

The  cases  where  a facial  nerve  graft  is 
required  occur  infrequently  in  our  experi- 
ence. Few  postoperative  facial  palsies  have 
been  encountered  by  us.  One  case  which 
was  more  than  six  months  old  before  nerve 
grafting  was  attempted  was  lost  to  follow 
up.  From  the  literature,  it  is  apparent  that 
such  a case  has  a dismal  prognosis  regarding 
return  of  function  despite  grafting.  In  those 
patients  that  necessitated  grafting  only 
hours  following  mastoid  surgery,  our  results 
were  excellent.  Successful  recovery  of  func- 
tion where  nerve  grafting  has  been  em- 
ployed is  the  experience  of  others  also.  An 
extratemporal  repair  of  the  nerve  during  the 
resection  of  a malignant  mucoepidermoid 
carcinoma  of  the  parotid  gland  resulted  in 
70%  recovery  in  one  year.  One  patient  with 
facial  nerve  paralysis  secondary  to  a gunshot 
wound  has  been  treated  with  a long  nerve 
graft  and  an  insufficient  time  has  elapsed  for 
recovery  of  the  nerve  to  be  evaluated 
(Table  3 ) . 

Summary 

( 1 ) Early  referral  with  complete  exam- 
ination and  repetitive  nerve  excitability 
studies  in  all  patients  having  facial 


(3)  Rapid  treatment  of  facial  paralysis 
with  chronic  otitis  media  is  necessary 
and  probably  increases  recovery  rate. 

(4)  Loss  of  the  facial  nerve  function  due 
to  trauma  or  surgery  with  extratem- 
poral or  intratemporal  grafting  has  re- 
sulted in  excellent  recovery  of  volun- 
tary facial  muscle  control. 

(5)  The  great  auricular  nerve  was  used  as 
a donor  and  grafting  was  done  at  the 
time  of  surgical  disruption  or  imme- 
mediately  following  trauma. 
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Clinical  Center  Study  of  Patients  with  Ovarian  Carcinoma 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  for  a controlled 
clinical  trial  of  the  treatment  of  advanced 
ovarian  carcinoma  being  conducted  by  the 
National  Cancer  Institute’s  Solid  Tumor 
Service  at  the  Clinical  Center,  National  In- 
stitutes of  Health,  Bethesda,  Maryland. 

Previously  untreated  patients  with  serous 
or  undifferentiated  ovarian  carcinoma  Stage 
III  or  IV  (International  Classification)  are 
needed  for  this  study. 

Upon  completion  of  their  studies,  patients 
will  be  returned  to  the  care  of  the  referring 


physician  who  will  receive  a summary  of 
findings. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these 
studies  may  write  (including  a brief  clinical 
summary  and  representative  slides)  or  tele- 
phone: Vincent  T.  DeVita,  M.D.,  Clinical 
Center,  Room  12-N-226,  National  Insti- 
tutes of  Health,  Bethesda,  Md.  20014,  Tele- 
phone 301-496-4916.  Or  Robert  C.  Young, 
M.D.,  Clinical  Center,  Room  4-B-13,  Na- 
tional Institutes  of  Health,  Bethesda,  Md. 
20014,  Telephone:  301-496-2031. 
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Reach  to  Recovery 

Reach  to  Recovery  is  a rehabilitation  pro- 
gram for  the  mastectomy  patient,  which  is 
carried  on  by  volunteers  under  the  direction 
of  the  American  Cancer  Society.  Its  aim 
is  to  help  the  mastectomy  patient  resume 
her  normal  life  physically  and  emotionally, 
thus  complimenting  the  scientific  expertise 
of  her  physician. 

It  all  began  in  195  3,  when  Mrs.  Terese 
Lasser  of  New  York  City  found  herself 
facing  the  unknown  and  uncertain  world 
of  the  post-mastectomy  patient.  There  was 
little  information  available  on  breast  forms, 
exercise,  or  clothing.  Through  trial  and  error 
she  learned  the  answers  to  her  questions  and 
vowed  to  share  this  knowledge  with  new 
mastectomy  patients.  She  began  visiting 
patients  at  her  surgeon’s  request  and  in  time 
developed  a method  of  approach  and  a small 
kit  containing  various  supplies  for  the  mas- 
tectomy patient.  Demands  soon  surpassed 
her  capacity,  and  she  decided  to  train  other 
mastectomy  patients  to  help  meet  the  need. 
Guidelines  for  trainees  were  carefully  estab- 
lished, and  ultimately  a Reach  to  Recovery 
Foundation  was  formed.  Mrs.  Lasser  trav- 
eled over  the  world  developing  an  organiza- 
tion of  highly  trained  volunteers,  who 
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brought  new  hope  to  the  post-mastectomy 
patient. 

In  1966,  Mrs.  Adice  Waymack  of  Rich- 
mond went  to  Mrs.  Lasser  for  training  and 
became  the  first  Reach  to  Recovery  volun- 
teer in  Virginia.  Her  uncompromising 
standards,  limitless  energy,  and  delightful 
charm  convinced  the  Virginia  Division  of 
the  American  Cancer  Society  that  such  a 
program  logically  belonged  as  a function  of 
the  Service  Committee  of  our  Society,  and 
the  program  in  Virginia  was  thus  expanded 
to  other  cities.  The  official  adoption  of  the 
Reach  to  Recovery  Program  into  the  Serv- 
ice Program  of  the  American  Cancer  So- 
ciety on  a national  scale  was  stimulated  in 
a large  part  by  the  Virginia  Division.  There 
are  now  Reach  to  Recovery  Programs  in 
some  394  units  throughout  the  United 
States,  and  last  year  some  7,600  patients 
were  served  in  this  program.  In  Virginia 
alone,  74  units  have  active  Reach  to  Recov- 
ery Programs  involving  38  hospitals  which 
utilize  80  trained  volunteers  who  have  as- 
sisted some  517  patients  during  the  year. 

The  Reach  to  Recovery  Program  is  care- 
fully controlled  in  all  aspects.  The  volun- 
teers are  themselves  mastectomy  patients, 
and  they  are  screened  carefully  to  assure 
their  emotional  and  physical  capabilities  for 
work  in  such  a personal  manner.  Each  vol- 
unteer must  be  approved  by  two  physicians 
who  know  her  well,  and  each  program  is 
under  the  direct  supervision  of  a physician. 
Once  selected,  the  volunteer  is  put  through 
a special  training  course  conducted  under 
the  direction  of  the  State  Reach  to  Recov- 
ery Coordinator.  Special  attention  is  di- 
rected to  the  patient  approach  and  avoid- 
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ance  of  comparison  or  giving  medical  advice. 
The  volunteer  visits  the  patient  in  the  hos- 
pital only  with  the  full  knowledge  and 
consent  of  the  patient’s  physician.  Each 
patient  is  given  a kit  containing  a booklet 
of  hints  on  clothing  and  other  personal  mat- 
ters, a ball  and  rope  for  specific  exercises, 
and  a temporary  breast  form  to  be  worn 
upon  leaving  the  hospital.  The  volunteer 
will,  of  course,  help  with  many  non-medical 
personal  matters.  The  patient  may  call  the 
volunteer  for  advice  after  leaving  the  hos- 
pital, and  Reach  to  Recovery  offices  can 
give  valuable  information  regarding  perma- 
nent breast  forms  available  in  each  area. 
There  is,  of  course,  no  charge  for  this 
service. 

Reach  to  Recovery  is  not  a club.  Its  sole 
purpose  is  to  help  women  return  as  rapidly 
as  possible  to  their  normal  way  of  life.  It 
does  give  them  help  during  that  emotional, 
tense  period  of  post-operative  adjustment 
and  provide  them  with  living  proof  that 
they  can  be  normal  again. 

Physicians  must  decide  the  proper  treat- 
ment for  cancer  of  the  breast,  but  certainly 
most  of  the  60,000  new  cases  each  year  will 
have  some  form  of  mastectomy.  The  sur- 


geons of  Virginia  are  fortunate  to  have 
available  for  their  patients  a free  rehabilita- 
tion service  which  provides  practical  advice, 
an  understanding  ear,  and  a living  model  of 
recovery.  This  indeed  assures  the  whole 
patient  a high  quality  of  survival. 

Comments 

Rehabilitation  of  the  woman  who  has 
undergone  removal  of  her  breast  for  cancer 
has  often  been  neglected.  The  treatment 
has  been  for  the  disease,  while  the  patient 
has  been  overlooked.  The  success  of  a par- 
ticular type  of  therapy  has  previously  been 
measured  by  the  length  of  survival  of  the 
patient.  We  now  realize  that  the  quality 
of  survival  is  also  of  primary  importance. 
Who  could  play  a more  important  role  in 
the  complete  recovery  of  a mastectomy  pa- 
tient than  a sympathetic,  knowledgeable 
woman  who  has  successfully  undergone  a 
mastectomy  and  has  been  completely  reha- 
bilitated both  physically  and  emotionally? 

We  are  indebted  to  Dr.  Wilhelm  for  pre- 
senting such  a clear  picture  of  the  work  of 
the  Reach  to  Recovery  Program.  We  share 
his  enthusiasm  for  this  outstanding  service. 

The  Editors 
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Mental  Health  — 


A Comparison  of  Attitudes  Towards  a 

General  Medical  and  a Psychiatric 

Hospital 

That  psychiatric  patients  feel  the  stigma 
from  society  is  a repeatedly  validated  con- 
cept seen  whenever  a patient  conceals  his 
therapy  from  friends,  parents  or  employers. 
Job  applications,  college  entrance  applica- 
tions and  countless  other  inquiring  "forms” 
clearly  add  to  the  realistic  need  for  privacy 
of  one’s  psychiatric  encounters.  Active  duty 
military  personnel,1 ' educators  at  all  levels, 
government  officials  with  top  secret  security 
clearance,  all  cherish  anonymity  in  being  a 
psychiatric  patient.  On  a more  day-to-day 
level,  the  chagrin  of  vicious,  wagging,  neigh- 
borhood tongues  is  often  a source  of  dis- 
comfort for  patients. 

Feelings  of  being  viewed  as  "different”  are 
so  apparent  and  universal  that  documenta- 
tion of  this  "fact”  is  not  necessary.  Literally 
being  burned  as  a demon  invested  witch  is 
fortunately  no  longer  a realistic  fear.3'4  Al- 
though not  lethal,  as  in  the  historical  past, 
present  bias  and  fear  remain  within  our 
society — but  they  are  currently  more  often 
cleverly  concealed  behind  euphemistic  slo- 
gans. Paradoxical,  inconsistent  and  confus- 
ing is  the  clandestine  bias  of  "pushers”  of 
mental  health  care — "mental  illness  is  noth- 
ing to  be  ashamed  of” — as  opposed  to  overt 
inquiries — "have  you  ever  been  treated  for 
an  emotional  disorder?”  However,  from 
whatever  direction  the  proverbial  finger 
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points,  and  no  matter  how  the  bias  is  camou- 
flaged to  the  general  populace,  the  patient 
recognizes  and  responds  with  stress  to  the 
pressure. 

The  present  work  was  designed  to  study 
this  concealed  bias,  based  upon  the  hypothe- 
sis (as  well  as  our  own  bias)  that  prejudice 
is  rampant  in  our  social  structure,  but  that 
unlike  the  witch  hunters,  attempts  are  made 
to  conceal  these  ingrained  and  illogical  feel- 
ings because  today,  to  be  "in”,  one  is  to  be 
"for”  and  not  "against”  mental  health.  Ex- 
amining the  collective  attitudes  of  a commu- 
nity for  inference,  to  be  fully  described 
later,  is  the  technique  used  to  achieve  our 
goal.  It  was  felt  that  direct  questions  about 
feelings  toward  psychiatric  patients  and  or 
emotional  illness  would  be  parried  or  not 
answered  honestly;  therefore,  we  planned 
a "comparative”  approach,  using  a com- 
munity that  was  physically  located  in  im- 
mediate proximity  to  a mental  hospital  and 
a general  medical  hospital.  This  geographic 
happenstance  was  seized  to  provide  the  in- 
gredients to  evaluate  and  explore  the  feelings 
and  attitudes  of  a given  population  toward 
hospitalized  sufferers  of  emotional  disorders. 

Method 

A survey  was  conducted  in  a housing 
development  consisting  of  apartments  and 
town  houses  located  about  500  yards  be- 
tween and  in  full  view  of  a 700  bed  general 
hospital  and  a 120  bed  mental  hospital. 

A special  questionnaire  was  developed  for 
this  project  in  order  to  poll  pertinent  opin- 
ions about  awareness,  feelings  of  safety,  ad- 
vantages or  disadvantages  of  the  proximity 
of  the  hospital,  etc.  Identical  questions  were 
asked  about  both  hospitals,  but  a comparison 
of  feelings  towards  both  hospitals,  while 
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implied,  was  not  specifically  asked.  Addi- 
tional demographic  information  was  col- 
lected, such  as  sex,  age,  education  and  oc- 
cupation of  the  head  of  a household. 

A random,  door-to-door  survey  was  con- 
ducted by  one  person  in  which  a total  of 
120  persons  was  surveyed.  Twenty  respond- 
ents were  uncooperative  so  that  100  final 
full  responses  were  obtained. 


having  a college  degree.  One  respondent  of 
the  100  refused  to  answer  the  question  on 
educational  level,  but  all  the  rest  had  at  least 
a high  school  diploma,  and  25%  had  some 
college.  This  high  educational  level  seems 
to  be  representative  of  this  metropolitan  area 
in  general. 

The  responses  to  the  following  three  ques- 
tions were  analyzed  by  education: 


Results 

The  age,  range,  education,  and  sex  distri- 
bution of  the  population  surveyed  is  repre- 
sented in  Graph  I and  II.  62%  of  the  total 


1.  Are  you  aware  that  both  a general 
medical  hospital  and  a mental  hospital  are 
located  within  a few  hundred  yards  of  your 
home? 

2.  Do  you  feel  it  is  an  advantage  to  live 


SCHOOL  COLLEOe  ORftO.  INFO. 


HIGHEST  EDUCATION  ATTAINMENT 

Ss  were  below  the  age  of  3 5,  and  80%  were 
below  the  age  of  45,  thus  revealing  a fairly 
young  population.  72%  of  the  respondents 
were  women;  perhaps  a reflection  of  the 
daytime  period  of  collection  of  data  while 
most  husbands  work. 

Educational  level  was  found  to  be  high 
with  53%  of  the  heads  of  the  household 
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AGE  RANGE 

so  near  to  either  a general  hospital  or  a men- 
tal hospital? 

3.  Do  you  feel  safer  or  more  uneasy  in 
having  the  two  hospitals  so  near  to  you? 

One  hundred  percent  of  the  Ss  were  aware 
of  the  presence  of  the  general  hospital, 
which  was  constructed  many  years  before 
the  mental  hospital  occupied  its  site.  70% 
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were  aware  of  the  mental  hospital  which 
occupies  a ten  acre  spread.  There  are  no 
walls  or  fences  around  either  of  these  hos- 
pitals or  around  the  houses  or  apartments. 
To  appearance,  one  could  not  differentiate 
which  building  was  for  emotionally  dis- 
turbed people. 

In  response  to  the  second  question,  87% 
of  the  Ss  saw  the  presence  of  the  general 
hospital  as  a clear  advantage,  only  63%  saw 
the  presence  of  the  mental  hospital  as  an 
advantage.  Only  one  person  felt  the  dis- 
advantage by  the  presence  of  the  general 
hospital,  while  3 Ss  felt  disadvantage  of  the 
presence  of  the  mental  hospital.  The  great- 
est difference  was  the  "not  sure”  category. 
Only  12%  surveyed  were  not  sure  about 
the  advantages  of  the  general  hospital  and 
34%  about  the  mental  hospital,  a very  size- 
able difference.  Of  those  Ss  who  had  some 
college  education,  or  were  college  graduates, 
26%  were  "not  sure”  about  the  mental  hos- 
pital, 9%  were  "not  sure”  about  the  general 
hospital. 

Somewhat  similar  was  the  response  to  the 
third  question;  77%  of  the  Ss  felt  safer 
regarding  the  presence  of  the  general  hos- 
pital, while  only  56%  felt  safer  with  the 
presence  of  the  mental  hospital.  There  were 
no  Ss  who  felt  less  safe  with  the  general 
hospital,  but  7%  felt  less  safe  because  of  the 
proximity  to  the  mental  hospital. 

23%  were  not  sure  about  the  general 
hospital  and  37%  were  not  sure  about  the 
mental  hospital.  A noteworthy  figure  is 
that  47%  of  the  26-3  5 age  group  were  not 
sure  about  the  advantage  of  the  presence  of 
the  mental  hospital  and  again  47%  of  the 
same  age  range  were  not  sure  about  the 
safety  of  the  mental  hospital,  while  other 
age  groups  looked  at  it  more  favorably. 

There  is  a significant  statistical  difference 
at  the  0.05  level  between  the  reported  feel- 
ings toward  the  general  hospital  and  mental 
hospital. 

There  were  about  20  spontaneous  positive 
comments  relating  to  the  proximity  of  the 
emergency  room  of  the  general  hospital. 


There  was  only  one  spontaneous  comment 
about  the  mental  hospital  and  that  was 
negative. 

Discussion 

In  asking  the  respondents  identical  ques- 
tions about  two  different  hospitals,  it  was 
presumed  that  the  respondents  developed  a 
"mental  set,”  by  the  nature  of  the  wording 
of  the  questions,  of  a comparison  of  feelings 
toward  the  two  institutions.  Yet,  we  ex- 
plicitly avoided  asking  for  comparative 
feelings,  while  at  the  same  time,  the  ques- 
tionnaire implicitly  conveyed  a request  for 
comparative  feelings.  A "not  sure”  cate- 
gory was  inserted  to  provide  a "face  saving 
reply”  to  questions  which — answered  hon- 
estly— would  probably  have  been  answered 
"no”  and  dishonestly  answered  "yes”. 

While  87%  of  the  population  felt  that 
the  general  medical  hospital  provided  an 
advantage,  only  63%  felt  the  same  about 
the  mental  hospital,  while  77%  felt  the 
general  medical  hospital  provided  safety, 
only  5 6%  felt  that  the  mental  hospital  pro- 
vided safety.  Considering  that,  by  defini- 
tion, a general  hospital  offers  broader  health 
coverage  as  opposed  to  one  modality  of 
health  care,  one  cannot  really  find  a logical 
reason  to  negate  the  preference  for  the  gen- 
eral hospital’s  "advantage  and  safety”.  Only 
four  responses  were  obtained  regarding  dis- 
advantages of  the  two  hospitals — too  small 
a sample  with  which  to  deal.  However,  no 
one  felt  the  general  medical  hospital’s  prox- 
imity was  a source  for  feeling  less  safe;  seven 
felt  less  safe  by  proximity  of  the  mental 
hospital. 

Most  striking  were  the  results  of  the  "not 
sure”  category  of  questions  dealing  with 
feelings  of  advantage  and  safety  of  the  two 
hospitals.  Thirty-four  percent  and  37% 
of  the  population,  respectively,  were  not 
sure  about  the  advantage  and  safety  of  the 
mental  hospital;  only  12%  and  23%  were 
not  sure  about  these  two  features  for  the 
general  medical  hospital.  Noteworthy  is  the 
unexpected  skew  that  59%  of  the  34  not 


Volume  98,  April,  1971 


225 


sure  “advantage”  and  54%  of  the  37  not 
sure  “safety”  answers  came  from  the  26-3  5 
age  range. 

Why  should  the  younger  members  of  the 
population  polled  offer  substantially  greater 
negative  feelings  toward  the  mental  hos- 
pital?2 One  guess  is  that  the  threat  of  emo- 
tional illness  may  be  more  strongly  felt — 
perhaps  related  to  the  fact  that  the  ma- 
jority of  first  admissions  to  mental  hospitals 
occurs  before  the  age  of  3 5.  (In  the  mental 
hospital  of  this  survey,  3 5.8%  of  first  ad- 
missions were  under  25  years  of  age  and 
5 8.8%  under  3 5 years.) 

Asking  the  "advantage  and  safety”  ques- 
tion from  the  "not  sure”  aspect  seems  to 
have  unfolded  clues  to  feelings  that  differed 
greatly  between  a general  hospital  and  a 
mental  hospital.  Why  should  one  be  un- 
sure of  the  advantage  of  a mental  hospital; 
its  function  is  clear  and  for  the  people  re- 
quiring its  services,  the  need  equals  the  serv- 
ices provided  by  a medical-surgical  hospital. 
These  34  “not  sure”  respondents  appear  to 
be  conveying  “something”  and  that  some- 
thing may  well  be  a conscious  or  unconscious 
bias  or  prejudice  which  is,  at  best,  difficult 
to  specify.  Not  being  sure  of  the  advantage 
of  the  mental  hospital  within  so  many  of 
the  respondents  clearly  reveals  a negative 
feeling,  however  opaque  its  meaning. 

A "not  sure”  response  is  felt  to  represent 
either  a tactful  and  therefore  conscious  "no” 
or  an  unconscious  negative  feeling.  The 
weight  falls  heavily  against  the  mental  hos- 
pital when  one  tallies  the  total  “no”  and 
"not  sure”  values:  37%  to  13%  find  the 
mental  hospital  less  advantageous  than  the 
general  medical  hospital;  44%  to  23%  feel 
the  mental  hospital’s  proximity  as  less  safe. 

Well  documented  are  millions  of  dollars 
allocated  yearly  on  research,  on  prevention 
and  early  detection  of  mental  illness,  on 
active  treatment,  and  on  follow-up  care 
with  attempted  rapid  return  to  the  com- 
munity of  the  emotionally  ill.  The  philo- 
sophical cry  from  clergymen  and  educators 
that  more  effort  is  needed  in  the  psychologi- 


cal arena  is  a welcome  voice  to  mental  health 
professionals.  From  whatever  source  the 
motivation  arises,  it  is  obvious  that  con- 
tinued efforts  to  reduce  morbidity  of  emo- 
tional disorders  is  needed.  Ironically,  there 
appears  to  exist,  in  the  very  climate  that 
preaches  forward  motion,  a backward  pro- 
pulsion which  surprisingly  peeks  out  from 
amid  a relatively  young,  well-educated  seg- 
ment of  the  population  studied. 

To  draw  fixed  conclusions  from  such 
broad  and  inferential  data  is  not  possible. 
To  ignore  the  negative  implications,  the 
irony,  the  hypocrisy,  indeed  the  fear,  preju- 
dice and  ignorance  is  equally  impossible,  as 
such  attitudes  may  well  be  the  bulwarks 
covertly  helping  to  thwart  overt  vigor  of 
community  mental  health  pursuits. 

It  seems  reasonable,  based  upon  the  results 
of  this  research  project,  to  assume  that  a 
concentrated  effort  to  examine  what  in- 
fluence the  feelings  of  the  mentally  fit  to- 
ward the  mentally  ill  might  have  in  our 
current  era.  Cold  statistics,  admittedly  ob- 
tained by  inference,  spark  the  light  allowing 
us  to  see  how  hollow  our  noble  words  and 
deeds  often  are. 
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Virginia  Regional  Medical  Program  — 


The  Virginia  Medical  Information 

System  (VAMIS) 

The  Virginia  Medical  Information  Sys- 
tem (VAMIS),  a statewide  biomedical 
library  service,  was  funded  by  the  Virginia 
Regional  Medical  Program  on  1 February 
1970.  It  is  a network  for  interchange  of 
biomedical  information  among  medical  cen- 
ters, community  hospitals  and  practicing 
health  professionals  in  the  state.  The  re- 
sources of  the  two  medical  school  libraries 
are  being  made  available  to  physicians  and 
other  health  professionals  in  Virginia  with 
a view  to  improving  the  access  of  practi- 
tioners to  timely  scientific  information. 

VAMIS  also  demonstrates  some  of  the 
achievements  of  the  Virginia  Regional  Med- 
ical Program.  It  has  brought  the  two  medi- 
cal schools  into  a very  close,  cooperative 
relationship  and  has  extended  the  informa- 
tion available  in  the  medical  schools  to  the 
practicing  health  professionals. 

In  order  to  efficiently  develop  the  medi- 
cal information  system,  an  Inter-university 
Committee  on  Medical  Information  and 
Communication  (ICMIC)  was  formed. 
Serving  on  this  committee  representing  the 
Medical  College  of  Virginia,  more  specifi- 
cally the  Health  Sciences  Division  of  Vir- 
ginia Commonwealth  University,  has  been 
Acting  Provost  Colonel  John  Heil,  Jr.,  Dean 
Kinloch  Nelson,  M.D.,  Associate  Dean  Paul 
Doolan,  M.D.  and  Assistant  Dean  M.  Pinson 
Neal,  M.D.  The  University  of  Virginia  has 
been  represented  by  Chancellor  for  Medical 
Affairs  Thomas  H.  Hunter,  M.D.,  Aldon 
R.  Kuhlthau,  Association  Provost  for  Re- 
search, Associate  Dean  J.  Edward  Wood, 
III,  M.D.,  and  Assistant  Dean  William  B. 
Hunt,  Jr.,  M.D. 

During  the  fall  quarter  of  1970,  VAMIS 
services  to  Virginia’s  health  professionals 
was  impressive.  Sixty-seven  hospitals  out 
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of  156  hospitals  in  the  State  (or  roughly 
one-half)  made  use  of  some  VAMIS  service. 

Three  major  innovations  occurred  during 
the  fall  quarter: 

1.  An  agreement  between  VAMIS  and 
the  National  Library  of  Medicine 
(NLN)  was  reached  whereby  bor- 
rowers in  Virginia  are  advised  to  send 
their  inter-library  loan  requests  to  one 
or  the  other  of  the  VAMIS  service 
centers. 

2.  The  University  of  Virginia  Medical 
Center  Library  introduced  the  use 
of  automatic  literature  searching 
(Abridged  Index  Medicus  (AIM)- 
TWX) . 

3.  VAMIS  is  now  closely  cooperating 
with  the  departments  of  medical  ed- 
ucation at  the  Medical  College  of 
Virginia  and  the  University  of  Vir- 
ginia in  supplying  physicians  in  out- 
lying areas  with  clinical  information. 

VAMIS  Inter-Library  Loan  Services  ex- 
panded from  1,693  requests  received  in  July- 
September  1970  to  2,128  requests  received 
in  October-December  1970.  Requests 
ranged  from  a low  of  434  in  July  to  a high 
of  863  for  December.  The  six  months  aver- 
age for  requests  received  is  63  1 per  month, 
compared  with  the  fall  quarterly  average 
of  715  per  month. 

Physicians  remain  the  predominant  users 
of  VAMIS  services  (1,661  out  of  2,128 
requests) , followed  in  order  of  use  by  nurses, 
hospital  administrators,  technicians,  resi- 
dents, interns,  fellows,  students  in  health 
sciences,  dentists  and  pharmacists. 

Further  information  regarding  VAMIS 
can  be  obtained  from  the  VRMP  Office  or 
from  either  of  the  two  VAMIS  Directors: 
Mrs.  Janet  Minnerath  at  MCV,  phone  770- 
42  57;  or  Mr.  Walter  Walker  of  UVA, 
phone  924-5063. 
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Medicare  - Part  B 


Audit  of  Hospital  Records 

The  Department  of  Health,  Education, 
and  Welfare  requires,  under  certain  condi- 
tions, that  Medicare  audit  hospital  records 
to  verify  that  services  billed  by  physicians 
were  rendered. 

In  the  case  of  hospital  visits  by  physi- 
cians, Medicare  Carriers  are  instructed  that 
it  may  be  presumed,  in  the  absence  of  evi- 
dence to  the  contrary,  that  the  visits  billed 
were  actually  made.  Thus,  Carriers  are  not 
required  to  verify  each  claim  before  pay- 
ment is  made.  The  Part  B Manual  in  Sec- 
tion 6325.2  (item  7b)  does  require  that  the 
Carrier  for  Medicare  make  spot  checks  of 
such  records.  We  are  required  to  spot  check 
when  the  Carrier’s  records  show  question- 
able patterns  of  utilization;  when  the  medi- 
cal facts  presented  do  not  support  the  fre- 
quency of  physician’s  visits;  or  in  case  of 
beneficiary  complaints. 

Section  6325.2  of  the  Part  B Intermediary 
Manual  states  "If  there  is  a question  whether 
the  visit  has  been  made,  the  burden  of  proof 
is  on  the  physician  to  substantiate  the  occur- 
rence of  a hospital  visit.  Verification  should 
be  made  primarily  on  the  basis  of  the  phy- 
sician’s own  entry  in  the  patient’s  record  at 
the  hospital.  Entries  in  the  hospital  record 
made  by  other  persons  could  also  be  used  to 
substantiate  a hospital  visit.  For  example, 
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an  entry  in  the  nurses’  notes  indicating  that 
the  physician  saw  the  patient  on  a given  day 
would  be  acceptable  documentation.  A 
statement  by  the  beneficiary  would  also  be 
acceptable  documentation  provided  it  was 
made  sufficiently  close  to  the  alleged  date 
of  the  visit  that  it  would  be  reasonable  to 
give  it  probative  value.  Entries  in  the  phy- 
sician’s own  records  represent  possible  sec- 
ondary evidence.  However,  these  are  of  far 
less  probative  value  since  they  are  self-serv- 
ing statements  and  judgment  would  have  to 
be  exercised  regarding  their  authenticity. 
For  instance,  do  all  the  entries  appear  to 
have  been  made  at  the  same  time?  The  fact 
that  the  hospital’s  policy  requires  daily  phy- 
sician visits  would  not  be  conclusive  evi- 
dence if,  in  the  individual  case,  the  facts 
did  not  support  a finding  that  daily  visits 
were  actually  made.” 

Recently,  in  making  the  verification  re- 
quired by  this  Section  of  the  Part  B Inter- 
mediary Manual  we  have  noted  that  many 
hospital  records  do  not  support,  by  adequate 
notation,  the  fact  that  the  physician  made 
all  visits  to  the  patient  for  which  a bill  was 
rendered.  In  these  situations  we  are  required 
to  pursue  the  matter  to  ascertain  whether  or 
not  an  overpayment  exists.  In  cases  where 
it  appears  that  an  overpayment  exists  we 
are  required  to  request  refund  from  the 
physician. 
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Correspondence 


We  Need  a Doctor! 

To  the  Editor: 

I should  like  to  place  an  ad  in  your  mag- 
azine, at  the  most  favorable  possible  rate, 
for  the  following  purpose: 

Bland  County  has  not  had  a practicing 
physician  since  last  spring.  A committee 
has  been  moving  Heaven  and  earth  to  find 
a prospective  doctor,  without  result.  The 
county  desperately  needs  a doctor. 

I came  to  Bland  last  year  to  open  my  law 
office,  simply  because  Bland  County  is  a 
veritable  Garden  of  Eden.  I can  walk  out 
at  night  without  fear  of  getting  mugged. 
The  people  are  law-abiding  and  friendly. 
The  natural  scenery  is  magnificent  and  rel- 
atively unspoiled.  As  for  air-pollution,  that 
is  merely  something  we  read  about  in  the 
papers!  There  are  fish  in  the  streams,  and 
the  rabbits  are  so  aggressive  we  have  to  fight 
them  off  with  a shotgun.  There  is  no  indus- 
try to  speak  of  in  Bland  County — just  farms 
and  wilderness.  If  I tried  to  specialize  in 
criminal  law  here,  I’d  have  to  file  for  bank- 
ruptcy. Bland  County  is  one  of  the  few 


places  left  in  this  country  where  mankind 
has  seemed  to  improve  the  Lord’s  handiwork 
instead  of  spoiling  it.  This  is  the  kind  of 
environment  I want  for  my  children. 

It  strikes  me  that  plenty  of  doctors  prob- 
ably feel  the  same  way,  only  they’ve  never 
seen  Bland  County.  If  only  they  could  hear 
about  the  opportunity  here  and  come  to  see 
for  themselves,  they’d  be  "hooked”  on  Bland 
and  would  be  eager  to  practice  here. 

The  Bank  of  Bland  County  owns  a brick 
building  here,  and  the  bank  has  offered  to  let 
a doctor  have  it  for  his  offices,  rent-free  for 
the  first  year!  How’s  that  for  a starter? 

So  I should  like  to  insert  an  ad  in  your 
magazine,  calling  attention  to  the  oppor- 
tunity here.  Come  to  think  of  it,  if  you 
could  print  this  as  a "letter  to  the  editor”, 
I’d  really  be  grateful  to  you;  it  would  save 
me  the  cost  of  an  ad! 

With  many  thanks,  I am, 

Yours  sincerely, 

S.  Laird  Harman 

Bland,  Virginia 
February  9,  1971 
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President  Mrs.  Reuben  F.  Simms 

President-Elect Mrs.  David  B.  Hill 

First  Vice-President  Mrs.  Harold  Williams 

Second  Vice-President Mrs.  L.  C.  Strong 

Third  Vice-President  Mrs.  William  Reardon 

Recording  Secretary  ...  Mrs.  Donald  Fletcher 
Corresponding  Secretary  Mrs.  Elliott  Oglesby 

Treasurer  Mrs.  Hans  Klapproth 

Publicity  Mrs.  C.  Leon  Jennings,  Jr. 

The  Memorial  Fund 

The  Memorial  Fund  is  a relatively  new 
project  that  deserves  the  participation  and 
help  of  every  auxiliary  and  auxiliary  mem- 
ber in  the  State. 

The  Fund  is  two  years  old — a combina- 
tion of  the  Leigh-Hodges- Wright  Memorial 
Fund  and  the  Alice  H.  Liggan  Loan  Fund — 
and,  as  all  two  year  olds,  is  very  active. 

In  1969  twelve  auxiliaries  contributed 
$170.00.  That  year  we  gave  a $500.00  schol- 
arship to  a medical  student  and  granted  a 
$200.00  loan  to  a student  nurse,  a total  of 
$700.00. 

In  1970,  fifteen  auxiliaries  contributed 
$310.00  and  we  gave  a $300.00  nursing 
scholarship  and  granted  three  loans  totaling 
$5  50.00,  a total  of  $850.00. 

In  short,  in  two  years  the  auxiliaries  have 
contributed  $480.00  and  we  have  dispensed 
$1,5  50.00.  The  reserve  built  up  over  many 
years  is  rapidly  go>ng  to  help  deserving  stu- 
dents in  medical  fields. 

If  we  are  to  continue  to  answer  these  calls 
for  financial  aid,  we  must  have  increased 
involvement.  We  accept  contributions  from 
members-at-large  as  well  as  from  individual 
members  of  county  auxiliaries. 

Also,  your  attention  is  called  to  the  fact 
that  this  is  a memorial  fund  and  gifts  may 
be  made  in  memory  of  a doctor,  a doctor’s 
widow,  a member  of  a doctor’s  family,  or  in 
memory  of  these  persons  who  have  contrib- 


uted their  time  and  talent  to  the  medical 
profession,  and  their  names  shall  be  entered 
in  the  Memorial  Book. 

It  is  up  to  you!  Checks  should  be  made 
payable  to  "Va.  Med.  Aux. — Memorial 
Fund”  and  sent  to  the  chairman /treasurer. 
Thank  you! 

Mrs.  A.  B.  Gravatt,  Jr. 

Box  258 

Kilmarnock,  Virginia  22482 

Community  Health  and  Service 

The  range  of  responsibility  of  the  Com- 
munity Health  and  Services  Committee 
spreads  like  a giant  umbrella  over  many 
of  our  auxiliary  activities,  often  branching 
out  to  encompass  our  efforts  in  Children 
and  Youth,  Health  Careers,  and  Mental 
Health.  Community  Health  means  Rural 
Health  also,  and  is  even  International  Health 
on  a broader  plane. 

Our  national  auxiliary  is  acutely  aware 
that  each  community  has  its  own  special 
health  needs  and  encourages  us  to  appraise 
and  fill  these  needs  to  the  best  of  our  ability. 
The  national  emphasis  for  Community 
Health  and  Services,  however,  must  be 
broad  in  scope,  and  the  accent  for  this  year 
centers  on  the  blood  donor  program,  physi- 
cal fitness,  nutrition,  and  immunization  pro- 
grams. The  first  two  will  be  discussed  this 
month. 

The  AMA  has  asked  the  Woman’s  Aux- 
iliary to  give  priority  this  year  to  the  Blood 
Donor  Program  and  urges  us  to  put  forth 
every  effort  to  include  this  project  in  our 
activities.  In  many  areas,  the  need  for  blood 
or  its  components  is  already  critical.  More 
complicated  surgical  procedures,  increased 
usage  of  blood  components  in  the  treatment 
of  disease,  and  an  ever-increasing  population 
will  intensify  the  demand.  We  are  encour- 
aged to  assess  the  effectiveness  of  the  blood 
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donor  program  in  our  community  and  to 
apply  our  energies  and  resources  if  assistance 
is  needed.  Any  proposed  plan  of  action 
should  carry  local  medical  society  approval. 

A Blood  Donor  Kit,  full  of  fascinating 
information  and  ideas  on  how  to  help  your 
local  blood  donor  program,  is  available  from 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association,  5 3 5 N.  Dearborn  St., 
Chicago,  Illinois  60610.  Included  is  a listing 
of  available  films,  posters,  pamphlets,  and 
other  informational  aids. 

Blood  donor  programs  may  be  sponsored 
by  local  hospitals,  private  institutions,  var- 
ious blood  bank  associations,  or  the  Ameri- 
can Red  Cross.  More  than  six  million  units 
of  blood  are  used  annually  in  the  United 
States.  The  Red  Cross  supplies  more  than 
half  of  the  nation’s  blood  needs.  Through 
its  program,  it  collects  blood,  processes  it, 
stores  it,  and  distributes  blood  and  blood 
components  to  hospitals  and  physicians.  No 
blood  is  wasted.  Unused  blood  is  fraction- 
ated into  useful  components.  Serum  albu- 
min for  emergency  treatment  of  shock, 
gamma  globulin  for  protection  against  hep- 
atitis and  other  diseases,  fibrinogen  for  con- 
trol of  hemorrhage,  and  vaccinia  immune 
globulin  for  the  treatment  of  severe  com- 
plications from  smallpox  vaccinations  are 
some  of  the  blood  components  that  make 
blood  a medicine. 

Auxiliary  members  should  be  aware  of 
the  scope  of  research  being  done  in  blood 
therapy.  The  Red  Cross  supplies  platelets 
and  purified  plasma  proteins  to  over  700 
investigators  for  studies.  In  its  laboratories, 
research  is  being  done  to  develop  an  efficient 
method  of  processing  frozen  blood  and 
platelets  to  enable  blood  to  be  kept  longer 
than  the  usual  21  days.  The  possibility  of 
hepatitis  transmission  is  a major  problem  in 
blood  banking.  A simple  test  for  suspected 
hepatitis  carriers  has  been  developed.  Re- 
search in  the  treatment  of  special  coagula- 
tion deficiencies  continues.  As  organ  trans- 
plantations increase,  blood  banks  will  be 
expected  to  take  a leading  role  in  matching 


donors  to  recipients.  Red  Cross  is  develop- 
ing a histocompatibility  reference  labora- 
tory. Automated  blood  typing  has  been 
engineered.  A machine  which  will  perform 
15  rare  blood  tests  on  120  samples  an  hour 
is  now  a reality.  It  is  used  by  the  Red  Cross 
Rare  Blood  Donor  Registry,  through  which 
donors  of  rare  blood  types  may  give  to  pa- 
tients throughout  the  country  who  may 
require  rare  blood. 

Consider  that  one  in  eighty  persons  in  this 
country  will  need  blood  this  year.  This  one 
might  just  be  you  or  yours.  Participation 
in  a blood  assurance  program  could  protect 
your  family  against  a critical  need. 

The  blood  requirements  of  our  country 
are  met  by  only  3 rc  of  those  who  could 
give.  This  points  out  the  importance  of 
educating  other  groups  in  the  community  as 
to  how  they,  too,  may  become  donors  and 
how  they  may  help  in  other  ways.  Our  goal 
should  be  enlarging  that  3 %. 

The  AMA  also  asked  that  our  second  em- 
phasis be  Physical  Fitness  for  Adults,  espe- 
cially as  it  relates  to  physicians  and  their 
families.  The  all-important  physical  check- 
up for  the  busy  M.D.  and  his  family  and 
better  personal  health  practices  are  stressed 
that  through  improved  health  we  may 
better  serve  our  communities.  Proper  nu- 
trition, sufficient  rest,  intelligent  exercise, 
and  freedom  from  pressure  may  be  missing 
from  your  M.D.’s  daily  routine.  Some  col- 
lective thinking  may  produce  some  ideas  on 
ways  to  alleviate  these  deficiencies — ideas 
that  could  be  shared  with  other  adults  in 
the  area. 

Mrs.  William  Gordge 

Eastern  Virginia  Medical  School 

The  Woman’s  Auxiliary  to  the  Norfolk 
County  Medical  Society  is  working  closely 
with  the  Norfolk  Area  Medical  Center  Au- 
thority (NAMCA)  which  is  dedicated  to 
the  establishment  of  the  Eastern  Virginia 
Medical  School  in  Norfolk.  Mrs.  Donald 
Sly,  chairman  of  the  recently  organized 
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NAMCA  committee  within  the  Auxiliary, 
along  with  Mrs.  Harold  Horden  and  Mrs. 
Charles  Horton  have  established  the  Eastern 
Virginia  Medical  School  Doctor’s  Fund.  The 
Fund  is  designed  to  give  continuing  support 
to  the  Medical  School.  It  also  provides  a 
means  through  which  physicians  can  pay 
tribute  to  their  colleagues  for  special  serv- 
ices rendered,  recognition  for  an  accom- 
plishment or  as  a memorial.  The  Auxiliary  is 
very  pleased  with  the  number  of  donations 
received  during  the  Christmas  season  and 
feels  that  the  physicians  throughout  Tide- 
water who  were  honored  are  particularly 
grateful  to  be  remembered  in  this  manner. 

Mrs.  Sly,  who  has  been  named  to  the  East- 
ern Virginia  Medical  School  Advisory  Board, 
recently  reported  to  the  Auxiliary  that  the 
NAMCA  fund  raising  group  is  closing  in 
on  the  local  goal  of  $7.5  million  and  ap- 
pointments have  been  made  with  large,  na- 
tional foundations  seeking  additional  sup- 
port. The  search  for  a President  of  NAMCA 
and  Dean  of  EVMS  is  in  progress,  and  a site 
visit  by  the  accrediting  team  of  AMA  and 
AAMC  physicians  is  scheduled  for  late 
spring.  The  Tidewater  area  has  been  named 
by  the  Carnegie  Commission  on  Higher  Ed- 
ucation as  second  only  to  Phoenix,  Arizona, 
in  its  critical  need  for  a University  Health 
Science  Center,  one  of  nine  areas  where 
future  medical  schools  are  recommended. 
With  the  progress  that  is  being  made,  it  is 
possible  that  the  dream  of  admitting  the 
first  medical  students  in  1972  will  be  a 
reality. 

The  Norfolk  Auxiliary  is  very  enthusias- 
tic in  support  of  the  Eastern  Virginia  Medi- 
cal School  and  feels  that  it  is  an  excellent 


opportunity  to  promote  local  education  and 
research. 

Mrs.  Donald  Sly 

Special  Note 

Mrs.  William  Reardon  writes  that  she 
has  received  word  from  The  Medical  So- 
ciety of  Virginia  that  our  auxiliary  will  now 
be  the  sole  agent  for  all  Virginia  AMA-ERF 
contributions.  This  means  that  any  money 
sent  in  by  a doctor,  individual  or  company 
will  now  be  credited  to  the  county  from 
which  it  comes.  Each  county  chairman 
should  try  and  work  through  her  medical 
society  to  reach  all  the  doctors  to  make  them 
aware  of  this  project  and  how  they  can  help. 
These  contributions  are  tax  deductible  and 
may  be  earmarked  for  the  medical  school 
of  their  choice.  The  facts  about  the  dire 
financial  straits  of  the  medical  schools  is 
well  known  and  AMA-ERF  contributions 
can  help  alleviate  this  problem.  These  gifts 
can  also  be  designated  for  the  Student  Loan 
Fund.  There  are  now  2,7778  loans,  but  5,920 
loans  will  be  made  in  1971.  Please  give  your 
contribution  now,  to  your  local  AMA-ERF 
Chairman. 

Mrs.  Raymond  Brown  reports  that  Dr. 
and  Mrs.  William  F.  Bernat,  Nassawadox, 
presented  to  Walter  Reed  Birthplace  six 
plank-bottom  Hitchcock  chairs  with  orig- 
inal stencil  and  in  superb  condition.  These 
chairs  are  ideally  suited  for  the  birthplace, 
and  the  Medical  Auxiliary  is  deeply  indebted 
to  Dr.  and  Mrs.  Bernart  for  their  generous 
gift.  Chairs  and  a drop-leaf  table  (pine) 
were  the  requests  of  the  Auxiliary  this  year. 

Jane  Jennings  (Mrs.  C.  Leon,  Jr.) 
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diethylpropion  hydrochloride,  N.F.) 


hen  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
| ‘oport  for  the  weight  control  program  you  recommend. 

PANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
I I s.  Weight  loss  is  significant— gradual  — yet  there  is  a reta- 
il ttely  low  incidence  of  CNS  stimulation. 

C traindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
drug,-  in  emotionally  unstoble  patients  susceptible  to  drug  abuse. 

V ning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
Plents  with  severe  hypertension  or  severe  cardiovasculor  disease.  Do  not  use  dur- 
* '•  j irst  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

A erse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
P sont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in,ilotlvely  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 

E'/sionolly  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety, 




ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  o few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  os  tachycardia,  precordial  pain, 
orrhythmia,  palpitation,  ond  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  ond  erythema.  Gastrointestinal  effects  such  os  diarrhea, 
constipation,  nousea,  vomiting,  ond  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoiefic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  poin,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  additional  toblet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-107/4/71/u  s patent  no.  3.001.910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content  Precautions/Ad- 
verse  Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Editorial 


“50  Years  of  Service”— The  American  Association  of 
Plastic  Surgeons 

IN  1921,  a small  band  of  medical  giants,  drawn  together  by  mutual 
interest  in  unusual  problems,  organized  the  first  plastic  surgery  society 
of  the  world.  A few  years  before,  born  in  the  conflict  of  World  War  I, 
this  specialty  had  cautiously  emerged  with  freshness  and  energy  to  care 
for  the  mangled  and  disfigured  in  battle. 

With  the  advent  of  modern  transportation,  modern  communications, 
and  improved  general  medical  techniques,  this  specialty  advanced  rapidly 
to  have  one  of  the  first  Examination  Boards,  and  to  cooperate  fully  in 
educational  standards  and  programs  of  the  AMA  and  the  American  Col- 
lege of  Surgeons. 

It  is  fitting  that  Virginia  be  the  host  State  for  the  50th  Anniversary 
of  this  great  specialty  which  will  meet  in  Williamsburg,  May  23-27.  It 
is  especially  germane  that  the  members  of  this  group  will  start  their 
meeting  with  a Thanksgiving  service  in  historic  Bruton  Parish  Church, 
kneeling  in  the  same  pews  where  Washington,  Jefferson  and  other  patriots 
worshipped  and  gave  thanks  for  their  new  nation.  For,  just  as  our  nation 
has  developed  strength  and  maturity,  so  has  plastic  surgery.  No  longer 
is  it  considered  a whimsical  fad  for  the  rich  and  the  pampered.  Monu- 
mental progress  in  many  fields  of  medicine  has  been  pioneered  by  plastic 
surgeons.  Skin  grafting,  once  difficult,  has  been  made  easy.  The  first  suc- 
cessful kidney  transplant  was  done  by  a plastic  surgeon.  Homografting 
and  transplantation  beginnings  stemmed  from  this  specialty. 

Internal  fixation  in  facial  fractures,  major  burn  therapy  and  many 
congenital  anomaly  repairs  were  all  fathered  by  this  field.  Genito-urinary 
reconstruction,  ophthalmological  plastic  surgery,  and  head  and  neck  can- 
cer therapy,  to  name  just  a few,  all  owe  plastic  surgery  fealty.  Hand 
surgery,  extremity  rehabilitation  and  of  course,  the  ever  present  "flap”, 
stemmed  from  plastic  techniques. 

Because  plastic  surgery  has  no  anatomical  boundaries,  it  is  difficult  to 
define  with  exactness.  A plastic  surgeon  may  work  on  the  toes  one  hour, 
on  the  hand  another,  and  end  the  day  on  the  face  or  scalp.  All  plastic 
surgeons  go  through  the  initiation  of  a general  surgery  program.  This 
background  fosters  plastic  techniques,  ideas,  and  maneuvers  and  the 
desire  to  both  cooperate  and  work  with  every  specialty  as  well  as  to  de- 
velop well  organized  fields  within  its  own  scope. 

The  American  Board  of  Plastic  Surgery  examines  on  many  subjects. 
Among  these  are  the  4 "C’s”. 

1-C:  Cosmetic  Surgery 

The  backbone  of  plastic  surgery.  The  face  lift,  lid  plasty,  breast  plasty, 
and  rhinoplasty  have  all  assumed  a dignified  place  in  modern  society. 
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2- C:  Congenital  Anomalies 

Hand  anomalies,  cleft  lip  and  palate,  absence  of  ears,  genito-urinary 
anomalies,  facial  deformities,  bands  and  contractures;  what  advances  have 
been  made  in  5 0 years!  Many  of  these  advances  have  been  described  by 
the  men  meeting  in  Williamsburg. 

3- C:  Cancer  Surgery 

Tumors  of  the  mouth  and  pharynx,  orbit,  neck,  salivary  glands,  lesions 
of  the  skin,  etc.  No  longer  is  a postoperative  cancer  patient  not  rehabili- 
table.  The  plastic  surgeon  is  now  recognized  as  a valuable  part  of  this 
therapy. 

4- C:  Catastrophic  Surgery 

Burns,  facial  fractures,  lacerations  of  the  nerves  and  tendons,  avulsions, 
etc.  To  list  the  accomplishments  of  plastic  surgery  in  this  field  is  to 
re-write  the  literature. 

Living  in  Virginia  and  having  patriotic  pride  for  our  Virginia  heritage 
which  so  recently  enlarged  to  form  the  greatest  nation  in  the  world,  we 
plastic  surgeons  of  Virginia  have  equal  pride  in  our  profession  and  spe- 
cialty which  also  has  so  recently  progressed  to  an  esteemed  position  in 
medicine. 

Acting  for  Virginians,  and  for  the  State  which  was  the  father  of  our 
country,  we  welcome  the  fathers  of  plastic  surgery  to  our  area,  and  wish 
them  another  5 0 years  of  equal  and  accelerated  progress. 

Godspeed, 

Charles  E.  Horton,  M.D.,  and 
all  Virginia  plastic  surgeons  and 
residents. 

ADDENDUM:  The  first  certificate  issued  by  the  American  Board  of  Plastic  Surgery  in 
Virginia  was  on  June  11,  1942.  From  this  beginning  29  years  ago,  we  now  have  six 
plastic  surgeons  in  the  Arlington,  Alexandria,  Fairfax  area,  five  plastic  surgeons  in  the 
Charlottesville  area,  nine  plastic  surgeons  in  the  Norfolk  area,  two  in  Portsmouth,  six 
in  Richmond,  and  three  in  Roanoke,  for  a total  of  31  practicing  plastic  surgeons  in  the 
State  of  Virginia. 


Why  “Black  Is  Best” 

'T'HE  JANUARY  18  ISSUE  OF  SPORTS  ILLUSTRATED  carried  an 
article  by  Martin  Kane  that  attempted  to  explain  the  remarkable 
success  in  American  sports  that  black  athletes  have  enjoyed  during  the 
past  two  decades.  This  magazine  frequently  devotes  lengthy  and  detailed 
articles  on  various  aspects  of  sports  and  the  present  one  entitled  "An 
Assessment  of  'Black  Is  Best’  ” is  no  exception.  A summary  of  the  ad- 
vances made  by  American  Negroes  since  Branch  Rickey  signed  Jackie 
Robinson  is  truly  phenomenal. 

The  All-NBA  team  last  year  contained  three  blacks  and  all  five  players 
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on  the  All-Rookie  basketball  team  were  Negroes.  Blacks  also  won  the 
Most  Valuable  Player  award  12  times  in  the  past  13  years.  Over  one-half 
of  the  professional  basketball  players  are  Negroes  as  are  one-fourth  of 
the  major  league  baseball  players.  About  one-third  of  the  football  players 
are  blacks.  Kane,  in  summary,  pointed  out  that  in  1969-70  all-star  teams, 
36%  in  baseball,  44%  in  football  and  63%  in  basketball  were  Negroes. 
This  is  also  becoming  increasingly  true  in  track  events,  especially  in  the 
dashes  and  jumping  events.  In  the  last  Olympic  track  events  all  eight 
records  by  U.S.  runners  were  accounted  for  by  blacks. 

A number  of  explanations  were  advanced  as  to  why  Negroes  surpassed 
in  the  sports  that  required  agility  and  speed.  Sports  Illustrated  attributed 
this  to  body  proportions.  Blacks,  on  the  average,  have  longer  fore-arms 
and  legs  with  greater  musculature  in  the  upper  arms  and  thighs.  Their 
bodies  are  relatively  shorter.  The  pelves  are  narrower  and  the  bones  are 
denser  and  heavier.  The  ability  of  the  black  athlete  to  relax  and  "stay 
loose”  is  a definite  asset.  Motivation,  economic  and  cultural  factors  are 
touched  upon  but  perhaps  not  to  the  degree  that  they  warrant.  One 
handicap  that  prevents  blacks  from  excelling  in  swimming  and  distance 
running  can  be  found  in  smaller  chest  cages  with  corresponding  dimin- 
ished vital  capacities. 

A statement  in  this  article  prompted  the  author  to  present  this  review. 
Dr.  Edward  E.  Hunt,  Jr.,  professor  of  anthropology  at  Pennsylvania  State 
University,  attributes,  in  part,  the  black  athlete’s  success  to  what  he  terms 
"hyperextensibility  or  what  the  layman  might  call  being  double-jointed”. 
He  further  states  "The  Negro  has  more  tendon  and  less  muscle  than  the 
white”  and  observes  that  "The  black  man’s  heel  doesn’t  protrude  (sic)  as 
much  and  his  leg  and  foot  give  him  tremendous  leverage  for  jumping.” 

These  statements  by  Dr.  Hunt,  if  true,  would  appear  to  negate  rather 
than  explain  the  ability  of  the  Negro  to  surpass  the  white  athlete,  and 
furthermore  would  run  directly  counter  to  the  mechanics  involved. 
Muscle  produces  motion  and  the  tendon  merely  transmits  the  action  pro- 
vided by  the  muscle.  The  relative  absence  of  prominent  calf  muscles 
in  blacks  as  compared  with  those  in  whites  is  due  to  a longer  rather  than 
a shorter  heel.  The  leverage  provided  by  a longer  calcaneus  would  make 
bulky  calf  muscles  unnecessary  and  this,  in  fact,  is  the  case  in  blacks. 
This  additional  leverage  also  gives  an  added  spring  that  is  an  especial  asset 
in  basketball  players,  sprinters  and  breakaway  halfbacks.  And  these  are 
the  particular  activities  in  which  blacks  are  most  successful. 

H.  J.  W. 
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News 


Calendar  of  Events 

Cardiac  Pacing — Post  Graduate  Course  sponsored  by  American  College  of  Cardiol- 
ogy and  Medical  College  of  Virginia — Williamsburg — April  16-17,  1971. 

Virginia  Society  of  Anesthesiologists — Spring  Meeting — University  of  Virginia 
School  of  Medicine — Charlottesville — April  16-18,  1971. 

Clinical  Svvappin’  Days — Sponsored  by  Appalachian  Regional  Hospital  of  Middles- 
boro,  Kentucky- — Holiday  Inn — Bristol — April  21-23,  1971. 

Pediatric  Day:  Sutton  Lectureship — A Continuing  Education  Program  of  the 
Medical  College  of  Virginia — Richmond — April  23,  1971. 

Nutrition  Forum — Sponsored  by  Virginia  Council  on  Health  and  Medical  Care 
and  Thalhimers — Thalhimers  Auditorium — Richmond- — April  26-27,  1971. 

American  College  of  Obstetricians  and  Gynecologists — Annual  Clinical  Meet- 
ing— Civic  Auditorium — San  Francisco,  California — May  3-6,  1971. 

Southwestern  Virginia  Medical  Society — Spring  Meeting — Martha  Washington 
Inn — Abingdon — May  6,  1971. 

Visiting  Professor  in  Infectious  Diseases — Sponsored  by  Department  of  Medi- 
cine, Pediatrics,  Pathology  and  Microbiology — Medical  College  of  Virginia— 
Richmond — May  10-11,  1971. 

Intensive  Respiratory  Care — Workshop  for  Physicians — Sponsored  by  Continuing 
Education  Program  of  University  of  Virginia  School  of  Medicine — Charlottes- 
ville—May  13-15,  1971. 

Norfolk  General  Hospital — Annual  Medical  Symposium — Admiralty  Motel — 
Norfolk— May  21-22,  1971. 

Spring  Forum  for  Child  Psychiatry — Sponsored  by  Virginia  Treatment  Center 
for  Children  and  the  Division  of  Child  Psychiatry,  Medical  College  of  Virginia — 
Richmond— May  28,  1971. 

Alumni  Scientific  Assembly — Medical  College  of  Virginia — Richmond — June  4, 
1971. 

American  Medical  Association — Annual  Meeting — Atlantic  City,  New  Jersey — 
June  20-24,  1971. 

The  Medical  Society  of  Virginia — Annual  Meeting — Marriott  Twin  Bridges 
Motor  Hotel — Arlington — October  14-17,  1971. 

1'he  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and  programs 

of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised  of  any  meetings 

scheduled  in  your  area.  T his  will  not  only  help  others  avoid  conflicts  but  also  provide 

helpful  information  on  opportunities  for  continuing  education. 
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New  Members. 

The  following  doctors  were  received  into 
active  membership  in  The  Medical  Society 
of  Virginia  during  the  month  of  February: 

Allen  Stephen  Boyer,  M.D.,  Nassawadox 
Peter  Virginius  Caruso,  M.D., 

Falls  Church 

Ronald  Brian  David,  M.D.,  Richmond 
Walker  Marshall  East,  M.D., 

Clifton  Forge 

James  Melton  Errico,  M.D.,  Roanoke 
Charles  Frederick  Ffutton,  M.D., 
Richmond 

Charles  Ivey  Loftin,  III,  M.D.,  Roanoke 
Arnauld  F.  Scafidi,  M.D.,  Suffolk 
Samuel  Leon  Shapiro,  M.D.,  Norfolk 
Thamer  Eugene  Temple,  Jr.,  M.D., 
Newport  News 

Alexandria  Medical  Society. 

Dr.  Bruce  L.  Gilmore  is  president  of  this 
Society  for  1971,  with  Dr.  James  D.  Mills, 
president-elect;  Dr.  Harry  C.  Kuykendall, 
vice-president;  Dr.  Jonathan  Titus,  secre- 
tary, and  Dr.  Harold  J.  Berman,  treasurer. 

Virginia  Beach  Medical  Society. 

Dr.  Francis  G.  Griffin,  is  president  of  this 
Society,  and  Dr.  John  H.  Trant,  III,  secre- 
tary. 

Dr.  Kenneth  R.  Crispell, 

Dean  of  the  medical  school  of  the  Uni- 
versity of  Virginia,  has  been  appointed  vice 
president  for  health  services.  He  succeeds 
Dr.  Thomas  H.  Hunter  as  the  top  medical 
administrative  officer  at  the  school.  Dr. 
James  T.  Hamlin,  III,  has  been  named  acting 
dean,  having  served  as  assistant  dean  since 
1969. 

Dr.  J.  G.  Jantz, 

Bedford,  has  been  presented  the  first  civic 
award  given  by  the  Bedford  County  Cham- 
ber of  Commerce.  He  was  noted  as  the  man 
"who  almost  single-handedly  patched  the 


county’s  bones  for  18  years”.  Dr.  Jantz, 
in  addition  to  his  regular  practice,  had  served 
as  team  physician  for  all  the  athletic  squads 
at  the  old  Bedford  High  School  and  the  new 
Liberty  High  School.  He  retired  from  ac- 
tive practice  at  the  end  of  1970. 

Dr.  Palmer  Again  Honored. 

Dr.  Richard  E.  Palmer,  Alexandria,  re- 
ceived an  alumnae  achievement  award  at 
George  Washington  University’s  sesquicen- 
tennial  celebration  in  Washington,  D.  C.,  on 
February  15.  He  was  the  only  physician  to 
receive  one  of  the  nine  awards  given  at  the 
convocation. 

Dr.  Naff  Retires. 

Dr.  Guy  M.  Naff  has  retired  from  active 
practice  in  Emporia.  He  is  the  dean  of 
Emporia  and  Greensville  County  physicians, 
beginning  his  practice  there  in  1914. 

Dr.  Kasinoff  Succeeds  Dr.  Blalock. 

Dr.  Joseph  R.  Blalock  retired  March  1 
as  superintendent  of  Southwestern  State 
Hospital,  having  served  in  this  position  for 
33  years.  Dr.  Bernard  Kasinoff,  clinical 
director  at  Dejarnette  State  Sanatorium,  has 
succeeded  Dr.  Blalock,  who  will  remain  at 
Southwestern  as  a consultant.  Dr.  Kasinoff 
was  director  of  the  Valley  Mental  Hygiene 
Clinic  in  Staunton  beginning  in  1962  and 
joined  the  staff  at  Dejarnette  in  1969. 

Dr.  A.  Ray  Dawson, 

Richmond,  has  been  appointed  as  director 
of  the  geriatric  services  of  the  State  Depart- 
ment of  Mental  Hygiene  and  Hospitals.  This 
new  role  will  guide  the  expansion  of  serv- 
ices for  elderly  patients  in  the  State’s  mental 
hospitals.  Dr.  Dawson  is  a pioneer  in  re- 
habilitation medicine  and  has  recently  been 
director  of  rehabilitation  for  the  Depart- 
ment. 

Dr.  Robert  Keeley 

Has  been  named  president  of  the  Roanoke 
Area  Drug  Abuse  Control  Council. 
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Dr.  C.  Bar  rie  Cook, 

Fairfax,  is  serving  as  chairman  of  a citi- 
zens’ advisory  committee  for  the  City 
Council.  The  committee  has  recently  pre- 
sented their  report  on  "Goals  for  the  City 
of  Fairfax”  which  the  City  Council  is  now 
studying. 

Dr.  G.  Hunter  Wolfe 

Has  been  named  president  and  chief  of 
staff  of  Johnston  Memorial  Hospital,  Abing- 
don. 

Dr.  Maurice  Wood, 

Clinical  Assistant  in  the  Department  of 
Psychiatry  at  South  Shields  Hospital,  Eng- 
land, has  been  appointed  to  a one-year 
tenure  as  an  A.  D.  Williams  Distinguished 
Scholar  at  the  Medical  College  of  Virginia. 
He  will  serve  as  an  associate  professor  of 
family  practice. 

Dr.  Giovanni  G.  Costa 

Has  been  appointed  professor  of  medi- 
cine and  director  of  the  Clinical  Research 
Center  at  the  Medical  College  of  Virginia. 
The  Clinical  Research  Center  is  a special 
unit  founded  in  1962  to  conduct  detailed 
research  procedures  in  a controlled  environ- 
ment. Dr.  Costa  was  formerly  assistant  pro- 
fessor of  medicine  at  State  University  of 
New  York  at  Buffalo. 

Cardiac  Pacing. 

The  American  College  of  Radiology  and 
the  Medical  College  of  Virginia  will  conduct 
a program  on  Cardiac  Pacing  at  the  Hilton 
Inn,  Williamsburg,  April  16  and  17.  This 
program  will  emphasize  the  basic  concepts 
and  advances  in  cardiac  pacemaker  therapy. 
Panel  discussions  will  be  used  to  present  data 
followed  by  comments  from  the  various 
participants.  The  meeting  will  consist  of 
three  sessions:  principles  of  pacemaker  ther- 
apy, chronic  and  temporary  pacing. 

Dr.  Charles  L.  Baird,  Jr.,  Medical  College 


of  Virginia,  is  program  director  and  further 
information  may  be  obtained  from  him. 

Physician  Wanted. 

Generalist  or  internist  needed  to  provide 
examinations  and  treatment  in  outpatient 
service  of  hospital.  U.  S.  citizenship  re- 
quired and  licensure  in  any  state  acceptable. 
Contact  Chief  of  Staff,  VA  Hospital,  Salem, 
Virginia  24153.  Telephone  703-344-2021, 
Ex.  2 52.  {Adv.) 

Coronary  Concern? 

Want  half  your  time  for  relaxation?  Need 
general  practitioner  to  join  progressive 
group  of  four  general  practitioners,  office 
and  hospital  practice.  Good  salary,  leading 
to  partnership.  Located  in  beautiful  Poto- 
mac Highlands.  Call  304-2  57-8216.  Lysle 
T.  Veach,  M.D.,  124  Pine  Street,  Petersburg, 
West  Virginia  26847.  {Adv.) 

Emergency  Room  Physician. 

Accredited  280  bed  progressive  general 
hospital  in  beautiful  Huntington,  West 
Virginia;  excellent  income  and  working 
conditions;  contact  Assistant  Administra- 
tor, Cabell  Huntington  Hospital,  1340  Six- 
teenth Street,  Huntington,  West  Virginia 
25701  or  call  304-696-6590  "collect”. 
{Adv.) 

Emergency  Room  Physicians. 

400-bed  hospital  with  more  than  25,000 
visits  per  year.  Contract  conditions  open 
for  negotiation.  Contact  administrator,  Me- 
morial Hospital,  142  South  Main  Street, 
Danville,  Virginia  24541.  {Adv.) 

Opportunity  for  Physicians,  Shenandoah 
County. 

Population  approximately  26,000,  located 
in  Valley  of  Virginia.  Housing  and  office 
facilities  available.  Served  by  129  bed  JCAH 
general  hospital  with  radiology  and  pathol- 
ogy services,  modern  laboratory,  x-ray  de- 
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partment,  emergency  rooms  and  physical 
and  inhalation  therapy  facilities.  Drug  stores 
and  ambulance  service.  Good  churches,  ele- 
mentary and  high  schools;  easy  commuting 
distance  of  4 four-year  colleges  and  new 
community  college.  Recreational  facilities 
include  small  game  hunting,  fishing  and 
expanding  winter  sports  area.  On  181,  north 
and  south,  Dulles  International  Airport  ap- 
proximately 80  miles,  Richmond  and  Wash- 
ington two  and  a half  hours.  Contact  Stan- 
ley Kamm,  Administrator,  Shenandoah 
County  Memorial  Hospital,  Woodstock, 
Virginia  22664.  Phone  703-459-2131. 
{Adv.) 

General  Practice  Situation  Available. 

Physician  wanted  to  take  over  established 
practice  in  new  and  growing  area  of  Rich- 
mond. Reciprocal  arrangement  with  sev- 
eral other  general  practitioners  for  covering 
weekends.  For  more  particulars,  write 


# 190 , care  Virginia  Medical  Monthly,  4205 
Dover  Road,  Richmond,  Virginia  23221. 
{Adv.) 

Office  Space. 

Now  leasing  professional  office  space  in 
medical  complex  adjoining  Prince  William 
Hospital  in  Manassas,  Virginia.  For  infor- 
mation call  368-4713.  {Adv.) 

Specialists  Needed. 

Anesthesiologist,  Pathologist  and  Radiolo- 
gist needed  for  new  125-bed  Potomac  Hos- 
pital, Woodbridge,  Virginia.  Facility  pres- 
ently under  construction,  opening  in  sum- 
mer 1972.  Growing  suburban  community 
20  miles  south  of  Washington,  D.  C.,  on 
Routes  1 and  1-95.  Contact  Administrator, 
L.  E.  Richardson,  13770  Lynn  Street,  Wood- 
bridge,  Virginia  22191.  Phone  703-494- 
2116.  {Adv.) 


Obituary .... 


Dr.  Henry  Walker  Decker, 


A general  practitioner  in  Richmond  for 
forty-two  years,  died  at  his  home  in  Aylett 
February  25.  He  was  seventy-nine  years  of 
age  and  a graduate  of  the  Medical  College 
of  Virginia  in  1919.  Dr.  Decker  was  a med- 
ical missionary  in  China  from  1920  to  1925, 
following  which  he  located  for  practice  in 
Richmond,  retiring  in  1968  to  his  farm  in 
Aylett.  He  was  really  never  able  to  retire 
and  continued  his  practice  until  his  death. 
In  1949  Dr.  Decker  was  named  General 
Practitioner  of  the  Year  by  The  Medical 
Society  of  Virginia.  He  was  a leader  in  the 
establishment  of  the  Richmond  Memorial 
Hospital  built  as  a memorial  to  Richmond 
dead  in  World  War  II,  and  served  as  the 
hospital’s  first  chief  of  staff.  He  was  also  on 
the  staffs  of  Medical  College  of  Virginia, 
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Retreat  for  the  Sick,  Johnston-Willis  Hos- 
pital, and  Sheltering  Arms  Hospital,  and 
was  chief  of  staff  of  the  Virginia  Home. 

Dr.  Decker  was  a past  president  of  the 
Richmond  Academy  of  Medicine.  He  has 
been  a member  of  The  Medical  Society  of 
Virginia  for  forty-six  years. 

His  wife  and  two  sons  survive  him.  One 
son  is  Dr.  H.  Chesley  Decker,  Richmond, 
and  a brother  is  Dr.  J.  William  Decker* 
Arlington. 

Dr.  William  Irvin  Prichard, 

Richmond,  died  March  4,  at  the  age  of 
eighty-two.  He  received  his  medical  de- 
gree from  the  University  of  Virginia  in 
1921.  Dr.  Prichard  had  been  associated  with 
the  State  Department  of  Mental  Hygiene 
and  Hospitals  since  193  5 when  he  joined 
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the  staff  of  Western  State  Hospital.  He 
was  superintendent  of  the  old  Petersburg 
State  Colony  in  1945  and  in  195  2 was  ap- 
pointed superintendent  of  the  Lynchburg 
State  Colony,  and  in  1957  of  the  Petersburg 
Training  School.  He  retired  from  practice 
in  1959.  Dr.  Prichard  had  been  a member 
of  The  Medical  Society  of  Virginia  since 
1925. 

His  wife  survives  him. 

Dr.  Edward  Marion  Holmes,  Jr., 

Died  at  his  home  in  Birmingham,  Ala- 
bama, on  February  25,  at  the  age  of  sixty- 
three.  He  was  formerly  director  of  health 
for  the  City  of  Richmond  and  had  also 
served  as  assistant  state  epidemiologist  and 
director  of  Venereal  Disease  Control  with 
the  State  Department  of  Health  and  as 
medical  director  of  the  Fairfax  County 
Health  Department.  Upon  leaving  Rich- 
mond, Dr.  Holmes  was  with  the  American 
Embassy  in  New  Delhi,  India.  He  then  lo- 
cated in  Atlanta  where  he  was  associated 
with  the  U.  S.  Department  of  Health,  Edu- 
cation and  Welfare.  In  Birmingham,  he  was 
director  of  the  Rehabilitation,  Research  and 
Training  Center  of  the  University  of  Bir- 
mingham. 


Dr.  Holmes  continued  as  a member  of 
The  Medical  Society  of  Virginia,  having 
joined  in  1935. 

His  wife,  a son  and  a daughter  survive 
him. 

Dr.  Maurice  Albert  Michael, 

Formerly  of  Suffolk,  died  at  his  home  in 
Miami  Beach,  February  13.  He  was  sixty- 
eight  years  of  age  and  received  his  medical 
degree  from  the  University  of  Pennsylvania 
in  1929.  Dr.  Michael  was  a surgeon  in  Suf- 
folk for  more  than  fifteen  years  before  his 
retirement.  He  had  been  a member  of  The 
Medical  Society  of  Virginia  since  1954. 

Two  step-daughters  and  three  brothers 
survive  him. 

Dr.  Anderson  Thomas  Scott,  Sr., 

Hampton,  died  February  16,  after  a short 
illness.  He  was  seventy-two  years  of  age 
and  received  his  medical  degree  from  How- 
ard University  in  1927.  Dr.  Scott  had  prac- 
ticed in  Hampton  since  1928  and  was  a 
member  of  the  staff  of  Dixie  and  Whittaker 
Memorial  Hospital.  He  was  a member  of 
The  Medical  Society  of  Virginia. 

His  son,  Dr.  Anderson  T.  Scott,  Jr.,  Wil- 
liamsburg, survives  him. 
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Although  raw  spinach  is  an  excellent  source  of  vitamin  C,  your  patient  would  have  to 
eat  40  pounds  a month  (about  IV3  lbs.  a day)  to  get  as  much  ascorbic  acid  as  is  con- 
tained in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily).  If  the 
spinach  is  cooked,  a person  would  have  to  ingest  more  than  twice  as  much  because 
cooking  destroys  much  of  the  vitamin  C,  and  still  more  is  lost  when  the  liquid  is 
drained  off.  Allbee  with  C also  contains  therapeutic  amounts  of  B-complex  vitamins. 
This  handy  bottle  of  30  capsules  gives  your  patient  a month’s  supply  at  a very 
reasonable  cost.  Also  the  economy  size  of  100.  Available  at  pharmacies  on  your 
prescription  or  recommendation.  A.  H.  Robins  Company,  Richmond.  Va.  23220 

AH -ROBINS 


Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  B2)  10  mg 

Pyridoxine  hydro- 
chloride (Vit  B6)  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


AHDOBINS 


vacation  in 
a vial: 

the  spasm 
reactors 
in  your  practice 
deserve 


“the  cDonnatal  ^Effect’ 


each  tablet,  capsule  or  eachDonnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate  0.1037  mg. 
atropine  sulfate  0.0194  mg. 

hyoscine  hydrobromide  0.0065  mg. 
phenobarbital  (Vi  gr.)  16.2  mg. 
(Warning:  may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(%  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  Summary.  Blurring  of  vision,  dry  mouth,  dif 
cult  urination,  and  flushing  or  dryness  of  the  skin  m 
occur  on  higher  dosage  levels,  rarely  on  usual  dosaj 
Administer  with  caution  to  patients  with  incipie 
glaucoma  or  urinary  bladder  neck  obstruction.  Conti 
indicated  in  acute  glaucoma,  advanced  renal  or  hepa 
disease  or  a hypersensitivity  to  any  of  the  ingredien 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


AH 


ROBINS 


ST.  ELIZABETHS  HOSPITAL 

James  T.  Gianoulis,  M.D. 

617  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

Austin  I.  Dodson,  Jr.,  M.D. 

Elmer  S.  Robertson,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

James  W.  Pancoast,  M.D. 

J.  Edward  Hill,  M.D. 

Gladstone  E.  Smith,  Jr.,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Pathology 

Leroy  Smith,  M.D. 

William  T.  Stuart,  M.D. 

Ronald  K.  Davis,  M.D. 

Plastic  Surgery 

Urology 

General  Surgery  & Gynecology 

L.  0.  Snead,  Jr.,  M.D. 

Clarry  C.  Trice,  M.D. 

Edward  A.  Zakaib 

Radiology 

General  Medicine 

General  Medicine 

0.  Christian  Bredrup,  Jr.,  M.D. 

Georce  W.  Reese,  Jr.,  M.D. 

Radiology 

Internal  Medicine 

Jack  A.  Peters,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 

SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


James  P King,  M.D. 
William  D.  Keck,  M D 
Morgan  E.  Scott,  M.D. 
David  S.  Sprague,  M.D. 


Edward  E.  Cale,  Jr.,  M.D. 
Don  L.  Weston,  M.D. 

J.  William  Ciesen,  M.D. 
Delano  W.  Bolter,  M.D. 
Davis  C.  Garrett,  M.D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D 
Carl  McCraw,  Ph.D. 

James  E.  Dublin,  Ph.D. 
Thomas  M.  Weddig,  Ph  D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center  Beckley  Mental  Health  Center 

Federal  Street,  Bluefield,  W.  Va.  109  E.  Main  Street,  Beckley,  W.  Va 

David  M.  Wayne,  M.D.  Leslie  J.  Borbely,  M.D. 

Mental  Health  Clinic 

Professional  Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.D. 
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DOCTORS: 

ADMINISTRATORS: 

Terrace  Hill  ...  An  Extended 
Care  Facility  Accredited  by 
the  J.C.A.H.  and  Approved  by 


Medicare. 


In  compliance  with  the  Civil  Rights  Act  of  1964 


Within  9 minutes  from  any  local  hospital 

• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  • Activities 

• Trained  Dietitian  • Male  Orderlies 

• Air-Conditioned  Rooms 


Accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  an 
Extended  Care  Facility. 

John  P.  Pate 


Member 


Administrator 

"Understanding  Care” 

Terrace  Hill  Nursing  Home,  « 

2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle  RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 
William  W.  Martin,  Jr.,  M.D. 
James  R.  Wickham,  M.D. 

Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr,  M.D. 
Franklin  P.  Watkins,  M.D. 

Pediatrics: 

Edward  G.  Davis,  Jr,  M.D. 
Thomas  P.  Overton,  M.D. 

Albert  S.  Thompson,  Jr,  M.D. 
Edward  J.  Wiley,  M.D. 

Ophthalmology,  Otolaryngology: 

Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 


Anesthesiology : 

Wiluam  B.  Moncure,  M.D. 
Heth  Owen,  Jr,  M.D. 

Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 
Wyatt  S.  Beasley,  III,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr,  M.D. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 

Roentgenology  and  Radiology: 
Hunter  B.  Frischkorn,  Jr,  M.D. 
William  C.  Barr,  M.D. 

James  W.  Proffitt,  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Director: 

Charles  C.  Hough 
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Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 


An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 


Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 
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JOHNSTON-WILLIS 

HOSPITAL 


RICHMOND,  VIRGINIA 


c|o 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 


BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 


Accredited  by  the  Joint  Commission  on  Accreditation  & Approveo  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive),  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jose  A.  Montes,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 
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Fourth  Decade  of  Nursing 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

MRS.  PLYLER’S 
NURSING  HOME 

KATE  E.  PLYLER  (1876-1947)  GENE  CLARK  REGIRER  (1912-1962) 

A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  353-3981 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy,  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities 
and  outings.  The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  8 5 acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  [1]  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

[2]  Samuel  N.  Workman,  M.D.  [3]  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 
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Gill  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 


STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Scott  W.  Little 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Charles  T.  Akers,  Jr. 
Administrator 


A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology,  Otolaryngology, 
Surgery  for  Deafness,  Rhinoplastic  Sur- 
gery, Bronchoscopy  and  Esophagoscopy. 


Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance. 

For  further  information,  address: 


Administrator,  Box  1789,  Roanoke,  Virginia  24008 


ST.  LUKE  S HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGUIRE  CLINIC  Inc. 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Webster  P.  Barnes,  M.D. 
John  H.  Reed,  Jr.,  M.D. 
Joseph  W.  Coxe,  111,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Endoscopy,  Thoracic  & Vascular 
Surgery 

Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 


Internal  Medicine 

John  P.  Lynch,  M.D. 
William  H.  Harris,  Jr.,  M.D. 
John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
Alice  V.  Thorpe,  M.D. 

David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 
W.  Wayne  Key,  Jr.,  M.D. 

Anesthesiology 

Beverley  Jones,  M.D. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  P.  King,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

G.  E.  Smith,  Jr.,  M.D. 

Physical  Therapy 

Elizabeth  L.  Watson,  R.P.T. 


Hospital  Administrator 

Charles  M.  Green 

Director  of  Nurses — St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N. 

School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 


Clinic  Manager 

S.  Taylor  Ware,  Jr. 

Director  of  Nurses — McGuire  Clinic,  Inc. 

Mary  E.  Simmons,  R.N. 
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REPRINT  PRICES  OF  ARTICLES  IN  THE 
VIRGINIA  MEDICAL  MONTHLY 

Trim  Size:  8x11  inches 


No.  of  copies 

100 

200 

250 

500 

750 

1000 

1500 

2000 

1 page 

$8.30 

$8.90 

$9.20 

$10.70 

$12.20 

$13.70 

$16.70 

$19.70 

2 Pages 

9.45 

10.20 

10.60 

12.45 

14.35 

16.20 

19.95 

23.70 

4 Pages  --  __  _ 

19.85 

21.70 

22.65 

27.25 

31.88 

36.50 

45.75 

55.00 

8 Pages  _ 

47.87 

50.15 

51.30 

57.00 

62.70 

68.40 

79.80 

91.20 

1 2 Pages  _ 

77.90 

82.65 

85.05 

96.90 

108.80 

120.65 

144.40 

168.15 

16  Pages 

95.74 

100.30 

102.60 

1 14.00 

125.40 

136.80 

159.60 

182.40 

Cover  __  _ 

15.20 

18.65 

20.40 

29.00 

37.45 

46.25 

73.50 

80.75 

Envelope — blank  __ 

2.80 

5.60 

7.00 

14.00 

21.00 

28.00 

42.00 

56.00 

Envelope — printed  _ 

7.98 

11.16 

12.70 

20.70 

28.60 

36.60 

52.50 

68.40 

PRICES  F.O.B.  RICHMOND,  VA. 

Orders  must  be  placed  before  type  is  distributed. 


THE  WILLIAMS  PRINTING  CO. 

5203  Hatcher  Street  P.O.  Box  1419  Richmond,  Virginia  23211 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Main  Office  Branch  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES-WE  MAKE  THEM 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144  s- 
144  tablets  in  12  rolls. 


i 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 
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Woodrow  Wilson  Slept  Here.  At 

Staunton’s  stately  “Manse”,  you  can 
see  the  crib  that  held  a future 
president.  And  the 
home  where  Jessie 
Wilson  gave  birth  to 
the  son  who  later 
gave  birth  to  the 
League  of  Nations 
with  its  vision  of 
world-wide  peace. 


The  General's  Assembly.  Douglas  MacArthur  called 
Norfolk  home,  though  he  was  born  in  Arkansas 
(“while  his  parents  were  away”,  the  Norfolk  paper 
said).  Here,  at  the  MacArthur  Memorial,  you  can  see 
the  possessions  of  this  great  soldier. 


The  Doll  Who  Spied  For  Dixie.  She  had  a 

head  for  smuggling.  Hollow.  Just  right  for  carry- 
ing medicines  across  Union  lines.  She’s  at  Rich- 
mond’s Confederate  Museum  now.  In  retirement. 


Broadway  In  The  Blue  Ridge.  These  spurs  were 
worn  in  an  early  play  at  Abingdon’s  Barter 
Theatre,  so-called  because  its 

depression-hungry  founders  traded 
seats  for  food.  To  date,  over 
2 million  tickets  have  been 
sold ; most  of  them,  in 
recent  years,  for  cash. 


The  Mighty  In  Miniature.  These  water  color 
miniatures  of  the  first  President  and  his  lady, 
painted  from  life,  are  now  on  view  in  Williams- 
burg. Come  see  them. 

Visit,  write  or  call 
VIRGINIA  STATE  TRAVEL  SERVICE 
9th  & Grace  Streets,  Richmond  23219 
phone: (703)  770-4484 


— 
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I As  adjunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs o,b,d 

'W"  1 00  000  N.F.  Unit*.  Ctiymotrypjin  8.000  N.F.  Units; 
«W»slent  tryptic  activity  to  40  mg.  of  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
r.  Speeds  recovery 


tablet  cf.  i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  it  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies.  It 
has  been  seen  with  equal  incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

I DIVISION  OF  RICHARDSON  MERRELL  INC. 

I PHILADELPHIA,  PENNSYLVANIA  19144 
n*D(MAK  UTaBS  US.  9ATtNT  NO  3.004.«93  9170  0 009 A l«| 


Bitabs 


sin:  100,000  N.F.  Units,  Chymotrypsin 


8,000  N.F.  Units;  equivalent  in 


tryptic  activity  to  40  mg.  of  N.F  trypsin 


The  causes  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


Contraindications:  Known  sensitivity  to  sulfonamides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 

/ of  absorption.  Burning,  increased  local  discomfort,  skin 

urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagl- 
nally  once  or  twice  doily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-104  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERREll  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  sin 


"Sorry  Doctor. 

But  you’re  going  to  be  laid  u 
tor  a while." 


■ With  that  “switch”,  Doctor,  your  income  stops. 

But  your  everyday  expenses  keep  right  on  ...  in  your  home  and  at  your  office. 
That’s  why  you  need  a sound  disability  income  plan. 

We  offer  the  original  Group  Plan  of  Disability  Income  . . . the  one  that's  been 
recommended  and  sponsored  by  the  Medical  Society  of  Virginia  for  more  than 


a decade. 

SPECIAL  FEATURES  OF  OUR  PLAN: 

■ disability  income  up  to  $250  weekly. 

■ weekly  payments  covering  you  up  to  age 
65  for  sickness  or  even  lifetime  for  ac- 
cident. 

■ $1,000  accidental  death  benefit  with  each 
policy  . . . higher  limits  available,  of 
course. 

■ additional  benefits  available  for  accidental 
loss  of  limbs,  sight,  speech,  or  hearing. 


■ medical  payments  for  treatment  of  non- 
disabling injuries  (to  a maximum  equiva- 
lent to  one  week’s  indemnity). 

■ guaranteed  minimum  benefits  for  certain 
fractures  and  dislocations,  whether  dis- 
abled or  not. 

■ optional  daily  hospital  benefits. 

■ optional  plans  also  available  for  your  of- 
fice personnel 


FOR  FULL  DETAILS  WRITE  OR  PHONE 

Administrators 


E.  E.  Goodwyn  Agency 
Emporia,  Va. 

I 634-2611 

Murphy  Insurance  & Travel,  Inc. 
Charlottesville,  Va. 

295-4157 


Morrison  & Agnor,  Inc.  Ernest  L.  Baker  Asso’s 

Lexington,  Va.  Virginia  Beach,  Va. 

463-4411  425-1892 


General  Insurance  of  Roanoke 
Roanoke,  Va. 

345-8148 


Suter  Associates,  Inc. 
Arlington,  Va. 
525-6700 


G.  C.  French  Agency,  Inc. 
Richmond,  Va. 

M13-1140 


Underwritten  by 

COMMERCIAL  INSURANCE  COMPANY  OF  NEWARK,  NEW  JERSEY 

one  of 

The  Continental  Insurance  Companies 


LEASING 

THE  ART  OF  USING  SOMEBODY  ELSE’S 
MONEY  TO  YOUR  ADVANTAGE. 

Why  not  take  your  hard  earned  money  and  put  it  in  good  sound 
investments  that  will  insure  your  comfortable  retirement  when  it's 
time  to  "take  down  the  shingle." 


Let  us  lease  you  the  medical  and  office  equipment  of  your  choice 
which  can  be  expensed  monthly. 


YOU  WANT  MORE  CASH  TO  INVEST? 

Let  us  buy  your  old  depreciated  equipment  for  the  original  invoice 
cost1  and  lease  it  back  to  you.  By  the  way,  how  much  money  do 
you  have  tied  up  in  medical  equipment?  How  would  you  like  to 
have  that  much  in  CASH? 


Call  us  toll  free  in  Virginia  by  dialing  1-800-552-3886 

(Have  the  operator  dial  it  for  you  in  the  Charlottesville  area) 


\ DELTA  LEASING  COMPANY 

1017  UNITED  VIRGINIA  BANK  BUILDING,  RICHMOND,  VIRGINIA  23219  PHONE  703/643-7639 
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N rgesic . . . provides  effective  analgesia  and  relief  of  associated  muscle  spasm 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine.  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  rec- 
ommended that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon@) 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazard  to 
the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established;  therefore,  the  physician  must  weigh  the 
benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should  also  be  used  with  caution  in  patients  with  tachycardia. 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  increased  intraocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequently 
an  elderly  patient  may  experience  some  degree  of  confusion  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  These 
mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  been 
reported.  No  causal  relationship  has  been  established  Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily. 


Riker  Laboratories,  Inc. 

NORTHRIOGE.  CALIFORNIA  91324 
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NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg.,  phenacetin,  160  mg., caffeine,  30  mg.) 

the  versatile  analgesic 


For  the 
prevention 
of  the 
gripping 
pain  of 
angina 
':V  \ ' : If  H’ll 


/ 


PeritrateSA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Perforates  A 

Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 

Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNERCHILCOTT 

Morris  Plains,  New  Jersey  07950 

PE-GP-11 
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Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  Bu, 

protective  quantities  of 
potassium,  in  a palatable  and 
c,  readily  assimilated  form. 


vPoseoperacfveljr 


Supplied  in  bottles  of  2 or  6 fluidounces. 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 
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ESTABLISHING  A PROFESSIONAL  CORPORATION 
OR  INTERESTED  IN  A KEOGH  ACT  PLAN? 

JPm,  Tbiw  Wlsjdkjai  Socisdiy.  ofr.  Uihqima, 
VyinmbiihA!  fodihsm&nL  (PIcuu  - Cb&,  dvcdlablsL . . . 

FOR  INFORMATION  CALL  OR  WRITE: 

The  Trustees  of  The  Medical  Society  of  Virginia 
Members'  Retirement  Plan 

2425  Wilson  Boulevard 
ARLINGTON,  VIRGINIA  22201 

703/525-6700  (collect  calls  accepted) 


Protect  your 
patients7  vacation 
fun  this  year . . . 

PREVENT  PAINFUL  SWIMMERS  EAR 

AQUA  ear 


EASY  TO  USE  DROPS 

CLASSIC  FORMULATION 

2.5%  Boric  Acid  N.F.  in 
Isopropyl  Alcohol  N.F. 

SAFE  AND  EFFECTIVE. 

Recommend  AQUA-EAR 
drops,  or  simply  write 
"AQUA- EAR"  on  your 
prescription. 

Provided  in  easy  to  use, 
unbreakable  squeeze  bot- 
tles with  FULL  DIREC- 
TIONS ON  THE  BOTTLE. 


2 00  0 TATE  SPR 


MGS  ROAD.  LYNCH 


CLINICIANS  WANTED 

To  provide  medical  care,  primarily  in 
child  health,  maternity  and  family  plan- 
ning clinics.  Forty  hour  week,  liberal 
fringe  benefits.  Incumbents  would  be 
state  employees,  assigned  to  local  health 
departments,  with  choice  of  locations  in 
the  state  from  mountains  to  the  sea.  Qual- 
ifications: Age  under  55,  American  citi- 
zen or  declaration,  license  to  practice  in 
Virginia  at  time  of  employment,  and  will- 
ingness to  undertake  types  of  care  de- 
scribed above.  Salary  $21,400 — with  in- 
crements to  $25,600  in  3Vi  years. 
$23,400  to  $28,000  for  board  certifica- 
tion in  Pediatrics  or  Ob-Gyn. 

Inquire:  Director  of  Lccal  Health  Serv- 
ices, Virginia  State  Health  Department, 
Richmond,  Virginia  23219. 
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Yes,  Kolantyll 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


v The  Wm.  S.  Merrell  Company 

Merrell  ) Division  of  Richardson-Merrell  Inc. 
■ ' Cincinnati,  Ohio  45215 


0*2572  (21721 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.1 23 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,'  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  201 0 
insomniacs,  1706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 

Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 

In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A . e/a/.;  “Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,"  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego.  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
e/a/.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file.  Medical  Department,  Hoffmann- 
La  Roche  Inc. 
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FRANCIS  A.  COUNTWAY 

i IRRARY  DF  McrggtW^prescribing,  please  consult  Complete 

LIdKAKt  Li  -Wotfurt  Information,  a summary  of  which 

pncTON  ,ollows: 

Indications:  Effective  in  all  types  of  insomnia 
2 6 MAY  iQfliaracterized  by  difficulty  in  falling  asleep, 

** Trequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  ( e.g operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
iethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


For  the  sleep  your  patients  need  <^R0CHE^> 

NewT^V  1 

Dalmane 

(flurazepam  hydrochloride] 


Roche  Laboratories 

Division  of  Hoffmann- La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  USP 

Makes  water,  not  waves. 


You  know 
diuretics 
medically 

But 

lave  you 
met  them 
socially? 


cwyie  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
Kfllf  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

s'ro  n ’•  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
per  tsitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
'UKe  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
or;  on)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
pie  ents  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
mo  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
eta  r neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
'“•jfing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
MBjcautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare, 
luc  losage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
^iBation  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
■ la  e,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
asjrn  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
leni  eceiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 

constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
j'e  ion,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 

'ml  vtopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
cie  tis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
To  ids  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  A verage  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
is  Supp/ierf;  White,  single- scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
tk&nplete prescribing  information. 

Klpharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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prevention 
of  the 
gripping 
pain  of 
angina 


PeritrateSA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WAR  NEB-CHI  LCOTT 

Morris  Plains,  New  Jersey  07950 


PRIR1ER 

PLUS 

Flexnplnst 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


...  Edward  Taylor  Ltd.  ••••. 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly.  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name M.D. 

Address  

City 

State Zip 
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hen  manhood  ebbs. 


or  is  delayed 


due  to  testicular 
hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure. ..and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 


Halotestin  a 


(fluoxymesterone 

Upjohn] 


oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Halotestin5 

(fluoxymesterone,  Upjohn) 

Orally  active  androgen  about  5 times  as  potent 
In  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
put  retention  of  sodium  not  marked.  Doses  below 
CO  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
licular  hormone  deficiency  states.  Prevents  atro- 
ohy  of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued, 
mpotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
sm  and  eunuchism.  Delayed  puberty  when  es- 
ablished  as  not  a simple  familial  trait.  Indicated 
or  those  symptoms  of  panhypopituitarism  re- 
sted to  hypogonadism,  however,  appropriate 
idrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
|:ema/e;  Palliation  of  androgen-responsive,  ad- 
• anced,  inoperable  breast  cancer  in  women  be- 
l/veen  1 and  5 years  postmenopausal  or  women 
li  whom  castration  has  shown  the  tumor  to  be 
I ormone  dependent.  Prevention  of  postpartum 
I reast  manifestations  of  pain  and  engorgement; 

| tere  is  no  satisfactory  evidence  that  this  drug 
revents  or  suppresses  lactation  per  se.  In  os- 
-loporosis  androgens  may  be  of  adjunctive 
lilue  to  adequate  considerations  of  diet,  cai- 
um  balance,  physiotherapy  and  general  health 
Iromoting  measures.  Males  and  Females:  In  the 
leatment  of  protein  depletion  states  which  oc- 
Ijr  in  geriatric  patients,  in  debilitation  states,  in 
I ironic  corticoid  therapy,  resistant  fractures; 
I yptorchidism;  creating  a positive  nitrogen  bal- 
I ice,  tissue  repair  and  other  anabolic  effects. 
I idrogenic  steroids  may  produce  a response  in 
I ilastic  anemias,  myelofibrosis,  myelosclerosis, 
nogenic  myeloid  metaplasia  and  hypoplastic 
lemias  due  to  malignancy  or  myelotoxic  drugs, 
idrogens  are  not  of  value  in  other  anemias, 
ontraindications  Pregnancy  (may  virilize  fe- 
ale  fetus),  mammary  carcinoma  in  the  male, 
ostatic  carcinoma,  severe  liver  disease,  severe 
J rdiorenal  disease  and  severe  persistent  hy- 
| rcalcemia. 

ecautions  Employ  with  caution  in  young  boys 
avoid  precocious  sexual  development  and 
amature  epiphyseal  closure.  Androgens  tend 
promote  retention  of  sodium  and  water,  there- 
e,  watch  for  edema— particularly  in  the  elderly, 
idence  and  severity  of  edema  have  been 
nimal  and  have  been  associated  only  with 
h doses  used  for  palliation  of  breast  cancer, 
percalcemia  may  occur,  particularly  in  patients 
|h  metastatic  breast  carcinoma;  if  this  occurs 
drug  should  be  discontinued.  Changes  in 
5r  function  tests,  such  as  increased  BSP  re- 
ition  and  SGOT  levels,  can  occur  during  ther- 
/.  Jaundice  has  been  rarely  reported.  If  liver 
ction  tests  are  altered,  discontinue  medica- 
i or  reduce  dose.  Priapism  is  indicative  of 
t|;essive  dosage  and  is  indication  for  tempo- 
ly  withdrawal  of  drug.  When  treating  protein 
tbletion  states  or  osteoporosis,  an  adequate 
f '.  should  be  provided  and  prolonged  immobili- 
Z on  avoided  whenever  possible.  When  treating 
I astic  or  hypoplastic  anemias,  androgen  ther- 
I ' should  not  replace  other  measure  such  as 

■ isfusion,  correction  of  iron  deficiency,  anti- 
I :terial  therapy,  and  the  use  of  corticosteroids. 
V/erse  reactions  Nausea,  dyspepsia,  men- 
S -al  irregularities,  hepatic  dysfunction,  pha- 
lli, edema,  precocious  sexual  development, 

■ ! premature  epiphyseal  closure  in  young 
lients  have  been  reported.  Male  — Prolonged 
Bninistration  or  excessive  dose  may  cause 

■ bition  of  testicular  function  with  oligospermia 
a decreased  ejaculation  volume.  Female  — 
t-3e  doses  or  prolonged  administration  may 
p duce  masculinization  with  signs  such  as  hir- 
s sm,  deepening  of  the  voice,  enlargement  of 

I clitoris,  acne,  and  sometimes,  increased 
JMo. 

S iplied  Tablets:  2 mg.,  scored  — bottles  of  100  / 
5ig.,  scored- 
ottles  of  50. 

additional  product  information,  see  your 
Iphn  representative  or  consult  the  package 

ular. 

rja  The  Upjohn  Company,  Kalamazoo.  Michigan 


-bottles  of  50./ 70  mg.,  scored 


Protect  your 
patients'  vacation 
fun  this  year . . . 

PREVENT  PAINFUL  SWIMMERS  EAR 


AQLJA  ear 

EASY  TO  USE  DROPS 

CLASSIC  FORMULATION 

2.5%  Boric  Acid  N.F.  in 
Isopropyl  Alcohol  N.F. 


acdlj/x 


SAFE  AND  EFFECTIVE. 

Recommend  AQUA-EAR 
drops,  or  simply  write 
"AQUA- EAR"  on  your 
prescription. 

Provided  in  easy  to  use, 
unbreakable  squeeze  bot- 
tles with  FULL  DIREC- 
TIONS ON  THE  BOTTLE. 

ON  OF  FI  LAN  CEO  CORPORATION 
iS  ROAD.  LYNCHBURG,  VA.  24501 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Main  Office  Branch  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES-WE  MAKE  THEM 


HEID  8-5-S  «LQXI 


3 OUT  OF  4 MEN  WILL  BE  STOPPED  UNWILLINGLY  BY 
LONG  TERM  ILLNESS  OR  INJURY 


You  don’t  want  to  be  one  of  the  three.  But  face  facts,  you  may  be! 
Your  family  needs  protection  from  unexpected  loss  of  income. 

The  Medical  Society  of  Virginia  sponsors  and  recommends  a plan 
which  provides  that  protection  ...  at  much  lower  group  cost  than 
anything  comparable  purchased  individually.  While  the  low  cost  is 
one  of  the  biggest  features,  here  are  some  of  the  others: 

y Pays  up  to  $1,200  a month  ($1,320  while  the  10%  Bonus  is  in 
force) 

y Guaranteed  Renewable  to  age  65  (you  may  continue  to  age  75 ) 

y Special  plan  designed  for  the  younger  doctors 

y Few  Exclusions — even  private  flying  is  included 

y Pays  in  addition  to  any  other  insurance  you  may  carry 

You  can  receive  information  immediately  by  writing  or  phoning 
(collect)  the  administrators  who  have  specialized  in  providing  sound, 
up-to-date  insurance  plans  designed  for  the  Virginia  physician.  A 
minute  of  your  time  now  is  surely  worth  your  income  when  your 
family  needs  it.  Ask  about  The  Medical  Society  of  Virginia  “Dis- 
ability Income  Program.” 

Program  Administered  By: 

DAVID  A.  DYER  INSURANCE  AGENCY  FRED  W.  HALL— ASSOCIATE 

Medical  Arts  Building  , 8924  Orange  Hunt  Lane 

Roanoke,  Virginia  24011  ana  Annandale,  Virginia  22003 

Phone:  344-5000  Phone:  461-8087 

Other  Plans  Sponsored  and  Approved  by  The  Medical  Society  of  Virginia 

For  Your  Protection 

■ In-Hospital  Income  ■ Professional  Overhead  Expense  ■ Major  Hospital  Nursing 
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when  an  unnerving  experience 

compounds  the  pain 


the  compound  analgesic 
that  calms  instead  of  cat feinates 

In  addition  to  pain,  this  patient  has  experienced 
anxiety,  fear,  embarrassment,  and  frustration. 

No  doubt  these  psychic  factors  actually  increased 
her  perception  of  pain.  Surely  the  last  thing  she 
needs  is  an  analgesic  containing  caffeine.  The 
logical  choice  is  Phenaphen  with  Codeine.  It 
provides  a quarter  grain  of  phenobarbital  to  take 
the  nervous  “edge”  off,  so  the  rest  of  the  formula 
can  control  the  pain  more  effectively.  It’s  no 
accident  that  the  Phenaphen  formulations  contain 
a sedative  rather  than  a stimulant.  Don't  you 
agree,  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen 

■■  m M A Phenaphen  with  Codeine 

^Vllll  Vvl  Nos.  2.  3.  or  4 contains: 

” in  I WWVII  IV  Phenobarbital  (Va  gr.), 
16.2  mg.  (warning:  may  be  habit  forming):  Aspirin  (2Vi  gr  ).  162.0  mg.; 
Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate.  0.031  mg. : Codeine 
phosphate,  Va  gr.  (No.  2),  Vi  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may 
be  habit  forming).  Indications:  Provides  relief  in  severer  grades  of  pain, 
on  low  codeine  dosage,  with  minimal  possibility  of  side  effects. 

Its  use  frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  excessive  or 
prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur. 
Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours 
as  needed:  Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed. 
For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va. 


AM- 


[ROBINS 


'head  clear  upon  arising 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  1 2 hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /FH|^OBINS 

...  . . ..  A.  H.  Robins  Company 

prescribing  information  appears  on  next  page  Richmond,  Va.  23220 


Dimetapp 

Extentabs 

Dimetane"  (brompheniramine  maleate),  12  mg  ; phenyl- 
ephrine HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tress. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 
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Adolescence 


Jnfanc  diarrhea 


Debilitad 

gastrorni 

conditio: 


Old  age 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  Bu, 

protective  quantities  of 
\ potassium,  in  a palatable  and 
4*  readily  assimilated  form. 


. Poscoperadvely 


Supplied  in  bottles  of  2 or  6 fluidounces. 


Dosage  is  1 teaspoonful  two  or  three  times 
daily ; two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 
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A Special  Message  for  Members  of  The 
Medical  Society  of  Virginia 


Long-term 
Group  Disability 
Insurance  at 
new  lower  rates 
for  members  under 


A Doctor’s  earned  income  can 

Here  are  a few  of  the  advantages  of- 

STOP  when  he  is  sick  or  hurt  and 

fered  by  this  plan: 

can’t  work.  Long-term  Group 

1.  Federal  income  tax-free  benefits 

Disability  Insurance  could  provide 

the  needed  cash  when  this  happens. 

2.  Lifetime  accident  benefits 

3.  Sickness  benefits  for  seven  years  or  to 
age  65. 

The  Medical  Society  of  Virginia  has 

4.  Low  group  rates 

5.  Local  claim  service 

offered  its  members  this  plan  since 

6.  Confinement  never  required  during 

195  5.  Over  $1,000,000  in  benefits 

disability 

7.  Unusually  liberal  definition  of  disability. 

have  been  paid  out  to  members 

INTERESTED?  Then  mail  the  coupon  below 

through  this  plan. 

to  the  agency  nearest  you. 

Murphy  Insurance  & Travel, 
Inc. 

Charlottesville,  Va. 
295-4157 

ELB  Associates 
Suite  1118 
205  34th  Street 
Virginia  Beach,  Va. 
425-1892 


Administrators 

Morrison  & Agnor,  Inc. 
Lexington,  Va. 

463-4411 

Suter  Associates,  Inc. 
2425  Wilson  Boulevard 
Arlington,  Va.  22201 
525-6700 

E.  E.  Goodwyn  Agency 
Emporia,  Va. 

634-2611 

Underwritten  by 


G.  C.  French  Agency,  Inc. 
627  E.  Main  St. 

Richmond,  Va.  23219 
643-9138 

General  Insurance  of  Roanoke 
Shenandoah  Building 
Roanoke,  Va.  24011 
345-8148 


Commercial  Insurance  Company  of  Newark,  New  Jersey 
one  of 

The  Continental  Insurance  Companies 


Commercial  Insurance  Co. 
of  Newark,  N.  J. 

I would  like  more  information  about 
the  Long-term  Group  Disability  In- 
surance sponsored  by  The  Medical 
Society  of  Virginia. 

Name  Phone  

Address  

City  State Zip 
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A valuable  hospital  antibiotic 
—when  there  is  no  time 


in  severe  systemic  infections— postoperative  bacteremia.  Gram-negative/staph  pneu- 
monias or  neonatal  sepsis  — Kantrex'  (kanamycin  sulfate)  is  often  indicated  before  results 
of  customary  sensitivity  tests  can  be  reported.  Clinical  response  is  often  seen  within  24- 
48  hours  in  susceptible  infections,  with  remission  soon  after. 


1 0 years  of  experience  confirm  the  continuing  effectiveness  of  Kantrex*against  many 
Gram-negative  bacilli  (most  Pseudomona§=a£§resistant)  and  staph. 


Because  of  potential  ototoxicity, 
official  package  circular. 


tructions  carefully  as  outlined  in  the 


Brit:, 


t'Qns  Serious  infections  due  to  susceptible  strains  of  £ coli.  Proteus  sp  . 


Cu1 
Cor 
by  i 
the 

Pre 

dvs 


•bacter aerogenes.  K pneumoniae.  Serratia  marcescens  and  Mima-Herellea 
e and  sensitivity  studies  should  be  performed 

3'ndicat'ons  A history  of  hypersensitivity  to  the  drug  Prior  auditory  damage 
lamycm  or  other  agents  may  be  a contraindication  if  effective  alternative 
>y  is  available. 

■itions  Obtain  audiograms  before  and  during  therapy  in  patients  with  renal 


iction  when  treatment  lasts  more  than  5 days  Stop  Kantrex  if  tinnitus  or 


. .x* 


Summary  of  Prescribing 
•nation  (8)  7/8/70.  For  com 


nformation.  consult  Official 
Patjage  Circular 

arnmq  Irreversibledeafnesscanoc 


r Tinnitus  or  vertigo  may  also  occur 
d indicate  vestibular  damage  and  im 
ndmg  deafness.  The  risk  is  sharply  increased 
th  renal  dysfunction.  In  such  cases,  decrease  size 
d frequency  of  doses  Discontinue  kanamycin  and 
eck  hearing  if  azotemia  increases.  Watch  carefully  for  oto- 
icity  in  older  patients  and  patients  receiving  more  than  1 5 Gm  of  kana- 
cin.  To  avoid  neuromuscular  paralysis  with  respiratory  depression,  post- 
I line  mtraperitoneal  instillation  in  post  operative  patients  until  recovery 
I ' m anesthesia  and  muscle  relaxants  is  complete  Avoid  concurrent  use  of 
| ner  ototoxic  drugs  including  ethacrymc  acid  Safety  in  pregnancy  is  not 
ablished 


hearing  loss  occurs  Hydrate  patients 
to  prevent  chemical  irritation  of  the 
renal  tubules  Assess  renal  function 
periodically,  both  before  and  during  ther- 
apy If  signs  of  renal  irritation  occur  (casts, 
cells,  proteinuria)  increase  hydration  and  re- 
duce the  dosageor  the  frequency  of  dosage  if  neces- 
sary—in  azotemic  patients  the  frequency  (in  hours)  of 
doses  may  be  obtained  by  multiplying  the  serum  creatinine 
by  9 If  azotemia  or  oliguria  occur,  discontinue  therapy  Mycotic 
or  bacterial  superinfection  may  occur. 

Adverse  Reactions:  Irritation  or  pam  at  the  injection  site,  skin  rash,  drug  fever, 
headache  and  paresthesias. 

Dosage  and  Administration  The  maximum  total  daily  dose  should  not 
exceed  1 5 Gm  by  all  routes  of  administration  The  usual  dose  is  75  mg  /Kg  / 12 
hours  I M.  The  average  adult  dose  is  1 Gm  daily  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours  If  no  response  occurs  in 
3 to  5 days,  stop  therapy  and  recheck  the  bacterial  sensitivities  Hydrate  patients 
well  to  minimize  renal  irritation  Inject  deeply  into  the  upper  outer  quadrant  of 
the  gluteal  muscle  Discard  partially  used  vials  after  48  hours.  The  drug  should 
not  be  physically  mixed  with  other  antimicrobials 

Supplied  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solution  in  two 
concentrations  0 5 Gm.  in  2 ml.  and  1.0  Gm  in  3 ml  Also  available— Pediatric 
Injection  75  mg  in  2 ml.  A H FS  Category  8 1 2 28 

BRISTOL  LABORATORIES 

Division  of  Bristol-Myers  Company.  Syracuse.  New  York  13201 


BRISTOL 


KANTREX*  INJECTION 


(kanamycin  sulfate) 


. 


They  all  have  two  things  in  common:  they  have  monilial  vaginitis 


CANDEPTIN  now  gives  you  complete 
therapeutic  flexibility. 

It  is  the  specific  high  potency  antimonilial  agent  which 
provides  superior  effectiveness.  And  there  is  at  least  one 
dosage  form  to  meet  every  patient’s  individual  needs  and/ 
or  preference. 

CANDEPTIN—  more  advantages  for  your  patients. . . 

It’s  fast-prompt  symptomatic  relief  of  itching,  burning, 
candidiasis  discharge  and  malodor  in  48-72  hours;  usu- 
ally cures  completely  in  a single  14-day  course  of  therapy. 
It’s  safe-no  side  effects,  clinical  reports  of  irritation  or 
sensitization  have  been  extremely  rare;  exact  dosage  can 
be  assured.5-6 

It’s  convenient-easy  to  use  in  all  forms,  encourages  pa- 
tient acceptance  and  cooperation;  therapy  can  be  started 
in  your  office. 

It’s  clinically  proven-Candicidin  is  significantly  more  po- 
tent in  vitro  than  nystatin,1  and  has  a record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant  pa- 
tients.2-3-4  In  two  recent  studies,  both  involving  gravid 
and  non-gravid  patients,  a 100%  culture-confirmed  cure 
rate  was  achieved  with  14  days  of  therapy. s-6 


CANDEPTIN  (candicidin)  Vaginal  Tablets,  Vaginal  ilj  I 
Ointment,  and  . . .new  VAGELETTES™ 

Now  Vagelettes  offer  a unique  new  dosage  form— ca:  - 1 
cidin  ointment  in  a soft  gelatin  capsule  — for  virtu;// 
unlimited  application.  With  Candeptin  in  three  foiftj 
your  range  of  therapy  has  been  extended  to  meet  a i 
those  previously  difficult-to-treat  Candida  cases. 

□ For  the  young  patient— cut  off  the  tip  of  the  nan  v gj 
soft  end  of  the  Candeptin  Vagelette  and  extrude  cont  s 
through  the  intact  hymen. 

□ For  the  gravid  patient— easy  manual  insertion  wit!  it 
the  need  for  an  applicator  or  inserter  for  intravaginal  ■ i 

□ For  the  multiple  needs  of  all  your  patients— toj  J ; 
application  for  labial  involvement,  intravaginal  us  o 
treat  mucosal  infestation. 

References:  1.  Lechevalier,  H.:  Antibiotics  Annual  1959- 
New  York,  Antibiotica  Inc.,  1960.  pp.  614-618.  2.  Olsen,  U I 
Journal-Lancet  85: 287  (July)  1965.  3.  Giorlando,  S.W.,  T<j$> 
J.F.,  and  Muscillo,  G.:  Am.  J.  Obst.  & Gynec.  90: 370  (0  1) 
1964.  4.  Friedel,  H.J.:  Maryland  M.J.,  75:36  (Feb.)  1966.  5.  r* 
lando,  S.W.:  to  be  published  1971.  6.  Decker,  A.:  Case  Re ,ts 
on  File,  Medical  Department,  Julius  Schmid. 


sy  can  now  becuredwithCandeptin.  Even  these  two. 


:adeptins 

'ar  cidin  Vaginal  Tablets,  Ointment,  VAGELETTES™ 
Jesiption:  Candeptin  (candicidin)  Vaginal  Ointment  contains 
di  ersion  of  candicidin  powder  equivalent  to  0.6  mg.  per  gm. 
t C 6%  Candicidin  activity  in  U.S.P.  petrolatum.  3 mg.  of  Can- 
ici  i is  contained  in  5 gm.  of  ointment  or  one  applicatorful. 
-an|;ptin  Vaginal  Tablets  contain  Candicidin  powder  equiva- 
into  3 mg.  (0.3%)  Candicidin  activity  dispersed  in  starch, 
tcti;  and  magnesium  stearate.  Candeptin  Vagelettes  contain  3 
ig.lf  Candicidin  activity  dispersed  in  5 gm.  U.S.P  petrolatum, 
^ctiii:  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  and  Vagel- 
tte  iossess  anti-monilial  activity. 


ndi 

pec 

on 

rnsve  to  any  of  its  components.  During  pregnancy  manual 

ab. 


tions:  Vaginitis  due  to  Candida  albicans  and  other  Candida 

s. 

lindications:  Contraindicated  for  patients  known  to  be 


or  Vagelette  insertion  may  be  preferred  since  the  use  of 
is  otment  applicator  or  tablet  inserter  may  be  contraindicated, 
aui  n:  During  treatment  it  is  recommended  that  the  patient  re- 
air  rom  sexual  intercourse  or  the  husband  wear  a condom  to 
voi 

.dii 

"rite 


e-infection. 

e Reaction:  Clinical  reports  of  sensitization  or  temporary 
an  with  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  or 


agt  ttes  have  been  extremely  rare. 


One  vaginal  applicatorful  of  Candeptin  Ointment  or 
ginal  Tablet  or  one  Vagelette  is  inserted  high  in  the  vagina 


twice  a day,  in  the  morning  and  at  bedtime,  for  14  days.  Treat- 
ment may  be  repeated  if  symptoms  persist  or  reappear. 

Available  Dosage  Forms:  Candeptin  Vaginal  Ointment  is  sup- 
plied in  75  gm.  tubes  with  applicator  (14-day  regimen  requires  2 
tubes).  Candeptin  Vaginal  Tablets  are  packaged  in  boxes  of  28, 
in  foil  with  inserter  — enough  for  a full  course  of  treatment. 
Candeptin  Vagelettes  are  packaged  in  boxes  of  14.  (14-day  regi- 
men requires  2 boxes). 

Store  under  refrigeration  to  insure  full  potency. 

Federal  law  prohibits  dispensing  without  prescription. 

Candeptin 

//V  o r»  rl  i rl  l Va8inal  T ablets/Ointment, 

tCallQlCllllll;  VAGELETTES™  Vaginal  Capsules 

depend  on  it  as  your  agent  of  first  choice 


Innovators  in  Candicidin  Therapy 
Julius  Schmid  Pharmaceuticals 

423  West  55th  Street 
New  York,  New  York  10019 


WHEN  TRAUMA 
RESULTS  IN  PAW 


NORGESIC 

(orphenadrine  citrate.  25  mg  ; aspirin,  225  mg 
phenacetin,  160  mg  ; caffeine.  30  mg.) 

the  versatile  analgesic 

offers  fast  onset  of  symptomatic  relief 

produces  a high  level  of  analgesia 

affords  sustained  pain  relieving  action 

provides  predictable  relief — 
overall  satisfactory  response  in 
approximately  80%  of  patients 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphena- 
drine. Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric  or 
duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at 
the  bladder  neck  Norgesic  is  also  contraindicated  in  patients  with  myas- 
thenia gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin 
or  caffeine 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  pa- 
tients receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  recom- 
mended that  Norgesic  not  be  given  in  combination  with  propoxyphene 
(Darvon") 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  prepara- 
tion in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  poten- 
tial benefits  of  the  drug  be  weighed  against  its  possible  hazard  to  the 
mother  and  child 

USE  IN  CHILDREN  The  safe  and  effective  use  of  this  drug  in  children  has 
not  been  established  therefore,  the  physician  must  weigh  the  benefits 
against  the  potential  hazards 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of 
phenacetin  may  result  in  nephrotoxicity  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders. 
It  should  also  be  used  with  caution  in  patients  with  tachycardia 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or 
those  usually  associated  with  mild  anticholinergic  agents.  These  may 
include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  intraocular  tension,  weak- 
ness. nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness 
and  rarely,  urticaria  and  other  dermatoses  Infrequently  an  elderly  patient 
may  experience  some  degree  of  confusion  Mild  central  excitation  and 
occasional  hallucinations  may  be  observed  These  mild  side  effects  can 
usually  be  eliminated  by  reduction  in  dosage  One  case  of  aplastic  anemia 
associated  with  the  use  of  Norgesic  has  been  reported  No  causal  rela- 
tionship has  been  established 

Dosage  and  Administration:  Adults  - 1 to  2 tablets  3 to  4 times  daily 


IJorgesic...the  versatile  analgesic 
provides  effective  analgesia  and  relief 
of  associated  muscle  spasm 


Ef- 

fic- 

iency 

Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  1 44's  — 1 44  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

L 319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


who goes 
far checkups? 

In  a recent  survey,  90%  of 
patients  said  they  would  have 
annual  checkups  if  their 
physicians  told  them  to  do  so. 
This  confirmed  what  we  have 
long  known  — your  key  role, 
doctor,  in  motivating  your 
patients  to  follow  good  health 
practices.  We  alert  the  public 
with  facts  about  cancer.  You 
follow  through  by  urging 
regular  checkups.  A life-saving 
combination. 

American  Cancer  Society  j 


ESTABLISHING  A PROFESSIONAL  CORPORATION 
OR  INTERESTED  IN  A KEOGH  ACT  PLAN? 

Jh&,  Tl&w  TYlsjcUmL  Society  Dbiqinia, 
WlwxbsihA!  (RsdjbwmnL  filanA - (htSL  dvailabtst . . . 

FOR  INFORMATION  CALL  OR  WRITE: 

The  Trustees  of  The  Medical  Society  of  Virginia 
Members'  Retirement  Plan 

2425  Wilson  Boulevard 
ARLINGTON,  VIRGINIA  22201 

703/525-6700  (collect  calls  accepted) 
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rhere’s  safety  in  numbers 


30. 

50. 

6/600,000. 


• ast  in  these  numbers.  For  they  represent  the  vast 
ir|:al  experience  with  BUTISOl  Sodium  (sodium 
ribarbital).  For  more  than  30  years,  doctors  have 
lid  on  its  relaxing  sedative  effect. . . have,  in  fact, 
ae  it  one  of  their  50  most  frequently  prescribed 
e cations.  (Prescribing  it  over  6V2  million  times 
s -earalone). 

ti  .olid  vote  of  confidence  is  based,  of  course, 
i number  of  distinct  benefts.  Among  them: 


EJTISOL  Sodium  is  highly  predictable:  minor 
35  ge  adjustments  are  usually  all  that’s  needed 
' pduce  the  desired  degree  of  relaxation. 


action  is  prompt,  smooth,  relatively 


Dr; 


umulative:  BUTISOl  Sodium  begins  to  work 


itf  1 30  minutes. . .yet  because  of  its  intermediate 
iteof  metabolism,  there  is  generally  neither  a 
'o  ;r-coaster"  nor  a "hangover"  effect. 


It.  remarkably  well  tolerated. 


4.  It  saves  your  patients  money:  costs  less  than 

half  as  much  as  they  would  pay  for  most  commonly 
used  sedative  tranquilizers. *  * 

Such  extensive  experience  is  your  assurance  that  with 
BUTISOL  Sodium  you  face  no  surprises.  And  there’s 
convenience  in  numbers,  too.  BUTISOl  Sodium  offers 
you  3 dosage  forms  and  4 strengths  to  make  dosage 
adjustment  easy. 

* Based  on  surveys  of  average  daily  prescription  costs. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover"  and  systemic  disturbances 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to 
30  mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.; 

Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 

Buticaps®  [Capsules  BUTISOl  Sodium  (sodium  butabarbital)] 
15  mg.,  30  mg.,  50  mg.,  100  mg. 


Butisol  SODIUM 

(SODIUM  BUTABARBITAL) 

THE  f^THAT  SAYS  "RELAX" 

(MCNEIL) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


Efudex 

(fluorouracil) 

cream  solution 


In  the  treatment  of 
solar/actinic  keratoses 

An  alternative 

to  cold,  fire  and  steel  i , 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar / actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  comp!  ij  I 
Residual  mild  erythema  remains  in  s i i 
areas.  This  patient  also  had  seborrhe < 
keratoses  which,  as  expected,  have  n 
reacted.  There  is  no  evidence  of  resic.  . 
lesions  or  recurrences. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley  N J 07110 


i alternative 
conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
ial  alternative  to  cryosurgery,  electrodesiccation 
laid  -knife  surgery  in  the  treatment  of  solar/ actinic 
|oses.  It  is  effective,  comparatively  inexpensive  and 
iially  well  suited  for  treatment  of  these  multiple 
frs.  Important,  too,  is  the  highly  desirable  cosmetic 
u|.  Clinical  experience  demonstrates  that  treatment 
|,£fudex  results  in  an  extremely  low  incidence  of 
r ng.  * 


[ghly  effective 


I In  clinical  trials,  depending  on  the  dosage  form 
Brength  used,  complete  involution  occurred  in 
■B8  per  cent  of  lesions  following  treatment.  The 
It  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
Bp  to  a year  after  completion  of  therapy.  When 
Bsions  appeared,  repeated  courses  of  Efudex 
By  proved  effective.* 

indictable 

ttrapeutic  response 

I Two  to  four  weeks  constitutes  a typical  course 
•Hex  therapy.  The  response  is  usually  characteris- 
iT  predictable.  After  three  or  four  days  of  treat- 
rythema  begins  to  appear  in  the  area  of  keratoses, 
followed  by  an  intense  inflammatory  response, 
and  occasionally  moderate  tenderness  or  pain, 
ght  of  the  inflammatory  reaction  generally  occurs 
> \ eks  after  the  start  of  therapy,  and  then  begins 
Slide  as  treatment  is  stopped.  Within  two  weeks  of 
inuing  medication,  the  inflammation  is  usually 
I.  l mild  erythema  may  remain  for  two  or  three 
it > before  gradually  receding.  Since  this  response 
■Indictable,  lesions  which  do  not  respond 
ul  be  biopsied. 

vi>  strengths— two 
)9ge  forms 

Efudex  is  available  as  a 2%  or  5°'o  solution  or 
ream.  It  is  applied  twice  daily  by  the  patient 
inmetal  applicator  or  suitable  glove, 
efore  prescribing  Efudex,  however,  two  im- 
onsiderations:  First,  please  consult  the  com- 
scribing  information  for  precautions,  warnings 

Id  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported  — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied : Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxy  propyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Cm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


new 

Efudex 

(fluorouracil) 

cream  solution 


Now 

available  for  your 

prescribing 

needs 


Cordran  Tape 

FlurandrenolideTape  (4  meg.  per  sq.  cm.) 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Guest  Editorial . . . . 


Should  McGuire  VA  Be  Moved? 

TN  TODAY’S  SCHEME  OF  THINGS,  young  liberals  generally  accuse 
**■  the  establishment  of  placing  human  values  secondary  to  administrative 
and  materialistic  advances.  Generally,  their  accusations  are  based  on  mal- 
content and  present  no  positive  alternatives. 

Speaking  as  a member  of  the  established  majority,  I believe  that  the 
proposed  moving  of  the  McGuire  Veterans  Administration  Hospital  to 
a site  within  the  downtown  Medical  College  of  Virginia  complex  is  indeed 
a sacrifice  of  human  values  for  the  enhancement  of  an  administrative 
scheme.  What  makes  this  objection  any  more  valid  than  one  espoused  by 
a raving  radical?  Validity  is  quickly  attained  by  an  examination  of  the 
facts  involved,  and  the  soundness  of  a positive  alternative. 

Sacrificed  by  the  above  proposed  move  is  the  convenience  of  easily 
accessible  veteran  outpatient  treatment;  suitable  outside  rehabilitation 
areas;  the  security  at  night  of  the  female  visitors,  nurses,  volunteers;  ade- 
quate parking  for  patients,  staff,  volunteers  and  visitors;  and  a negligible 
increase  in  the  quality  of  veteran  patient  care.  These  values  are  com- 
pletely discarded  by  those  few  who  wish  to  enhance  the  possible  con- 
venience of  a medical  training  program  by  squeezing  another  hospital 
facility  into  the  present  congestion  of  the  Medical  College  complex. 

A successful  VA  hospital  operation  and  medical  school  affiliation  has 
been  in  existence  for  more  than  twenty  years  with  McGuire  VA  and 
MCV  at  their  present  sites.  In  a public  presentation  a knowledgeable 
professional  spokesman  for  the  Medical  College  recently  stated  that  in  his 
opinion  patient  care  at  the  present  McGuire  VA  Hospital  was  equal  to 
that  of  any  hospital  in  Richmond. 

Then  to  build  a new  VA  Hospital  at  the  spacious  grounds  of  its  present 
site  is  not  only  a positive  alternative,  it  is  the  only  logical  proposal  for 
the  benefit  of  the  majority. 


L-Dopa  Therapy  in  Parkinson’s  Disease 


The  use  of  L-dopa  is  proving  to 
be  a great  advance  in  the  treat- 
ment of  Parkinson' s Disease.  As 
experience  accumulates , the  drug 


IVAN  J.  LIPMAN,  M.D. 

Richmond,  Virginia 

The  molecular  structure  of  dopa  (dihy- 
droxyphenylalanine)  is  shown  in  Fig.  1. 
This  amino  acid  is  the  immediate  precursor 
of  dopamine,  as  shown  in  the  metabolic 

DIHYDROXYPHENYLALANINE  (DOPA) 


continues  to  appear  effective  and 
side  effects  to  be  within  acceptable 
limits. 


UNTIT  VERY  RECENTLY,  the  treat- 
ment of  Parkinson’s  disease  has  relied 
chiefly  on  a group  of  drugs  that  had  in 
common  both  therapeutic  shortcomings  and 
distressing  anticholinergic  side  effects.  Even 
in  the  best  hands,  these  standard  drugs  rarely 
pr<  duced  better  than  a 20%  reduction  of 
symptoms.  Treatment  of  this  progressive 
and  disabling  disease  was  a frustrating  and 
depressing  experience  for  patients,  their 
fan  ilies  and  their  physicians.  The  recent 
development  of  L-dopa  therapy  for  Par- 
kinsonism now  holds  out  new  hope  for  these 
patients.  The  FDA  has  approved  L-dopa, 
and  it  is  now  being  made  available  for  gen- 
eral use.  It  is  therefore  important  that  phy- 
sicians become  familiar  with  the  theoretical 
and  practical  aspects  of  this  mode  of 
therapy. 


Biochemical  Aspects 

In  1960,  a deficiency  of  dopamine  was 
discovered  in  the  brains  of  patients  with 
Parkinson’s  disease.1  Research  since  then  has 
led  to  a growing  understanding  of  the  role 
of  the  biogenic  amines  in  the  central  nerv- 
ous system,  both  in  health  and  in  disease. 

Lipman,  Ivan  J.,  M.D.,  Assistant  Professor,  Divi- 
sion of  Neurology,  Medical  College  of  Virginia. 
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Fig.  1.  Molecular  structure  of  L-dopa. 


scheme  illustrated  in  Fig.  2.  The  conversion 
of  dopa  to  dopamine  is  catalyzed  by  dopa 
decarboxylase.  This  enzyme  is  found 
throughout  the  body,  so  that  most  of  the 


► MELANIN 


tyrosine 
hydroxylase 
TYROSINE 


DOPA 


dopa 

decarboxylase 


dopamine 
B-  oxidase 

DOPAMINE ►NOREPINEPHRINE 


HVA  VMA 

Fig.  2.  Steps  in  CNS  metabolism  of  dopamine. 


L-dopa  taken  orally  is  decarboxylated 
peripherally  before  it  crosses  the  blood  brain 
barrier. 

There  is  little  naturally  occurring  dopa 


if 
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in  the  brain,  as  it  is  almost  instantly  con- 
verted to  dopamine.  In  the  nervous  system, 
only  a very  small  amount  of  dopamine  is 
changed  to  norepinephrine.  The  final  break- 
down products  of  dopamine  and  norepine- 
phrine are  homovanillic  acid  (HVA)  and 
vanillylmandelic  acid  (VMA)  respectively. 
Monoamine  oxidases,  as  well  as  other  en- 
zymes, are  necessary  for  this  degradation. 
The  dopamine  depletion  in  Parkinsonism  is 
reflected  by  decreased  amounts  of  HVA  in 
spinal  fluid  of  these  patients.2 

Dopamine  in  the  brain  is  concentrated 
chiefly  within  the  gray  matter,  most  of  it 
in  the  substantia  nigra  and  striatum  (stri- 
atum = caudate  and  putamen).3  The 
dopamine  in  the  substantia  nigra  is  found 
within  nerve  cell  bodies.  That  in  the  stri- 
atum is  in  the  axon  terminals  of  these  same 
neurons  of  the  substantia  nigra.4  These  cells 
and  their  axons  comprise  a dopaminergic 
system  projecting  from  the  substantia  nigra 
to  the  striatum.3  (Fig.  3) 


Dopaminergic  Nigro-Striatal  Pathway 

Fig.  3.  Anatomical  diagram  to  represent  the  dopaminergic 
nigro-striatal  pathway  (heavy  black). 

This  dopaminergic  nigro-striatal  system 
exerts  a chiefly  inhibitory  influence  on  the 
basal  ganglia,  with  dopamine  possibly  acting 
as  an  inhibitory  neurotransmitter.  In  con- 
trast to  the  inhibitory  effect  of  dopamine, 
acetylcholine  facilitates  neurons  in  the 
caudate/’  One  can  therefore  imagine  an 
interaction  between  an  inhibitory  dopa- 


minergic effect  and  a facilitating  cholinergic 
influence  on  striatal  neurons,  which  in  turn 
affect  peripheral  muscle  tone  via  the  extra- 
pyramidal  projections.  Part  of  the  Parkin- 
sonian syndrome  may  then  represent  a 
biochemical  imbalance  in  the  basal  ganglia, 
with  a lack  of  dopaminergic  modulation. 
Treatment  could  therefore  either  be  directed 
at  replacing  deficient  dopamine  or  at  sup- 
pressing the  cholinergic  facilitation.  This 
probably  explains  some  of  the  effectiveness 
of  atropine-like  compounds  in  Parkinsonism. 

Pathological  Correlation 

The  single  most  constant  and  character- 
istic lesion  in  Parkinson’s  disease  is  degen- 
eration and  depigmentation  of  the  usually 
pigmented,  melanin  containing  and  dopa- 
mine-rich cells  of  the  substantia  nigra.'  The 
functional  significance  of  such  degenerations 
is  indicated  by  the  results  of  experimental 
destruction  of  the  substantia  nigra  in  ani- 
mals.3 Following  such  a lesion,  the  ipsilateral 
basal  ganglia  becomes  greatly  depleted  of 
dopamine.  Increased  muscle  tone  and  tremor 
is  then  seen  in  the  contra-lateral  extremities, 
supporting  the  above  postulates  about  the 
functional  significance  of  the  nigro-striatal 
system. 

Historical  Aspects 

The  loss  of  melanin  from  the  substantia 
nigra,  as  well  as  the  biochemical  relationship 
of  dopamine  to  melanin  (see  Fig.  2),  led  to 
early  therapeutic  attempts  with  melanocyte- 
stimulating  hormone.3  This  measure  dark- 
ened the  skin,  but  it  worsened  the  Parkin- 
sonism. This  was  explained  by  a shift  of 
available  CNS  dopa  to  the  skin,  thereby 
further  depleting  the  brain  of  dopamine. 

The  inability  of  dopamine  to  cross  the 
blood  brain  barrier  prevented  its  use  in  re- 
placement therapy.  Phenylalanine,  the  pre- 
cursor of  tyrosine  was  also  tried,  but  it 
worsened  the  Parkinsonism,  probably  by 
inhibiting  the  activity  of  tyrosine  hydroxy- 
lase. (The  ability  of  high  levels  of  phyenla- 
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lanine  to  inhibit  tyrosine  hydroxylase  prob- 
ably account  for  the  fair  complexion  of 
children  with  phenylketonuria.) 

A number  of  workers  had  tried  dopa  in 
various  dosages  and  forms.  The  D,L-form 
was  used  first,  because  of  the  high  cost  of 
pure  L-dopa.  Short-lived,  only  slightly  ben- 
eficial effects  were  noted  after  intravenous 
infusion  and  with  small  doses  given  orally, 
leading  some  investigators  to  regard  this  type 
of  treatment  pessimistically.1" 11  Then  in 
1966,  Cotzias  reported  excellent  results  with 
large  doses  of  D, L-dopa,  using  the  pre- 
viously unheard  of  doses  of  3-16  grams 
daily.9  Bone  marrow  suppression  developed 
with  D, L-dopa,  however,  so  he  next  tried 
L-dopa. 1!  This  work  opened  the  door  to 
widespread,  large  scale  clinical  trials  and  to 
the  eventual  approval  of  this  drug  for  gen- 
eral use. 

Administration  of  L-dopa 

L-dopa  is  given  orally  in  doses  up  to  8 
grams  per  day.  Most  patients  are  optimally 
treated  with  3.3  to  5.5  grams.  There  is 
no  such  thing  as  a "standard  dose”,  but 
rather  the  drug  must  be  titrated  individu- 
ally for  each  patient.  Treatment  is  started 
at  very  low  doses  and  is  slowly  advanced,  to 
allow  tolerance  to  develop  for  side  effects. 
Most  patients  are  adequately  maintained  on 
three  or  four  doses  per  day,  but  some  may 
require  as  many  as  six  or  seven  separate 
doses.14 

After  a delay  of  several  days,  the  L-dopa 
effect  first  begins  to  manifest  itself.  Patients 
usually  initially  report  an  overall  sense  of 
well  being  and  enhanced  alertness,  gener- 
ally at  a dose  of  2-3  grams.  Improvement 
continues  slowly  and  gradually,  and  the  full 
therapeutic  effect  is  seldom  realized  before 
six  to  eight  weeks.  Recent  studies  have  even 
shown  gradual  continuing  improvement 
over  many  months.1  ’ 

Akinesia  and  rigidity  are  helped  more  by 
L-dopa  than  is  tremor,  although  a signifi- 
cant reduction  in  tremor  may  be  seen  as  a 
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late  effect.  As  treatment  progresses,  patients 
enjoy  a gradual  improvement  in  facial  ex- 
pression, voice  quality,  alertness  and  interest 
in  their  environment.  They  become  more 
and  more  independent,  with  returning  abil- 
ity to  dress  and  feed  themselves  and  to  per- 
form their  own  toilet.  Figure  4 demonstrates 
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Fig.  4.  Handwriting  samples  before  and  after  L-dopa 
therapy. 

the  improvement  that  may  be  seen  in  hand- 
writing. Ability  to  rise  from  a chair  and 
to  ambulate  independently  is  often  restored. 

As  rigidity  melts  away,  the  limbs  may  be- 
come slightly  hypotonic,  with  the  develop- 
ment of  a characteristic  "rubber-legged” 
gait. 

If  the  conventional  anti-Parkinson  drugs 
produce  an  average  functional  improve- 
ment of  20%,  L-dopa  has  resulted  in  65- 
80%  improvement  in  large  numbers  of 
patients.15,16,17 

Standard  anti-Parkinson  therapy  may  be 
continued  with  L-dopa,  and  often  nicely 
compliments  the  action  of  L-dopa,  since 
these  drugs  act  chiefly  on  tremor.  With- 
drawal of  standard  therapy  when  L-dopa 
is  started  is  unwise,  since  it  may  result  in 
severe  clinical  deterioration  until  the  L-dopa 
effect  has  had  time  to  occur.  Amantadine 
(Symmetrel)  has  recently  been  shown  to 
act  additively  with  L-dopa  over  short 
periods.18 

Although  the  most  severely  involved 
patients  have  responded  least  to  L-dopa  in 
some  series,  there  is  a good  bit  of  experience 
to  the  contrary,  and  it  seems  justified  to 
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hope  for  good  results  even  in  patients  with 
severe  and  chronic  disability.  Patients  who 
have  had  previous  thalamotomies  can  re- 
spond well  to  L-dopa,  but  any  residual 
deficit  created  by  the  surgical  lesions  such 
as  spasticity,  hemiparesis  or  mutism  will  not 
be  changed. 

The  mental  effects  of  L-dopa  have  at- 
tracted much  attention.  Early  hopes  that 
this  might  represent  a means  of  treating 
organic  dementia  have  not  been  fulfilled, 
for  those  patients  with  true  organic  demen- 
tia accompanying  their  Parkinsonism  do  not 
regain  their  lost  mental  powers  with  treat- 
ment. However,  mental  dullness  secondary 
to  high  doses  of  anticholinergic  medication 
or  to  general  apathy  and  depression  is  often 
markedly  improved. 

Side  Effects 

Perhaps  10-20%  of  all  patients  will  be 
unable  to  tolerate  L-dopa  or  will  be  forced 
to  take  less  than  optimal  doses  by  side  effects. 
Side  effects  of  L-dopa  may  be  divided  into 
peripheral  (systemic)  and  central  (CNS). 
The  peripheral  side  effects  are  chiefly  due  to 
peripheral  decarboxylation  of  L-dopa  and 
the  subsequent  effects  of  its  metabolic  prod- 
ucts, including  dopamine.  The  central  ef- 
fects are  due  to  the  direct  central  nervous 
system  activity  of  these  compounds. 


TABLE  I 

Probable  Incidence  of  Side  Effects  in  Chronic  L-dopa 
Therapy  (Statistics  from  Several  Studies  Combined) 

Gastrointestinal  (nausea,  vomiting,  anorexia)  __  50-85% 

Cardiovascular  (hypotension,  arrhythmia)  20-30% 

Psychological  15-45% 

Dyskinesia*  60-70% 

Laboratory  Abnormalities  1-35% 


•Theoretically  100%  if  dose  is  pushed  high  enough. 

Nausea  and  vomiting  are  among  the  most 
frequent  early  side  effects.  This  is  usually 
a transient  problem  and  is  almost  never  a 
reason  to  stop  treatment.  Nausea  is  usually 
overcome  by  giving  L-dopa  with  food  and 
in  small  doses,  and  by  increasing  the  doses 
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very  slowly.  Standard  anti-Parkinson  drugs 
and  the  tricyclic  antidepressants  also  seem 
to  minimize  nausea. 

Orthostatic  hypotension  is  another  com- 
mon side  effect.  Although  not  usually  a 
serious  problem,  it  may  be  potentially  dan- 
gerous in  patients  with  coronary  artery  dis- 
ease or  severe  cerebrovascular  insufficiency. 
A temporary  reduction  of  the  dose  often 
alleviates  this  problem,  and  most  patients 
are  then  able  to  tolerate  slower  increments 
up  to  full  therapeutic  levels.  Instructing 
patients  to  rise  slowly  helps,  as  does  the  use 
of  elastic  leg  wrappings. 

A sustained  hypotensive  effect  of  20 
points  or  so  is  not  uncommon.  This  is  rarely 
great  enough  to  force  discontinuation  of 
therapy.  Occasional  hypertensives  with  Par- 
kinsonism may  find  their  hypertension  con- 
trolled on  L-dopa  alone.  The  hypotensive 
effects  of  L-dopa  have  not  been  fully  ex- 
plained, but  may  relate  in  some  way  to  the 
hypotensive  property  of  alpha-methyl  dopa 
(Aldomet).  An  alpha-adrenergic  blocking 
effect  has  been  suggested  by  some  authors1" 
and  rejected  by  others.2"  Patients  with 
Parkinson’s  disease  have  low  plasma  levels 
of  renin,  and  L-dopa  has  been  shown  to 
even  further  lower  plasma  renin  concen- 
tration.21 Cardiac  arrhythmias  have  also 
been  reported  and  are  thought  to  be  due 
to  beta-adrenergic  stimulation.22  More  seri- 
ous cardiac  effects,  including  angina  pec- 
toris and  even  myocardial  infarction  have 
been  seen  with  L-dopa  therapy,1'  usually 
in  patients  with  significant  preexisting  car- 
diovascular involvement.  Non-emission  of 
semen,  with  retention  of  ability  for  erection 
and  orgasm,  have  been  reported.1" 

Rare  episodes  of  gastrointestinal  bleeding 
have  occurred  on  L-dopa  therapy,  but  the 
existence  of  a cause  and  effect  mechanism 
has  not  been  proven.24  Minor  abnormalities 
of  a variety  of  laboratory  tests  have  been 
noted,  but  generally  have  not  been  a sig- 
nificant problem.  These  have  included  slight 
elevations  in  BUN  and  SGOT  and  rare  posi- 
tive L.E.  preparations.  Uric  acid  may  be 
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falsely  elevated  if  determined  by  colori- 
metry, with  normal  values  by  the  uricase 
method. Mild,  reversible  leukopenia  has 
occurred.  Therapy  need  not  be  stopped  for 
such  mild  laboratory  abnormalities. 

Of  the  central  nervous  system  side  effects, 
mental  and  psychiatric  problems  may  be 
the  most  troublesome.  Although  often  mild, 
these  may  be  severe  enough  to  force  discon- 
tinuation of  treatment.  Minor  manifesta- 
tions include  restlessness,  insomnia  and 
nightmares.  Libido  has  been  reported  to 
increase  or  decrease,  despite  emphasis  in  the 
lay  press  on  occasional  cases  of  hypersexu- 
ality. 

Underlying  depressions  are  frequently 
made  significantly  worse,  although  L-dopa 
in  depressed  non-Parkinsonian  patients  has 
produced  improvement  in  a small  percent- 
age of  cases.20  Other  major  psychiatric  side 
effects  include  hallucinations,  confusion, 
delirium  and  full-blown  psychosis  with  sui- 
cidal ideation.  These  psychoses  may  begin 
quite  suddenly  with  little  or  no  warning.2 ' 
Forced  memories  have  been  reported  with 
L-dopa  therapy.28  These  side  effects  are 
usually  dose-dependent  and  have  always 
been  reversible,  although  return  to  pre- 
treatment mentality  may  take  several  days 
after  stopping  L-dopa. 

Postencephalitic  patients  may  suffer  more 
side  effects  than  those  with  idiopathic 
Parkinsonism.  Severe  cases  of  an  agitated 
hallucinatory  delirium  have  been  seen  in 
post-encephalitic  cases,  especially  those  with 
some  degree  of  underlying  dementia.29  Al- 
tered respirations,  often  presenting  as  a puz- 
zling "respiratory  crisis”  may  complicate 
treatment  in  postencephalitic  cases.30  Ocu- 
logyric crisis,  a particularly  distressing  com- 
plication of  postencephalitic  Parkinsonism, 
is  reduced  initially,  only  to  recur  despite 
continuing  treatment,  often  in  a more  se- 
vere form  than  ever.31 

An  almost  universal  complication  of  L- 
dopa  is  that  of  a dose  related  involuntary 
movement  disorder.  This  dyskinesia  will 
occur  eventually  in  virtually  every  case  if 
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the  dose  is  pushed  high  enough.  The  move- 
ments are  quite  varied,  and  include  athetoid 
posturing  and  occasionally  choreiform 
twitches.  A blank  staring  expression  is  often 
seen,  and  lip  smacking  and  tongue  protru- 
sion may  be  prominent.  A wide  spectrum 
of  grimacing  and  posturing  is  seen.  Patients 
often  appear  to  be  "restless”  or  "jumpy”. 
These  movements  are  abolished  by  lowering 
the  dose  by  0.5  to  1.0  gram/day,  and  they 
may  be  used  as  an  end  point  to  indicate  that 
maximum  tolerated  dosage  has  been 
ceeded. 

There  are  relatively  few  contraindications 
to  L-dopa  therapy.  Severely  symptomatic 
cardiovascular  or  cerebrovascular  disease 
and  uncompensated  renal,  hepatic  or  pul 
monary  disease  probably  contraindicate  its 
use.  Patients  with  significant  heart  disease 
should  be  started  on  treatment  in  a hospital 
setting,  with  monitoring  equipment  avail- 
able, and  perhaps  with  pretreatment  with 
propranolol  (Inderal)  or  other  anti 
arrhythmia  drugs. 

Severe  organic  mental  syndromes  or  sig- 
nificant psychiatric  disease  represent  a rela- 
tive contraindication.  Many  such  patients 
may  deteriorate  during  L-dopa  therapy.  Mild 
depression  occurring  with  L-dopa  treatment 
can  usually  be  successfully  treated  with  one 
of  the  tricyclic  antidepressants  without 
stopping  treatment.2' 

Many  tranquilizers  and  anti-emetics  op 
pose  the  actions  of  L-dopa.  Phenothiazine  < 
compounds  block  the  availability  of  dopa- 
mine to  receptors,  while  Rauwolfia  deriva-i 
tives  inhibit  storage  and  binding  of  biogenic 
amines.32  Anti-depressants  of  the  mono-)| 
amine  oxidase  inhibitor  type  are  contraindi- 
cated with  L-dopa,  since  they  impede 
metabolic  breakdown  of  the  biogenic 
amines,  and  have  been  shown  to  cause  severe 
alterations  in  behavior  in  animals  treated 
with  L-Dopa.33  u 

Pyridoxine  will  effectively  cancel  the 
L-dopa  effect,  and  vitamin  preparations 
containing  Vitamin  B6  should  not  be  given 
with  L-dopa.  Parenteral  administration  of 
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Pyridoxine  may  be  useful  in  reversing  severe 
side  reactions,  such  as  "respiratory  crisis”  or 
cardiac  arrhythmia.  Pyridoxine  does  not 
selectively  inhibit  side  effects,  but  rather 
acts  as  an  abrupt  lowering  of  L-dopa  levels. 

Several  compounds  that  inhibit  peripheral 
decarboxylation  of  L-dopa  are  under  inves- 
tigation. These  will  allow  all  or  most  of  an 
administered  oral  dose  to  enter  the  brain 
unchanged.  Peripheral  side  effects  should 
thus  be  eliminated,  and  the  required  dose 
will  be  much  lower  (about  1 8). 

L-dopa  has  a very  narrow  spectrum  of 
action.  It  has  been  tried  in  a number  of 
other  states  with  little  success.  Diseases  in 
which  its  usefulness  seems  agreed  upon  in- 
clude Manganese  intoxication  and  some 
instances  of  dystonia  musculorum  defor- 
mans. The  movement  disorder  in  rare  cases 
of  Huntington’s  chorea  and  Wilson’s  disease 
have  been  helped.  Results  in  progressive 
supranuclear  palsy  have  been  conflicting. 

Summary 

L-dopa  has  been  shown  to  be  a remark- 
ably effective  and  reasonably  safe  drug  for 
use  in  the  treatment  of  Parkinson’s  disease. 
Treatment  of  this  condition  with  a dopa- 
mine precursor  is  based  on  the  depletion  of 
brain  dopamine  in  Parkinson’s  disease. 

The  normal  and  pathological  biochem- 
istry of  the  biogenic  amines  in  Parkinsonism 
has  been  reviewed.  Guide  lines  for  the  ad- 
ministration of  L-dopa  and  for  dealing  with 
its  many  side  effects  have  been  presented. 
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Catastrophic  Death  Toll 


The  Statistical  Bureau  of  the  Metropoli- 
tan Life  Insurance  Company  maintains  a 
current  record  of  catastrophes — accidents  in 
which  five  or  more  persons  lose  their  lives. 
During  the  first  six  months  of  1970  cat- 
astrophic accidents  were  responsible  for 
approximately  400  deaths  in  the  continental 
United  States.  This  loss  of  life  was  about 
200  less  than  in  the  corresponding  period  of 
1969,  and  also  appreciably  lower  than  the 
average  for  the  first  half  year  periods  of  the 
previous  decade. 

Most  of  the  major  categories  of  catastro- 
phes— civil  aviation,  motor  vehicle,  natural 
catastrophes  and  water  transportation — re- 
corded substantial  declines  in  fatalities  from 
the  levels  of  the  first  half  of  1969.  Military 


aviation  showed  little  change.  Although  the 
overall  record  for  natural  catastrophe  acci- 
dents showed  a decrease,  in  detail  the  picture 
was  mixed:  the  death  toll  from  tornadoes 
was  somewhat  higher;  that  from  floods 
dropped  markedly. 

During  the  first  six  months  of  1970,  there 
were  three  major  catastrophes,  each  of  which 
caused  at  least  25  deaths.  The  heaviest  toll 
— 3 1 fatalities — resulted  from  a nursing 
home  fire  in  Marietta,  Ohio,  in  early  Janu- 
ary. The  tornado  that  struck  Lubbock, 
Texas  on  May  11,  fatally  injuring  26  per- 
sons, and  the  series  of  tornadoes  that  hit  the 
Texas  Panhandle  on  April  17-18,  accounting 
for  25  fatalities,  were  the  two  other  major 
catastrophes  of  the  first  six  months  of  1970. 
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Pulmonary  Blastoma  (Embryonal  Sarcoma 
of  the  Lung) 


A case  of  pulmonary  blastoma  is 
reported  and  disctissed.  It  is  prob- 
able that  this  tumor  is  a differ- 
entiated form  of  embryonal  sar- 
coma. 

PULMONARY  BLASTOMAS  are  well 
circumscribed  tumors  that  are  often 
necrotic  and  hemorrhagic.  These  tumors 
consist  of  a sarcomatous  matrix  with  em- 
bryonic features  and  the  capability  for  dif- 
ferentiation into  cartilage,  muscle  fibers  or 
fibrous  tissue.  In  most  cases  there  is  focal 
differentiation  into  epithelial  cell  masses  that 
usually  undergo  canalization  to  form  dis- 
tinctive tubular  structures.* 1  Metastatic  le- 
sions may  be  indistinguishable  from  bron- 
chogenic carcinoma.2  Most  cases  occur  in 
adults  but  the  age  distribution  is  random 
' and  children  may  be  affected.3  Fewer  than 
twenty  well  documented  cases  have  been 
reported,  so  knowledge  concerning  prog- 
nosis is  fragmentary;  some  tumors  are  rap- 
idly fatal  while  others  seem  to  have  been 
cured  by  lobectomy  or  pneumonectomy. 

°:| 

Case  Report 

Roentgenograms  of  a thirty-two-year- 
)!  old  woman  taken  because  of  accidental 
I '■  injury  showed  a soft  tissue  mass  in  the  left 
i lung  field  (Fig.  1).  There  was  no  other 

This  case  was  presented  at  the  Tidewater  Pathology 

1 Society  meeting,  March  18,  1970. 
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evidence  of  pulmonary  or  systemic  disease. 
A simple  hysterectomy  has  been  performed 
when  the  patient  was  twenty-eight  years 
old.  A thoracotomy  was  performed  to  es- 


Fig.  1.  Tumor  in  left  lung  field. 

tablish  a diagnosis  and  frozen  section  study 
showed  a malignant  appearing  tumor.  A 
pneumonectomy  was  performed  and  the 
patient  is  living  30  months  after  operation 
without  evidence  of  residual  tumor. 

The  tumor  presented  immediately  below 
the  pleura  of  the  anterior  segment  of  the 
upper  lobe  and  shelled  easily  from  the  sur- 
rounding lung  to  leave  a cavity  lined  with 
broken  blood  vessels.  The  enucleated  speci- 
men was  soft  and  gray-yellow  with  central 
areas  of  necrosis  and  cyst  formation.  A 
pseudocapsule  of  compressed  lung  tissue  was 
adherent  to  the  tumor,  which  was  4.8  cm. 
in  greatest  diameter. 

Microscopy  showed  mitotically  active 
pleomorphic  cells  resembling  poorly  differ- 
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entiated  myoblasts  (Fig.  2).  Epithelial  cell 
masses  and  tubules  derived  from  the  sarco- 


Fig.  2.  Undifferentiated  mesenchymal  cells 
resembling  myoblasts.  H & E x 450. 


matous  matrix  were  integral  parts  of  the 
tumor  (Fig.  3).  The  mesenchymal  com- 


Fig.  3.  Epithelial  tubule  surrounded  by  polymorphic 
mesenchymal  cells.  HffcEx  1000. 


ponent  had  invaded  the  pseudocapsule, 
blood  vessels  and  small  bronchi  but  the  re- 
gional lymph  nodes  contained  no  tumor. 


Discussion 


The  histological  appearance  is  consistent 
with  that  of  pulmonary  blastoma.  Metas- 
tasis from  either  nephroblastoma  or  mixed 
mesodermal  tumor  of  uterus  or  ovary  might 
present  a similar  appearance;  however,  the 
patient’s  age  and  the  absence  of  any  evi- 
dence of  renal  or  pelvic  tumor  militate 
against  these  possibilities.  Intravenous  pye- 
lography was  normal  at  the  time  of  tho- 
racotomy and  the  hysterectomy  specimen 
had  contained  no  tumor. 

The  clinical  and  pathological  features  of 
pulmonary  blastomas  and  some  primary 
pulmonary  rhabdomyosarcomas4  and  leio- 
myosarcomas'' are  similar;  i.e.,  random  age 
distribution,  significant  number  of  long  sur- 
vivals following  surgery,  tendency  toward 
good  circumscription  with  pseudoencapsul- 
ation, and  presence  of  primitive  mesen- 
chymal and  myoblastic  cells.  Therefore,  I 
believe  that  these  tumors  may  usefully  be 
classified  together  as  embryonal  sarcomas 
showing  different  avenues  of  cellular  differ- 
entiation and  that  overlap  among  their  his- 
tological appearances  is  inevitable.  Although 
the  cases  available  for  study  are  few,  it  seems 
evident  that  all  these  tumors  must  arise 
either  from  pulmonary  blastoma  or  from 
plastic  adult  mesenchyme  that  can  exhibit 
embryonal  characteristics.  Spencer0  believes 
that  pulmonary  blastoma  and  rhabdomyo- 
sarcoma are  probably  identical. 

Most  pulmonary  blastomas  are  carcino- 
sarcomas. However,  I do  not  favor  this  term 
because  it  obscures  the  probable  genesis  from 
purely  mesodermal  elements  and  is  inappli- 
cable in  cases  such  as  that  of  Chitambar  and 
associates'  in  which  there  were  no  epithelial 
structures. 


Summary 


A case  of  pulmonary  blastoma  is  reported 
and  the  resemblance  to  some  primary  pul- 
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monary  myosarcomas  is  noted.  It  is  prob- 
able that  these  tumors  have  a common  his- 
togenesis and  are  differentiated  varieties  of 
embryonal  sarcoma. 

Acknowledgments:  Dr.  W.  A.  Thurman 
performed  the  roentgenological  studies  and 
Dr.  B.  L.  Kapil  performed  the  pneumonec- 
tomy. 

References 

1.  Henry,  K.  and  Keal,  E.  E.:  Pulmonary  Blastoma 

with  a Striated  Muscle  Component.  Brit.  J. 
Dis.  Chest  60:  87,  1966. 

2.  Ray  Chaudhuri,  M.  and  Winstanley,  D.  P.:  Pul- 

monary Blastoma  with  Diverse  Metastases.  J. 
Path.  98:  81,  1969. 

3.  Boss,  J.  H.:  Mixed  Embryonic  Tumor  of  the 

Lung  in  a Three- Year-Old  Girl.  Am.  Rev. 
Resp.  Dis.  85:  735,  1962. 

4.  Conquest,  H.  F.,  Thornton,  J.  L.,  Massie,  J.  R., 

and  Coxe,  J.  W.:  Primary  Pulmonary  Rhab- 
domyosarcoma; Report  of  Three  Cases  and 
Literature  Review.  Ann.  Surg.  161:  688, 
1965. 

5.  Watson,  W.  L.  and  Anlyan,  A.  J.:  Primary 

Leiomyosarcoma:  a Clinical  Evaluation  of  Six 
Cases,  in  Lung  Cancer:  A Study  of  Five 
Thousand  Memorial  Hospital  Cases.  C.  V. 
Mosby  Company,  St.  Louis,  1968,  p.  428. 

6.  Spencer,  H.:  Pathology  of  the  Lung.  Pergamon 

Press,  New  York,  1968,  p.  987. 

7.  Chitambar,  I.  A.,  Gujral,  J.  S.  and  Aikat,  B.  K.: 

Embryonal  Sarcoma  of  the  Lung;  a Case  Re- 
port with  a Discussion  Regarding  Its  Mor- 


phogenesis. J.  Thor.  & Cardiovasc.  Surg.  57: 
657,  1969. 

Supplementary  References 

1.  Barrett,  N.  R.  and  Barnard,  W.  G.:  Brit.  J. 

Surg.  32:  447,  1945. 

2.  Barnard,  W.  G.:  Thorax  7:  299,  1952. 

3.  Peabody,  C.  N.:  J.  Thor.  & Cardiovasc.  Surg.  37: 

766, 1959. 

4.  Campesi,  G.  and  Sommariva,  V.:  Arch.  Vecchi 

Anat.  Pat.  36:  109,  1961. 

5.  Spencer,  H.:  J.  Path.  Bact.  82:  161,  1961. 

6.  Souza,  R.  C.,  et  ah:  Ann.  Thor.  Surg.  1:  2 59, 

1965. 

7.  Bauermeister,  D.  E.,  et  ah:  Am.  J.  Clin.  Path. 

46:  322, 1966. 

8.  Glenn,  F.  and  Okinaka,  A.  J.:  J.  Thor.  & Cardio- 

vasc. Surg.  51:  455,  1966. 

9.  Parker,  J.  C.,  et  ah:  J.  Thor.  & Cardiovasc.  Surg. 

51:  694,  1966. 

10.  Whitwell,  F.:  in  Evans,  R.  W.,  Histological  Ap- 

pearances of  Tumours.  The  Williams  and  Wil- 
kins Company,  Baltimore,  1966,  p.  1122. 

11.  Barson,  A.  J.,  et  ah:  J.  Clin.  Path.  21:480,  1968. 

12.  Minken,  S.  L.,  et  ah:  Arch.  Path.  86:  442,  1968. 

13.  Stackhouse,  E.  M.,  et  ah:  J.  Thor.  & Cardiovasc. 

Surg.  57:  385,  1969. 

14.  Danziger,  H.:  Canadian  M.  Assn.  J.  102:  146, 

1970. 

15.  Cox,  J.  L.,  et  ah:  Ann.  Thor.  Surg.  9:  364,  1970. 

16.  Butler,  C.  and  Kleinerman,  J.:  Arch.  Path.  88: 

584,  1969  (cases  10  and  11). 

17.  Watson,  W.  L.:  loc.  cit.,  pp.  98,  100,  102. 


3120  Victoria  Boulevard 
Hampton,  Virginia  23361 


Let’s  Reminisce! 

The  After  Treatment  of  Abdominal  Operations. 

Opium,  as  a rule,  should  not  be  given  unless  the  patient  has  acquired 
the  morphine  habit.  Nothing  is  allowed  on  the  stomach  for  twenty-four 
or  thirty-six  hours,  and  not  then  if  there  is  any  tendency  to  vomiting. 
Liquids  only  are  permitted  the  first  week.  For  shock,  enamata  of  whiskey 
and  hypodermics  of  strychnia,  digitalin,  etc.,  are  given,  and  heat  applied. 
* * * * The  bowels  need  not  move  until  the  third  or  fourth  day,  if  no 
nausea  nor  tympanites  occur.  If  nausea  persists  after  twenty-four  hours, 
small  doses  of  calomel,  frequently  repeated,  enamata  of  salts  and  glycer- 
ine, or  large  turpentine  enemata,  will  generally  get  the  bowels  to  act. 
Stitches  should  be  removed  at  the  end  of  a week,  after  which  adhesive 
plaster  should  be  used.  Patient  should  usually  be  in  bed  three  weeks  and 
wear  an  abdominal  supporter  for  a year.  ( Virginia  Medical  Monthly, 
December  1892 ) 
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Acute  Epiglottitis  in  Adults 


Acute  epiglottitis  may  be  rapidly 
fatal  in  adults.  Prompt  recogni- 
tion and  treatment  usually  assures 
recovery.  Although  only  a few 
cases  have  been  reported , it  is 
probably  not  uncommon. 

TN  1941  Sinclaire1  described  a syndrome 
-*•  occurring  in  children  which  was  charac- 
terized by  an  abrupt  onset  of  sore  throat,  a 
fulminating  course  with  rapidly  progressive 
respiratory  obstruction,  prostration,  and 
high  mortality.  Death  was  due  to  respira- 
tory obstruction  caused  by  edema  and  in- 
flammation of  the  epiglottis,  the  infectious 
agent  usually  being  Hemophilus  influenza. 
A number  of  cases2-5  have  since  been  re- 
ported in  children  and  acute  epiglottitis  is 
now  recognized  as  a very  common  occur- 
rence in  the  pediatric  age  group. 

Acute  epiglottitis  in  adults  has  been  con- 
sidered rare.  In  1969  Gorfinkel,  Brown  and 
KabinsG  reported  the  occurrence  of  three 
cases  in  adults  occurring  in  their  practice 
within  a seven  month  period  of  time  and 
concluded  that  the  disease  was  probably 
more  prevalent  than  had  been  recognized. 
In  their  report  they  reviewed  the  literature 
and  were  able  to  find  only  37  cases  occurring 
in  adults,  most  reports  being  in  the  oto- 
laryngological  literature.'  11 

We  have  observed  two  cases  of  acute  epi- 
glottitis in  adults  occurring  in  less  than  a 
month’s  time  and  are  led  to  believe  that  the 
conclusion  of  Gorfinkel  et  ah,  that  this  is 
a common  entity,  is  correct.  We  are  report- 
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ing  these  two  cases  to  add  them  to  the  al- 
ready recorded  40  cases  in  the  literature  and 
to  emphasize  the  importance  of  this  very 
serious  disease. 

Case  Reports 

Case  1.  J.  R.,  a 5 3 -year-old  white  male 
was  seen  as  an  out-patient  on  March  18, 
1970.  He  presented  complaining  of  sore 
throat  and  stated  that  he  had  been  entirely 
well  until  the  morning  of  admission  when 
he  was  awakened  at  around  3:00  A.M.  with 
a sore  throat.  He  had  experienced  chills  and 
fever  and  during  the  day  his  throat  had  be- 
come progressively  more  uncomfortable.  On 
examination,  he  had  a temperature  of  100.4 
and  was  obviously  suffering  from  severe  pain 
in  the  throat  which  was  aggravated  by 
swallowing.  He  held  his  neck  in  a somewhat 
splinted  position  but  on  examination  the 
pharynx  was  only  slightly  injected  and  did 
not  appear  to  be  as  violently  inflamed  as 
the  patient’s  symptoms  seemed  to  indicate. 
There  were  a few  enlarged  anterior  cervical 
glands  on  the  left  but  the  examination  was 
otherwise  not  remarkable.  The  patient  was 
short  of  stature,  stocky  and  weighed  230 
pounds.  He  had  a short  neck  and  a florid, 
somewhat  myxedematous-appearing  face 
with  a thick  tongue  which  made  examina- 
tion of  his  pharynx  somewhat  difficult.  The 
larynx  was  not  visualized. 

The  patient’s  past  history  noted  that  he 
was  known  to  have  been  hypertensive  and 
had  been  treated  with  Thiazide  preparations 
in  the  past  and  blood  pressure  range  was 
180/100.  He  had  not  had  any  previous 
problem  related  to  his  throat.  There  were 
no  other  significant  factors  in  his  history. 
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The  patient  was  placed  on  antibiotics  and 
allowed  to  go  home.  About  three  hours  after 
having  been  examined,  the  patient’s  family 
advised  that  his  pain  had  become  increas- 
ingly severe  to  the  point  that  he  was  unable 
to  swallow  the  prescribed  medication  or 
water.  At  this  time  he  had  not  complained 
of  respiratory  distress  and  there  was  no 
stridor.  The  patient  was  instructed  to  come 
immediately  to  the  emergency  room  but 
while  preparing  to  do  so  he  suddenly  com- 
plained of  difficulty  in  breathing,  collapsed, 
and  was  dead  on  arrival  in  the  emergency 
department.  Permission  for  autopsy  was 
obtained. 


Fig.  1.  Gross  photograph  of  Hypopharynx,  Epiglottis, 
Larynx  and  Trachea.  [Case  #1]. 

Autopsy  Findings 

The  pertinent  gross  autopsy  findings  in- 
cluded marked  cyanosis  of  the  mucous 
membranes  of  the  head;  marked  severe 
edema  of  the  epiglottis,  aryepiglottic  folds 


and  larynx  with  obvious  obstruction  to  the 
airway  (Figs.  1 & 2)  ; fatty  change  in  the 
liver;  lipid  depletion  of  the  adrenal  glands; 
cardiac  hypertrophy;  and  slight  lung  con- 
gestion. 


Fig.  2.  Low  Power — Epiglottis. 


Microscopically,  the  epiglottis,  aryepi- 
glottic fold  (Figs.  3,  4,  5,  6,  & 7)  and  larynx 
showed  intense  edema  with  tremendous 
infiltration  by  polys  with  necrosis  and  mi- 
croabscess formation.  Mucosal  ulceration 
was  seen  and  deep  penetration  of  the  inflam- 
matory infiltrate  was  observed. 


j ' flk,.  * 


Fig.  3.  Low  Power — Aryepiglottic  Fold 


Volume  98,  May,  1971 


253 


A culture  of  the  area  grew  abundant  col- 
onies of  Diplococcus  pneumoniae  and  a few 
colonies  of  non-hemolytic  Strep.  The  pneu- 
coccus  was  predominant. 


6,  1970,  because  of  a sort  throat,  delirium, 
difficult  breathing,  and  inability  to  swal- 
low. 

The  history  revealed  that  the  patient  had 


Fig.  4.  Epiglottis.  H & E Stain  X 100. 


The  final  autopsy  diagnoses  were:  (1) 
Acute  Mucositis  of  Epiglottis,  Aryepiglottic 
Fold  and  Larynx  Due  to  Diplococcus  Pneu- 
moniae; (2)  Airway  Obstruction  With 


apparently  been  ill  for  two  days  beginning 
with  a mild  sore  throat.  On  the  day  of  ad- 
mission she  had  been  found  prostrated  on 
the  floor  of  her  home  with  high  fever,  de- 


Fig. 5.  Aryepiglottic  Fold.  H & E Stain  X 40. 


Asphxia;  (3)  Cardiac  Hypertrophy;  and 
(4)  Obesity. 

Case  2.  R.  E.  M.,  a 72-year-old  white 
female  was  admitted  to  the  hospital  on  April 


lirium,  and  fecal  and  urinary  incontinence. 
On  examination,  temperature  was  104", 
pulse  96,  respirations  26,  blood  pressure 
170/70.  The  pharynx,  soft  palate  and 
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uvula  were  markedly  inflamed  with  scat- 
tered punctate  areas  of  sub-mucosal  hemor- 
rhage. There  were  enlarged  anterior  cervical 
glands  and  there  was  a considerable  amount 
of  edema  of  the  anterior  neck  and  sub- 


Neisseria  predominating.  The  patient  was 
immediately  begun  on  Ampicillin  but  be- 
cause of  the  difficulty  in  breathing  and  swal- 
lowing a lateral  soft  tissue  x-ray  of  the  neck 
was  taken.  (Fig.  8)  This  showed  consid- 
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Fig.  6.  Aryepiglottic  Fold.  H & E Stain  X 100. 


mental  region.  A slight  stridor  was  noted.  erable  swelling  of  the  epiglottis  and  the  soft 

Laboratory  studies  revealed  a hemoglobin  tissues  around  the  arachnoids.  There  was 

of  13.3  grams  percent,  white  blood  count  marked  enlargement  of  aryepiglottic  folds, 
of  12,200  mm  3,  polys  92%  with  a marked  Parenteral  corticosteroid  therapy  was 
shift  to  the  left,  lymphocytes  5%,  and  added  immediately  to  the  treatment  pro- 


Tionocytes  3%.  The  smear  showed  toxic 
granulation  and  Dohle  bodies. 

A throat  culture  was  taken  and  revealed 
>ral  flora  with  alpha  hemolytic  Strep  and 

Volume  98,  May,  1971 


gram  with  very  prompt  improvement  of  the 
patient’s  stridor.  Respiratory  symptoms  and 
the  inability  to  swallow  subsided.  On  steroid 
therapy  associated  with  antibiotics  the  tern- 
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perature  returned  to  normal  in  24  hours  and 
the  patient  was  discharged  on  the  fifth  hos- 
pital day. 


Fig.  8.  Lateral  X-ray  of  Cervical  Region.  [Case  #2]. 


Discussion 

The  two  cases  reported  illustrate  the  ex- 
plosive onset  and  rapidly  progressive  nature 
of  acute  epiglottitis.  As  in  our  first  case  the 
literature  reports  death  from  this  condition 
with  such  rapidity  that  at  times  the  diag- 
nosis is  not  suspected.  Our  second  case  is 
not  as  typical  since  there  was  a considerable 
amount  of  inflammatory  reaction  noted  in 
the  pharynx  and  in  the  neck.  The  disease  is 
all  the  more  treacherous  when  it  does  not 
present  this  widely  inflammatory  picture 
because  frequently  the  physical  findings  are 
very  scant  in  comparison  to  the  serious  na- 
ture of  the  disease. 

A major  point  has  been  made  in  pre- 
viously reported  cases,  illustrated  in  case 
number  1,  that  the  diagnosis  should  be  sus- 
pected in  any  case  of  sore  throat  in  which 
the  dysphagia  is  out  of  proportion  to  the 
appearance  of  the  pharynx.  Difficult  swal- 
lowing is  the  most  commonly  occurring 
symptom  and  is  quite  striking  in  that  pa- 

256 


tients  with  this  problem  tend  to  splint  their 
throat  and  lower  jaw  having  an  almost  mor- 
bid fear  of  trying  to  swallow  because  of  the 
severe  pain.  The  other  two  cardinal  symp- 
toms are  stridor  and  rapidly  progressive 
respiratory  obstruction. 

Indirect  mirror  examination  of  the  larynx 
may  be  difficult  but  when  possible  shows 
edema  and  hyperemia  of  the  epiglottis  and 
reduction  in  size  of  the  glottic  aperture. 
Soft  tissue  lateral  neck  x-ray  is  a very  valu- 
able procedure  which  will  show  the  epiglot- 
tic swelling,  enlargement  of  the  aryepiglot- 
tic  folds,  and  reduction  of  the  glottic 
aperture. 

The  organism  in  case  number  1 was  pneu- 
mococcus which  is  common  although  H 
influenza  has  been  reported  as  the  offending 
organism  in  most  instances,  especially  in 
the  pediatric  age  group. 

The  treatment  of  this  dangerous  condi- 
tion consists  of  antibiotics,  preferably  large 
doses  of  Ampicillin  if  the  organism  is  not 
immediately  identified.  Additionally  steroid 
therapy  may  be  life-saving  in  reducing  the 
epiglottic  edema  and  tracheostomy  may  be 
necessary.  Some  cases  reported  have  died 
in  spite  of  tracheostomy  being  performed, 
probably  because  the  procedure  was  delayed, 
and  it  would  appear  that  hospitalization  is  j 
mandatory  when  this  disease  is  suspected. 
Tracheostomy  is  advisable  in  all  cases  which 
do  not  respond  promptly  to  antibiotic  and 
steroid  therapy. 

Summary 

Two  cases  of  acute  epiglottitis  occurring 
in  adults  are  added  to  the  existing  literature 
of  40  cases.  The  disease  is  serious  because  of 
rapidly  progressive  respiratory  obstruction  I 
resulting  in  asphyxiation  if  the  process  is 
not  immediately  controlled  or  tracheostomy 
performed.  The  disease  probably  is  much  I 
more  common  in  adults  than  has  previously  j 
been  recognized  and  should  be  kept  in  mind  i 
in  any  case  of  sore  throat  in  which  dyspha- 
gia, stridor  and  respiratory  distress  are  out- 
standing symptoms. 
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Let’s  Reminisce! 

Bicycles  as  Vehicles  for  Doctors,  etc. 

The  day  for  the  mere  novelty  of  the  bicycle  is  over.  * * * * * * In 
many  sections  North  and  West,  it  is  fast  becoming  a popular  vehicle  for 
the  physician  in  making  his  daily  rounds.  Where  the  smoothness  of  streets 
or  roads  permits  of  its  use  by  anyone,  to  whom  can  it  be  more  serviceable 
than  the  physician?  It  is  easily  made  to  gain  ground  on  the  usual  speed 
of  the  horse  and  buggy  in  city  travel.  * * * * * * Unlike  the  horse  and 
buggy,  it  does  not  break  bridles  when  fire  bells  ring  or  when  engines  or 
bands  of  music  pass  by.  It  is  not  liable  to  the  smash-ups  of  runaways. 
Its  cost,  with  all  necessary  equipments,  is  about  the  same  as  that  of  a 
common-stock  buggy  horse,  without  his  harness  and  buggy.  The  annual 
cost  of  keeping  a good  "safety  bicycle”  is  practically  nothing,  for  it  can 
be  housed  in  the  doctor’s  office;  whereas  the  horse  and  buggy  require  a 
stable,  a hostler,  besides  the  annual  expense  of  horse-feed,  shoeing,  harness 
repairs,  etc. — an  annual  expense  of  over  $200.  When  called  out  at  night, 
if  the  doctor  has  his  bicycle,  there  is  no  delay  and  confusion  about  hitch- 
ing up;  his  conveyance  is  ready  when  he  is  ready.  * * * * * Why  should 
not  Southern  doctors  be  as  quick  to  appropriate  a useful  idea  as  those 
of  our  Northern  and  Western  cities?  We  feel  that  we  are  doing  a real 
service  to  many  of  our  doctor  friends  in  thus  calling  their  special  atten- 
tion to  the  "Hartford  Safeties”  the  best  medium-priced  safety  bicycle 
made — advertised  on  page  9 of  this  journal.  ( Virginia  Medical  Monthly, 
July  1891 ) Editor's  note:  The  cost  of  the  Hartford  Safeties,  with  cushion 
tires,  was  $105.00. 
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Maternal  Mortality  Following  Spontaneous 
Rupture  of  the  Sigmoid  Colon 

GEORGE  E.  VOLK,  M.D. 
Hampton,  Virginia 
ROBERT  E.  HARRIS,  M.D. 
Richmond,  Virginia 


Spontaneous  rupture  of  the  colon 
is  a rare  event  and  this  is  the  first 
recorded  case  complicating  preg- 
nancy. 


Spontaneous  colon  rupture, 

i.e.,  in  the  absence  of  intrinsic  bowel 
disease,  is  a rare  event.  The  first  case  was 
reported  in  1827  (Brodie)1  and  by  195  3 
there  were  only  a total  of  27  cases  in  the 
literature.1  J'4  None,  of  those  reported,  have 
been  associated  with  pregnancy.  The  fol- 
lowing case  is  the  first  known  occurrence 
during  pregnancy  and  is  reported  to  illus- 
trate the  seriousness  of  this  rare  complica- 
tion. 

Case  Report 

Mrs.  J.  B.,  a 24-year  old  white  female, 
Gravida  I,  Para  O,  was  23  /z  weeks  preg- 
nant. Her  antenatal  course  had  been  un- 
complicated at  another  Air  Force  installa- 
tion. While  on  vacation  she  became  ill.  She 
stated  she  had  had  shrimp  and  wine  for  sup- 
per. Shortly  thereafter,  the  patient  had 
onset  of  pain  during  defecation  at  approxi- 
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The  opinions  expressed  in  this  article  are  those  of 
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ment of  the  Air  Force  or  the  Department  of  Defense. 


mately  6 p.m.  The  pain  was  associated  with 
nausea,  retching  and  vomiting.  She  denied 
instrumentation  and  trauma.  Over  a six- 
hour  period,  she  was  seen  at  two  other  hos- 
pitals in  the  area  but  was  referred  to  this 
facility  as  she  was  an  Air  Force  dependent. 
She  arrived  nine  hours  after  the  onset  of 
her  illness,  and  was  admitted  to  the  Obstet- 
rical Service  of  USAF  Regional  Hospital, 
Langley,  Langley  AFB,  at  3 a.m.  on  the 
morning  of  1 February.  The  review  of 
systems  was  completely  normal;  and  spe- 
cifically, there  was  no  past  history  of  bowel 
complaints  or  symptomatology. 

Admission  physical  examination  revealed 
diffuse  abdominal  tenderness  with  rebound 
tenderness  but  no  definite  localized  bowel 
findings.  No  Adler’s3  sign  was  present.  Fetal 
heart  tones  were  not  heard.  Marked  CVA 
tenderness  was  present.  Temperature  was 
100.8°,  pulse  132,  blood  pressure  116  80. 

Admission  laboratory  work  revealed  nu- 
merous white  cells  and  casts  in  the  urinaly- 
sis; white  blood  count  3,000  (repeat  count 
4,500)  and  hemoglobin  15.  Admission 
chest  x-ray  was  normal.  KUB  revealed  no 
calculus  and  no  air  beneath  the  diaphragm. 

The  admission  diagnosis  was  acute  pye- 
lonephritis. She  was  started  on  intravenous 
fluids  and  IV  Ampicillin.  She  was  seen  in 
consultation  by  two  other  obstetricians 
within  the  next  six  hours,  and  by  the  fourth 
obstetrician  nine  hours  after  admission. 

Six  hours  following  admission  she  was 
noted  to  still  have  marked  CVA  tender- 
ness but  her  symptoms  had  improved  as  she 
seemed  to  be  responding  to  antibiotic  ther- 
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apy.  Ten  hours  after  admission  the  patient 
abruptly  went  into  precipitous  labor,  spon- 
taneously rupturing  the  amniotic  mem- 
branes, and  delivering  rapidly  within  20 
minutes  a stillborn  infant  weighing  1 pound 
6 ounces.  Her  blood  pressure  dropped  pre- 
cipitously. There  was  continued  CVA  ten- 
derness. Abdominal  examination  revealed 
rebound,  without  board-like  findings. 
Marked  tachypnea  and  tachycardia  ensued. 
A possible  amniotic  fluid  embolus  superim- 
posed on  her  other  underlying  illness  of 
probable  gram-negative  sepsis  secondary  to 
acute  pyelonephritis  was  considered  to  be 
the  cause  of  this  new  development.  The 
outside  possibility  of  an  acute  abdominal 
problem  such  as  acute  pancreatitis  or  ap- 
pendicitis was  considered. 

The  patient  was  treated  with  appropriate 
therapy  including  steroids,  intravenous  fluids 
and  monitored  by  central  venous  pressure. 
Repeat  chest  x-ray  shortly  after  delivery 
revealed  some  increased  density,  especially 
in  the  left  lower  chest,  where  there  was  now 
a marked  pleural  friction  rub.  The  patient 
stabilized,  although  the  friction  rubs  be- 
came more  prominent  and  the  lung  findings 
were  more  prevalent.  Blood  studies  at  this 
time  revealed  acidosis  (treated  with  intra- 
venous sodium  bicarbonate)  and  a very  low 
potassium  (treated  with  intravenous  potas- 
sium). Medical  consultants  felt  that  the 
patient  had  pyelonephritis  with  sepsis,  pul- 
monary vascular  embolus  versus  an  amni- 
otic fluid  embolus;  rule  out  intra-abdominal 
problem  with  ileus  and  pancreatitis. 

Three  hours  later,  the  internal  medicine 
and  obstetrical  staffs  concluded  that  the  pa- 
tient actually  had  an  acute  abdomen  as  ab- 
dominal findings  were  becoming  more 
prominent.  Acute  pancreatitis  was  still  a 
possibility  but  serum  and  urine  amylases 
were  normal.  The  possibility  of  atypical 
acute  appendicitis  with  perforation  was  felt 
to  be  the  most  likely  diagnosis. 

The  surgical  consultant  felt  that  the  pa- 
tient’s history  and  physical  findings  could 


be  explained  on  the  basis  of  the  pulmonary 
findings  (pulmonary  embolus)  and  that 
laparotomy  was  contraindicated  at  this 
point,  partciularly  in  view  of  the  serious  and 
grave  condition  of  the  patient.  Therefore, 
she  was  treated  conservatively  through  the 
night  although  more  abdominal  tenderness 
was  noted  around  midnight  (12  hours  post- 
partum and  21  hours  after  admission),  par- 
ticularly periumbilical.  No  bowel  sounds 
were  heard  and  a 4~  stool  guaiac  was 
obtained. 

The  medical  consultants  again  considered 
the  primary  etiology  to  be  intra-abdominal 
pathology  with  incidental  pyelonephritis, 
and  that  the  probable  low  white  count  (now 
2,5  00)  reflected  marked  gram-negative  sep- 
sis. Nasogastric  suction  obtained  a bile-like 
drainage.  The  patient  maintained  good 
urine  output  but  temperature  ranged  from 
100  to  102  degrees.  Antibiotic  therapy  had 
been  switched  to  Keflin,  and  she  was  main- 
tained on  Heparin  and  Digitoxin  through 
the  night.  Repeat  chest  x-ray  revealed 
marked  increase  in  the  pulmonary  findings 
and  marked  friction  rubs  on  physical 
examination. 

On  the  morning  of  2 February  the  pa- 
tient actually  seemed  to  be  improving  with 
some  lessening  of  her  symptoms.  She  was 
again  seen  by  the  internal  medicine  and  the 
surgical  staffs  and  was  considered  improved 
sufficiently  to  move  from  the  obstetrical 
unit  to  the  intensive  care  unit.  Shortly 
after  the  transfer  at  approximately  10:30 
a.m.,  2 February  (22  hours  postpartum)  she 
had  a cardiac  arrest.  The  patient  was  resus- 
citated by  external  cardiac  massage,  intu- 
bation and  supported  respiration.  Shortly 
after  the  arrest,  the  abdomen  began  to  en- 
large rapidly  and  it  was  obvious  that  an 
intra-abdominal  problem  was  present.  Ab- 
dominal tap  was  performed  with  recovery 
of  dark,  foul  smelling  material.  The  deci- 
sion was  made  by  the  surgical  staff  that  it 
would  be  imperative  to  take  the  patient 
to  surgery  for  immediate  laparotomy  despite 
her  critical  condition. 
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The  patient  was  taken  to  the  operating 
room  at  12:30  p.m.  (24  hours  postpartum) 
for  an  exploratory  laparotomy.  The  ap- 
pendix was  found  to  be  normal.  There  was 
approximately  2 to  3 liters  of  fluid  and  fecal 
stained  bowel  and  abdominal  contents.  The 
bowel,  uterus  and  other  organs  were  stained 
with  black  material,  felt  to  be  secondary 
to  her  antenatal  iron  therapy.  In  exploring 
the  upper  abdomen  searching  for  a possible 
perforated  ulcer,  the  falciform  ligament  was 
noted  to  be  torn  and  this  tear  extended  into 
the  liver,  creating  a large  liver  laceration. 
This  was  packed  while  the  exploration  was 
continued.  In  searching  the  entire  bowel,  no 
defect  was  found  until  the  terminal  colon 
was  reached  where  there  was  a dime-sized 
hole  in  the  rectosigmoid  colon,  which  had 
spontaneously  perforated.  There  was  no 
other  evidence  of  bowel  disease  such  as  ul- 
cerative colitis  or  diverticulitis.  There  was 
no  evidence  of  any  perforation  of  the 
uterus  nor  perforation  of  the  cul-de-sac 
which  would  suggest  any  instrumentation. 
The  spontaneous  rupture  of  the  rectosigmoid 
colon  was  the  basic  etiology  of  her  fulminant 
process.  This  was  oversewn  and  a double- 
barrel  colostomy  was  created.  However,  the 
bleeding  from  the  liver  continued,  despite 
suturing.  As  the  bleeding  could  not  be 
stopped,  the  liver  was  packed.  She  was  given 
18  units  of  blood  during  surgery  and  eight 
more  units  of  blood  during  the  evening  and 
night.  However,  the  bleeding  continued  de- 
spite all  coagulopathy  functions  being  nor- 
mal by  laboratory  techniques.  Pressure 
dressings  were  changed,  but  the  bleeding 
continued  to  be  greater  than  maintenance 
with  intravenous  fluids  and  blood  replace- 
ment. The  patient  again  arrested  at  3:10 
a.m.  on  3 February  with  no  response  to 
external  cardiac  resuscitation  and  was  pro- 
nounced dead. 

Autopsy  revealed  that  the  pneumonic 
process  resembled  a pneumonic  infiltrate 
with  no  evidence  of  a pulmonary  emboli. 
Gross  and  microscopic  inspection  of  the 
bowel  revealed  no  other  abnormality  of  the 


large  bowel,  specifically  no  diverticulum. 
The  spontaneous  perforation  site  in  the  rec- 
tosigmoid could  not  be  explained  by  the 
pathologist.  The  capsular  tear  of  the  liver 
was  extensive  and  death  was  terminally  due 
to  uncontrollable  bleeding. 

Discussion 

This  case  is  reported  to  illustrate  the  en- 
tity of  a spontaneous  perforation  of  the 
sigmoid  colon  resulting  in  massive  peritoni- 
tis and  death  to  the  patient.  The  previously 
reported  cases  of  spontaneous  colonic  rup- 
ture have  occurred  primarily  in  older  wom- 
en and  often  were  associated  with  straining 
with  a bowel  movement.1  In  this  report, 
there  are  not  included  any  perforations  in 
pathological  colons  (as  diverticulum  or  coli- 
tis) nor  traumatic  perforations  to  the  colon 
which  have  occurred  from  either  medical 
instrumentation,  perverse  instrumentation 
or  freak  accident  involving  pneumonic 
equipment  or  blunt  trauma.  These  have 
been  well  documented  to  occur.0 

This  case  emphasizes  the  fact  that  early 
and  aggressive  surgical  intervention  in  sus- 
pected cases  of  intra-abdominal  pathology 
during  pregnancy  is  imperative.  Despite  the 
fact  that  this  is  the  first  case  of  a spontaneous 
perforation  of  the  sigmoid  colon  in  a preg- 
nant woman,  her  progressive  signs  and 
symptoms  were  that  of  an  acute  abdomen. 
During  pregnancy  these  signs  and  symptoms 
are  often  very  misleading  and  it  must  be 
emphasized  that  early  and  aggressive  sur- 
gical intervention  is  life-saving.  In  this  par- 
ticular case,  there  are  several  interesting 
facets.  She  had  the  onset  of  lower  abdom- 
inal pain,  nausea,  vomiting  which  truly  re- 
sembled an  atypical  appendicitis,  in  restro- 
spect.  Initially  her  symptoms  did  improve. 
However,  immediately  following  the  evacu- 
ation of  the  uterus  and  the  contractions  of 
the  uterus,  the  symptoms  were  much  worse. 
She  improved  over  the  next  24  hours,  but 
with  further  contractions  and  involution  of 
the  uterus  she  became  markedly  worse  with 
obvious  intraperitoneal  symptoms.  This  has 
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been  well  documented  to  occur  with  rup- 
tured appendicitis  during  pregnancy.  The 
symptoms  are  known  to  resolve  as  an  abscess 
forms  with  the  uterus  serving  as  the  medial 
wall  of  the  abscess.  With  subsequent  evacu- 
ation of  the  uterus,  the  uterus  decreases  in 
size  opening  the  medial  abscess  with  resul- 
tant precipitous  shock,  and  marked  worsen- 
ing of  the  patient’s  symptoms.  In  retro- 
spect analysis  of  this  patient’s  hospital 
course,  it  is  obvious  that  indeed  the  patient 
was  seriously  worse  immediately  after  the 
evacuation  of  the  uterus  with  the  delivery 
of  the  fetus  and  once  again,  24  hours  later, 
there  was  another  episode  where  there  was 
massive  leakage  into  the  peritoneal  cavity, 
possibly  from  further  contraction  of  an  in- 
voluting uterus.  In  the  previous  non-preg- 
nant cases  where  perforation  of  the  colon 
with  massive  peritoneal  contamination  oc- 
curs, the  mortality  rate  exceeds  50%,  if  the 
perforation  is  not  discovered  and  treated 
properly  within  12  hours  of  its  rupture. 
In  this  case,  the  patient  was  not  seen  at  this 
facility  until  approximately  nine  hours 
had  elapsed  from  the  onset  of  the  rup- 
ture. At  that  time  some  of  her  initial 
acute  symptoms  were  subsiding  and  the 
diagnosis  was  considered  to  be  acute  pye- 
lonephritis. Although  the  terminal  event 
in  this  patient  was  that  of  massive  exsangu- 
ination,  the  basic  cause  of  her  serious  illness 
was  the  ruptured  sigmoid.  Although  the 
entity  illustrated  in  this  case  is  rare,  it  is 
most  catastrophic  when  it  occurs.  Even 
though  this  diagnosis  may  not  be  made 
preoperatively,  it  should  be  included  in  the 
differential  diagnosis  of  an  acute  abdomen 
during  pregnancy  particularly  with  findings 
and  symptoms  of  an  atypical  appendicitis 


and  especially  if  there  is  a preceding  history 
of  straining  with  a bowel  movement  fol- 
lowed by  sudden  onset  of  pain.  Despite  the 
presence  of  an  intrauterine  pregnancy,  sur- 
gical exploration  is  the  only  management  of 
an  acute  abdomen  when  it  occurs.3 " 

Summary 

The  first  known  occurrence  of  sponta- 
neous colon  rupture,  in  the  absence  of  in- 
trinsic bowel  disease,  occurring  with  preg- 
nancy is  reported.  This  case  presented  and 
progressed  in  many  aspects  as  an  atypical 
acute  appendicitis.  With  perforation  of  the 
colon  and  massive  peritoneal  contamination 
the  mortality  exceeds  50%  if  it  is  not  treated 
and  diagnosed  properly  within  the  first  12 
hours  following  its  rupture  in  previously 
reported  non-pregnant  cases.  Although  this 
patient’s  terminal  event  was  exsanguination, 
the  underlying  etiology  and  problem  was 
that  of  massive  sepsis  from  the  perforation 
of  the  colon.  Surgical  exploration  is  the 
only  management  of  an  acute  abdomen 
during  pregnancy. 
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Adventures  in  Arabian  Gynecology 


There  are  many  interesting  prob- 
lems, not  known  here,  associated 
with  the  practice  of  gynecology  in 
the  Middle  East. 

CONFRONTATION  OF  MODERN 
MEDICINE  with  medieval  medicine  is 
a drama  enacted  on  many  fronts  in  the 
world  today.  The  Arabian  Peninsula  is  of 
particular  interest  because  this  is  the  only 
front  where  American  medicine  is  dom- 
inant. The  American  University  of  Beirut, 
School  of  Medicine,  has  been  graduating 
doctors  for  the  Arab  World  since  1869.  The 
103rd  commencement  was  celebrated  in 
June,  1970. 

Since  Phoenician  days  Lebanon  has  been 
a haven  of  literacy  and  learning  in  the  Mid- 
dle East.  The  Crusaders  left  a Christian 
community  and  this  along  with  Islamic 
Universities  in  Cairo  changed  the  face  of 
the  Moslem  World.  The  School  of  Medicine 
at  the  American  University  for  a century 
has  been  a consulting  center  for  this  area. 
To  its  hospital  come  the  poor  Bedouins,  the 
oil  rich  sheikhs  and  their  wives  and  the  em- 
bassy people  from  everywhere.  It  is  a diverse 
hospital  population  with  interesting  and 
bizarre  disease,  somewhat  different  from  our 
University  Hospitals  in  the  United  States. 
It  is  the  only  member  of  the  American  Asso- 
ciation of  Medical  Colleges  outside  the 
United  States. 

Affiliated  with  the  hospital  are  the  Ameri- 
can Arabian  oil  company  health  services. 
There  are  four  along  the  Tapline  stretching 
1,200  miles  across  the  Arabian  desert  and 
the  ultra  modern  hospital  at  Dahran  (Fig.  1 ) . 
Access  is  by  camel  caravan  and  the  M.  E.  A. 


WILLIAM  BICKERS,  M.D. 
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jets.  We  use  the  latter.  The  touch-down  on 
the  desert  is  on  tarmac  strips,  except  in  the 
largest  cities.  Riyad  has  a modern  airport 
as  do  Bahrain  and  Kuwait.  To  the  larger 


Fig.  1.  Trans  Arabian  Pump  Line  hospital  at  Badanah  in 
the  Arabian  desert,  affiliated  with  American  University. 


centers  such  as  Dubai,  the  gold  smuggling 
port  of  the  Pirate  Coast,  Muscat  and  Abu- 
Dhabi,  the  Sheikh  usually  has  his  royal 
plane.  Until  a few  years  ago  there  were  few 
hospitals,  operations  were  performed  in  the 
palace,  or  in  makeshift  quarters  (Fig.  2). 
Now  air  conditioned  hospitals  are  to  be 


> 


Fig.  2.  Ancient  palace  of  a ruling  Sheikh,  now  the  focal 
point  of  unbelievable  modernization. 


found  in  Riyad,  Jedda  and  Khobar,  Abu- 
Dhabi  (Fig.  3),  Kuwait  and  Bahrain.  Ye- 
men and  Muscat  still  have  only  the  most 
primitive  health  services. 
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The  desert  lands  lying  between  the  Persian 
Gulf  and  the  Red  Sea  have  from  the  begin- 
ning of  time  been  remote,  isolated — only  a 
wind  swept  sea  of  shifting  sand  dunes.  The 
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Fig.  3.  Desert  hospital  in  the  Sheikhdom  of  Abu  Dhabi 
in  the  Arabian  Gulf. 


Trucial  States  along  the  Pirate  Coast  were 
until  a few  years  ago  only  salt  flats;  little 
did  one  guess  that  these  salt  flats  floated  on 
a sea  of  high  grade  petroleum.  Until  seven 
years  ago  this  little  sheikhdom  supported 
12,000  Bedouins  and  goats,  even  camels 
could  not  survive  its  diet  of  cactus  and  dried 
fish.  Now  stands  here  a First  National  City 
Bank  of  New  York.  There  is  a four-lane 
highway  across  the  desert  to  the  Bouemi 
Oasis;  it  is  the  richest  country  per  capita  in 
the  world,  having  taken  honors  away  from 
Kuwait — rags  to  riches  in  seven  years.  This 
has  brought  a revolution  in  medical  care. 
Until  recently  wives  of  the  wealthy  oil 
Sheikhs  were  seen  in  their  harem  as  it  was 
not  permitted  them  to  see  the  bright  lights 
of  Beirut.  All  of  this  is  changing  as  the 
wives  demand  more  and  more  freedom.  As 
a Sheikh  lamented  recently,  "American  cin- 
ema has  invaded  the  harem  with  disastrous 
consequences.” 

Inhabitants  of  this  vast  desert  are  for  the 
most  part  nomad  Bedouin  but  villages  spring 
up  around  the  pipe-line  stations;  one  at 
Badanah  has  30,000  people,  among  them  12 
American  families.  A decade  ago  the  veiled 
Moslem  women  would  not  permit  pelvic 
examination.  With  perseverance  and  educa- 
tion all  of  this  is  changing.  The  American- 
Arabian  Oil  Company  out-patient  now  sees 


over  400  women  daily,  one-third  of  them 
seeking  obstetric  and  gynecologic  care.  In- 
teresting indeed  and  strange  to  our  Western 
eyes  are  some  of  the  complaints. 

Female  Circumcision 

This  is  a Sudanese  practice,  never  per- 
formed in  Arab  lands  but  many  circumcised 
Sudanese  come  to  the  University  Hospital 
(Fig.  4).  Origin  of  this  practice  is  lost  in 
antiquity.  The  Sudanese  call  it  Pharaonic 


Fig.  4.  Introitus  of  adult  female  circumcised.  Labia  ma- 
jora  and  clitoris  have  been  excised  and  labia  majora 
approximated. 


Circumcision,  suggesting  Egyptian  origin, 
but  circumcised  female  mummies  have 
never  been  found.  In  spite  of  government 
efforts  to  stop  this  mutilation,  native  moth- 
ers insist  upon  it  for  their  daughters.  The 
worst  epithet  which  can  be  hurled  at  wom- 
en of  certain  tribes  is  "uncircumcised”,  it 
connotes  uncleanliness. 

The  operation  is  performed  by  the  mid- 
wife. As  the  girl  approaches  puberty  the 
women  gather,  often  two  or  three  are  cir- 
cumcised at  the  same  time.  The  girl  is  held 
in  a lithotomy  position  while  the  operator 
with  a boldsweep  of  a straight  razor  excises 
labia  majora,  clitoris  and  labia  minora.  Sur- 
prising how  few  accidents  occur  to  the  ure- 
thra, bladder  or  rectum  on  a struggling  girl, 
they  do  occur  but  not  often.  Hemorrhage 
is  profuse.  It  was  formerly  controlled  by 
infibulation,  approximation  of  labia  skin  to 
mucosa  by  passage  of  a green  twig  or  grape 
vine  stem,  now  by  ordinary  straight  needle 
and  cotton  thread.  The  legs  are  strapped 
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ogether  for  a week.  The  operation  aims  at 
usion  of  right  and  left  labia  leaving  only  a 
one  centimeter  opening  posteriorly  for  pas- 
sage of  menstrual  blood  and  urine. 

Difficulty  presents  at  delivery.  Episiot- 
omy  must  be  made  anteriorly  as  well  as  pos- 
teriorly and  resutured  to  restore  the  circum- 
cised anatomy  to  its  pristine  state.  A well 
educated  Sudanese,  whose  circumcised  wife 
had  just  been  delivered  was  asked  why  they 
permitted  this  mutilation.  His  answer  was, 
“We  don’t  permit,  we  forbid.  You  should 
know,  doctor,  there  is  no  accounting  for 
what  women  will  do  to  look  like  other 
women.” 

Cervical  Cancer  in  Arabia 

Some  years  ago  a cytologic  screening  pro- 
gram was  inaugurated  in  the  affiliated  hos- 
pitals on  the  desert.  Smears  were  taken  by 
the  nurses,  some  12,000  were  studied  and 
not  a single  positive.  There  is  practically  no 
cervical  carcinoma  among  Saudi  Arabian 
women  on  the  desert.  It  is  an  interesting  ob- 
servation that  these  desert  women  migrating 
to  Beirut  become  in  one  generation  equally 
susceptible  to  cervical  cancer  as  the  rest 
of  the  urban  population. 

The  Arabs  are  ethnically  pure  Semites 
having  their  remote  origin  in  the  Semitic 
migration  northward  from  the  Southern 
Arabian  Peninsula.  They  share  immunity 
with  their  cousins,  the  Hebrews.  It  is  well 
known  that  cervical  carcinoma  is  rare  in 
Jews.  The  Bedouin  woman  never  bathes, 
there  is  scarcely  enough  water  in  the  brakish 
wells  to  maintain  life  for  her  and  the  camels. 
Even  the  Koran  permits  the  prayer  ablution 
with  sand.  Her  sexual  life  begins  with  mar- 
riage at  puberty,  by  30  she  has  had  five  or 
six  husbands,  so  easy  is  divorce,  but  there  is 
no  extra-marital  sex,  no  prostitution.  Im- 
mediate death  awaits  the  woman  or  man 
who  violates  the  marital  code.  There  is  no 
carcinoma,  no  cervicitis — the  cleanest  va- 
ginas and  cervices  anywhere  are  in  the 
Saudi  Arabia. 

264 


Salt  Packing 

There  is  a practice  which  probably  has 
nothing  to  do  with  the  healthy  cervix  and 
vagina  but  it  may  be  mentioned  for  what 
it  is  worth.  It  is  salt  packing.  Immediately 
after  delivery  women  of  the  tent  pack  the 
puerperal  vagina  with  salt.  It  causes  super- 
ficial erosion  of  the  vaginal  mucosa  with 
cicatrization  and  narrowing.  This  is  thought 
to  restore  it  to  its  virginal  state.  Sometimes, 
not  often,  the  erosion  goes  too  far  and  ulcer- 
ation and  stenosis  follow  and  occasionally 
complete  obliteration  requires  vaginal  re- 
construction. 

Behind  these  strictures  rupture  into  the 
bladder  or  rectum  may  occur  in  prolonged 
subsequent  labor.  A multipara  several  days 
in  labor  was  referred  to  the  University  Hos- 
pital with  what  the  house  staff  thought  was 
a ruptured  uterus.  At  laparotomy  the  peri- 
toneal cavity  was  clean,  the  uterus  was  a 
normal  post-partem  one  but  anterior  to  it 
was  a large  mass.  Upon  opening  the  mass  a 
macerated  fetus  and  placenta  were  delivered. 
It  was  the  bladder,  the  fetus  had  exited 
through  the  anterior  vaginal  wall  into  the 
bladder.  One  or  two  such  cases  are  seen  each 
year. 

Occasionally  they  rupture  through  the 
posterior  vaginal  wall  into  the  rectum  and 
deliver  a macerated  fetus  and  placenta 
through  the  anal  canal.  How  many  of  these 
women  die  in  labor  no  one  can  know.  Surely 
only  a small  minority  survive  to  reach  the 
hospital. 

Genital  Fistulae 


It  is  to  be  expected  that  following  such 
obstetric  gymnastics,  fistula  would  be  com- 
mon. The  obstetric  fistula,  happily  relegated 
to  the  limbo  of  forgotten  things  in  the  West, 
is  still  a challenge  in  the  Middle  East.  There 
is  no  malady  afflicting  woman  which  moves 
the  gynecologist  more  deeply.  The  patient 
is  denied  social  intercourse  even  within  her 
own  family,  she  is  forsaken  by  husband, 
deprived  even  the  solace  of  a clean  robe  at 
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night.  The  deformity  enforces  almost  soli- 
tary existence,  often  she  must  sleep  in  a tent 
apart.  When  the  vesical  fistula  is  compli- 
cated by  a rectal  one  life  becomes  a doubly 
weary  burden. 

One  does  not  long  practice  gynecologic 
surgery  in  the  Middle  East  without  becom- 
ing expert  in  repair  of  fistulae.  The  first 
principle  of  management  is  to  treat  the  pa- 
tient before  the  fistula.  These  women  are 
debilitated,  sick  in  body  and  mind.  They 
are  emaciated,  anemic,  often  suffering  nitro- 
gen retention  and  renal  damage  from  hydro- 
ureter. The  surgical  site  is  usually  bacterio- 
logically  clean  but  urinary  salt  calculi  en- 
crust the  fistula  edge.  Weeks  are  required 
to  prepare  them  for  surgery.  Diversion  of 
the  fecal  and  urinary  stream  is  often  pre- 
cursor to  surgery  but  only  precursor.  Amer- 
ican literature  to  the  contrary,  there  is  no 
permanent  diversion  that  is  satisfactory  and 
this  goes  for  ileal  loop.  Optimism  is  a neces- 
sary prerequisite  for  the  fistula  surgeon,  and 
this  optimism  is  justified.  The  truth  is  that 
there  are  few,  very  few  fistulae  that  can- 
not be  closed.  It  is  amazing  how  the  smallest 
bladder  remnant,  sometimes  only  a bladder 
fragment  with  a capacity  of  one  or  two  cc. 
after  closure  of  the  fistulae,  will  accommo- 
date after  some  months  150  cc  of  urine. 

There  was  a Mrs.  A.  She  had  complete 
destruction  of  the  bladder  base,  neck  and 
complete  avulsion  of  the  uretha,  not  to 
mention  a loss  of  the  portio-vaginalis  of  the 
cervix.  The  fetal  head  long-impacted  in  the 
pelvis  was  followed  by  slough  of  the  urethra 
and  bladder  anterior  to  the  trigone  and  8 
cm.  of  the  rectal  wall.  In  most  of  these 
cases  the  anal  sphincter  is  intact.  The  fetal 
head  collapses  after  death  and  passes  over  the 
perineum  without  damage.  The  first  opera- 
tion was  a pull  through  of  the  sigmoid,  the 
sigmoid  is  mobilized  from  above,  then 
brought  down  through  the  anal  sphincter 
and  sutured  there.  This  will  by-pass  any 
rectal  fistulate  no  matter  how  large  or  inac- 
cessible. It  is  a very  simple  procedure. 

The  second  operation  employed  the  tech- 


nic of  Chassar  Moir  for  urethral  reconstruc- 
tion and  repair  of  the  bladder  fistula.  The 
trick  here  is  to  use  the  lipofibrous  tissue 
from  the  labia  majora  to  support  the  suture 
line.  From  this  patient  a term  pregnancy 
was  delivered  by  Caesarean  Section  16 
months  after  the  second  operation. 

All  varieties  of  fistula  are  encountered  in 
the  course  of  a year:  vesico-vaginal,  vesico- 
recto-vaginal,  uretero-cervical,  uretero-rec- 
tal,  uretero-uterine,  sigmoid-uterine.  All 
present  a challenge  both  in  diagnosis  and 
treatment.  Nothing  in  gynecology  is  more 
rewarding  than  the  restoration  of  normal 
excretory  function.  The  woman  is  given  a 
new  life. 

Review  of  hospital  records  over  five  years 
reveals  that  most  of  the  124  fistulae  oc- 
curred after  vaginal  delivery,  40  following 
spontaneous  delivery,  19  after  forceps,  12 
after  breech  extraction.  Only  12  of  the  124 
were  the  result  of  surgical  trauma.  There 
were  10  as  an  aftermath  of  ruptured  uterus. 
This  is  explained  by  our  valiant  effort  to 
preserve  the  uterus  following  rupture.  In 
the  Middle  East  preservation  of  the  uterus  is 
often  synonymous  with  preservation  of  the 
husband.  Often  times  the  rupture  of  the 
uterus  extends  into  the  bladder.  It  is  more 
easily  repaired  if  the  bulky  postpartum 
uterus  is  removed  but  social  mores  forbid. 

Osteomalacia 

Dystocia  in  the  grand  multipara  presents 
a major  challenge  on  the  obstetrical  service. 
The  story  usually  runs  like  this:  five  or  six 
vaginal  deliveries  without  difficulty,  then 
assisted  deliveries  in  two  or  three,  and  now 
obstructed  labor.  She  comes  to  the  hospital 
in  her  10th  or  12th  labor  with  failure  of 
engagement.  The  labor  began  uneventfully 
and  the  cervix  dilated  readily  but  engage- 
ment did  not  occur.  X-ray  eliminates  soft 
tissue  factors  and  abnormal  presentation,  it 
reveals  an  acquired  pelvic  abnormality:  oste- 
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omalacia  (Fig.  5 ) . It  is  as  though  the  side 
v alls  of  the  pelvis  had  moved  towards  each 
other,  the  sacrum  flared  posteriorly  and  the 
pubic  arch  narrowed  and  the  A-P  diameter 


Fig.  5.  Osteomalcic  pelvis.  The  side  walls  seem  to 
collapse  into  the  pelvic  enlit. 


shortened.  Sometimes  there  is  a history  of 
recent  fractures.  There  is  a high  assimila- 
tion which  did  not  exist  some  years  prior. 
A number  of  "before  and  after”  films  taken 
years  apart  have  revealed  these  progressive 
changes.  The  assimilation  places  the  sacral 
promontory  several  centimeters  higher  than 
its  normal  location  thus  completely  chang- 
ing the  angle  of  inclination. 

About  12  grand  multiparas  are  sectioned 
each  year  for  acquired  cephalo-pelvic  cysto- 
cia  due  to  osteomalacia.  The  cause  is  quite 
unknown  but  it  occurs  both  in  the  desert 
and  the  urban  population. 

Hydatid  Disease 

Hydatid  disease  in  man  and  cattle  has 
been  known  for  centuries.  The  Talmud 
describes  "bladders  full  of  water”  in  sacri- 
ficed animals.  In  the  Aphorisms  of  Hippo- 
crates there  is  mention  of  "livers  full  of 
water”.  He  warns  of  serious  consequences 
if  these  cysts  should  rupture.  In  18  53  Von 
Siebold  published  a definitive  description  of 
the  Taenia  Echinococcus.  He  described  its 
life  cycle  and  incriminated  the  dog  as  car- 
rier. Dogs  fed  on  livers  of  infected  cattle 
harbor  the  parasite  in  their  intestines  and  the 
feces  transmits  the  ova  to  man.  In  Lebanon 


the  disease  is  widespread.  Among  the  stray 
dogs  brought  to  the  laboratories  of  the 
American  University  22%  are  infected. 
Most  animal  slaughter  in  Lebanon  is  per- 
formed by  the  local  butcher  in  front  of  his 
shop.  When  he  finds  a cystic  liver  or  lung 
which  cannot  be  sold,  he  throws  it  to  the 
dogs. 

Hydatid  disease  is  prevalent  in  most  sheep 
raising  countries  where  man  is  closely  asso- 
ciated with  infected  animals.  Such  regions 
are  predominantly  subtropical  or  temperate. 
Its  incidence  in  Lebanon  is  21.6  times  great- 
er in  dog  owners  than  in  the  rest  of  the 
population.  For  this  reason  it  occurs  much 
more  frequently  among  Christians  than 
among  the  Moslems.  Islamic  tradition  for- 
bids dogs  in  the  domicile. 

Although  the  host  for  Taenia  Echinococ- 
cus is  usually  the  dog,  it  can  be  the  wolf, 
jackal  or  cat.  The  mature  worm  is  a small 
tapeworm  (cestode)  ranging  from  1.5  to 
6mm.  in  length  and  .5  mm.  in  width.  It 
consists  of  four  parts  known  as  proglottids. 
There  is  the  head  and  neck  in  which  is  a 
retractile  prostellum  with  a double  row  of 
28  to  5 0 hooklets  at  the  vertex.  Behind  the 
hooklets  are  four  suckers,  this  is  the  scolex. 
The  terminal  or  gravid  proglottid  is  2 mm. 
in  length  and  consists  principally  of  ovaries 
and  its  eggs. 

The  parasite  when  ingested  by  the  dog 
attaches  itself  to  the  intestinal  mucosa  by 
its  suckers.  The  worm  requires  eight  weeks 
to  mature  and  its  life  span  is  five  months. 
The  terminal  segment  containing  ova  is  ex- 
creted with  stools  whence  the  eggs  reach  the 
hands  of  those  who  handle  dogs.  The  dog 
feces  may  be  washed  by  the  rains  to  contam- 
inate low  growing  leaf  vegetables.  Lettuce, 
parsley  and  mint  leaves  are  the  important 
transmitters  in  the  Lebanese  diet. 

The  cysts  may  fill  the  broad  ligaments  and 
culdesac  presenting  a formidible  obstruction 
in  labor  (Fig.  6) . Occasionally  the  cysts  pass 
into  the  endometrial  cavity  and  drop  from 
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the  vagina  as  white  golf  balls  rolling  along 
the  hospital  corridor. 


Fig.  6.  Multiple  hydatid  cysts  arising  from  the  ovary  and 
involving  the  entire  abdominal  cavity. 

Polygamy 

In  the  remote  regions  of  Arabia  multiple 
marriage  is  still  a common  practice  but  it 
is  rapidly  disappearing  in  the  urban  com- 
munities. However,  it  is  not  unusual  to  have 
two  wives  of  the  same  husband  appear  for 
prenatal  visits.  All  three  consult  the  same 
day,  the  wives  for  their  prenatal  care  and 
the  husband  for  politics.  However,  multiple 
marriage  works  out  better  than  one  might 
think.  Like  most  social  institutions  it  arose 
of  social  necessity.  Until  recently  in  the 
Arab  World  there  was  no  vocation  for 
women  except  marriage,  there  was  no  means 
of  self  support,  no  nurses,  no  secretaries, 
even  house  servants  must  be  men.  The  wives 
of  a household,  contrary  to  Western  belief, 
usually  live  harmoniously.  Let  me  give  an 
example! 

Recently,  from  a little  Sheikhdom  in  the 
Persian  Gulf  came  a call.  There  was  an  ob- 
stetrical difficulty  for  the  third  wife  of  one 
of  the  princes.  This  third  and  youngest  of 
the  three  wives  and  a favorite  gave  history 
of  three  stillbirths,  two  of  them  intrauterine 
deaths  and  one  dead  within  a few  hours  after 
delivery.  She  was  Rh  negative  but  blood 
sent  to  Beirut  for  study  had  shown  no  anti- 
bodies. A small  staff  of  nurses  and  assistants 
was  assembled  and  flew  down  over  Bahrain, 
Dubai,  Quattar  and  finally  came  down  on 
the  salt-flats  of  a tiny  Sheikhdom. 


These  Sheikhdoms  in  the  Arabian  Gulf  are 
fabulous  places.  Six  years  ago  this  one  was 
a salt-flat  of  12,000  inhabitants  mostly  goats 
and  camels.  Even  these  led  a precarious  ex- 
istence because  the  sole  means  of  survival 
was  dried  fish  from  the  Gulf  and  a few  dates 
from  the  Boueyni  Oasis  a few  hundred  miles 
away.  The  only  building  was  the  huge, 
sprawling  white  washed  mud-brick  palace 
of  the  Emir.  Now  just  five  years  later,  there 
are  three  air-conditioned  hotels  and  an  air- 
conditioned  palace  in  town,  a new  port  fa- 
cility and  a floating  concrete  highway  across 
the  marshes.  The  highest  income  per  capita 
in  the  world  is  here,  sagacious  are  these 
sheikhs  of  the  desert. 

We  checked  into  the  air-conditioned  ho- 
tel and  ordered  a drink,  the  price  was  $5.00. 
A prohibitive  price  on  liquor  is  made  pur- 
posefully to  keep  the  Muslims  dry  and  the 
British  and  Americans  sober.  Other  desert 
kingdoms  are  not  so  liberal  and  in  most  parts 
of  the  Arab  World  alcohol  is  forbidden.  In 
such  places  American  genius  comes  to  the 
fore,  they  put  a still  in  the  kitchen  and  make 
their  own.  He  will  give  you  Scotch  or  Bour- 
bon or  Rye,  any  drink  your  taste  desires,  a 
few  drops  of  this  or  that  essence  in  the  al- 
cohol and  you  have  the  brand  of  your 
choice. 

The  princess  was  in  the  Harem  (Fig.  7)  29 
f 
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Fig.  7.  The  Harem  is  a private  pavillion  for  the  women 
and  children  of  the  Royal  family.  It  is  not  a place  of 
lust  and  debauchery. 

weeks  pregnant  and  the  fundus  measured  30 
cm.,  the  estimated  baby  weight  was  1,400 
grams.  The  uterus  was  very  irritable  and 
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t , re  was  some  bleeding  which  suggested  an 
irly  abrupted  placenta.  The  fetal  heart  was 
.rregular.  With  the  past  history  and  fear  of 
another  intrauterine  fetal  death  an  operat- 
ing theatre  was  set  up  and  a male  fetus  de- 
livered by  Caesarean  Section.  The  baby 
weighed  1,5  50  grams.  It  was  nip  and  tuck 
there  for  four  or  five  days  but  the  youngster 
at  last  made  it. 

After  the  operation  I was  ready  to  leave 
when  the  two  senior  wives  begged  me,  with 
much  hand  kissing,  to  remain  with  the  pa- 
tient. Their  concern  for  the  younger  wife 
was  real  and  sincere.  For  the  next  48  hours 
I was  captive  in  the  Harem  while  the 
princess  recovered  uneventfully  and  the  pre- 
mature newborn  under  the  guidance  of  the 
nurses  took  on  a new  life. 

During  those  hours  of  vigil  I sat  many 
hours  by  the  window  gazing  over  the  desert, 
it  is  not  the  monotonous  place  that  one  might 
think.  If  one  sits  and  looks  long  enough 
something  is  sure  to  happen.  One  after- 
noon there  was  silhouetted  against  the  hori- 
zon a camel  caravan  which  came  near  and 
paused  just  outside  the  palace  compound, 
favorite  camping  site  because  the  camel  dri- 
vers can  be  sure  of  a hand-out  from  the 
palace  kitchen.  During  the  unloading  there 
was  a cry  and  a commotion.  Breaking  a 
caravan  is  always  bedlam  but  this  was  more 
than  ordinary.  The  bedouins  clustered 
around  a comrade  who  has  been  the  recipient 
of  a camel  kick.  When  they  lifted  his  ghal- 
labiyeh  there  was  a compound  fracture 
which  could  be  seen  even  from  the  palace 
window.  Without  a moment’s  hesitation 
they  drove  tent  pegs  into  the  sand  on  either 
side  of  the  man’s  leg  and  below  his  foot. 
With  leather  thongs  they  strapped  his  fore- 
leg firmly  to  the  desert.  Then  two  sturdy 
bedouins  grasped  his  axilla  and  exerted  trac- 
tion. Another  fellow,  the  bone-setter,  ma- 
nipulated the  fracture  fragments  into  place. 
He  lifted  the  torn  skin  flap  over  the  area  and 
then  bound  it  with  a winding  sheet  of  white 
linen.  When  the  fracture  was  reduced  and 
immobilized,  attendants  began  to  excavate 


the  sand  under  the  patient’s  buttocks.  When 
they  had  a good  size  hole  they  placed  a goat- 
skin water  bag  with  the  opening  conven- 
iently arranged  for  reception  of  excreta. 
Then  to  make  the  patient  completely  com- 
fortable for  the  six  to  eight  weeks  of  im- 
mobilization they  erected  his  goat  hair  tent 
over  him  and  moved  in  his  personal  effects 
and  last  of  all  his  three  wives. 

Medicine — East  and  West 

Atop  Mt.  Lebanon,  above  the  cascading 
waters  of  Afka,  is  the  Castle  of  Mneitri,  site 
of  the  first  recorded  consultation  between 
a physician  of  the  East  and  a physician  of 
the  West.  Here  can  be  seen  five  courses  of 
stone  all  that  remains  of  the  Crusader  fortress 
that  once  stood  there.  Perched  on  this  pin- 
nacle, brother  knights  could  warn  the  coastal 
Crusaders  of  threatened  attacks  from  the 
East.  This  is  the  Crusader  Castle  of  Mneitri, 
a few  hundred  meters  above  the  Spring  of 
Afka.  At  Afka  there  is  to  be  seen  today  the 
Phoenician  carving  of  Adonis  slain  by  the 
wild  bull  dying  in  the  arms  of  his  beloved 
Astarte.  Here  stands  the  temple  of  Astarte, 
the  Phoenician  goddess  of  Love.  This  was 
the  place  of  springtime  pilgrimage  in  Phoe- 
nician times.  Here  were  practiced  the  tem- 
ple prostitution  rights  that  so  outraged  the 
Old  Testament  patriarchs. 

The  Castle  is  of  particular  interest  to 
physicians.  Here  occurred  the  first  consul- 
tation between  an  Arab  doctor  of  the  East 
and  a physician  of  the  West.  In  Usamah 
Ibn  Munquid’s  memoirs  of  the  Crusaders, 
the  Arab  Emir  from  Sidon  tells  the  story. 
"The  Frankish  master  of  the  Castle  at  Mnei- 
tri wrote  to  my  uncle  the  ruling  Emir  of 
Sidon  asking  him  to  dispatch  a physician  to 
treat  certain  sick  persons  among  his  garrison. 
My  uncle  sent  him  a Christian  physician  by 
the  name  of  Ibn  Thabit.”  Usamah  goes  on 
to  say  that  Ibn  Thabit  on  arrival  was  asked 
to  treat  a knight  for  an  abscessed  leg  and  a 
woman,  a scullery  maid  who  apparently 
suffered  a neurosis.  He  carefully  examined 
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the  knight’s  leg  and  found  a drainage  sinus. 
From  his  description  it  appears  to  have  been 
osteomyelitis  following  a spear  wound  suf- 
fered two  years  prior.  Dr.  Thabit  treated 
him  with  hot  compresses  and  diet  and  rest 
and  elevation.  To  the  woman  with  the  psy- 
chiatric disturbance  he  prescribed  a bland 
diet,  warm  baths  and  massage.  While  the 
Arab  physician  was  watching  the  slow  but 
progressive  recovery  of  his  patients,  a group 
of  Italian  knights  arrived  from  Europe. 
Among  them  was  a Frankish  physician  who 
expressed  dissatisfaction  with  the  Arab  doc- 
tor’s treatment.  He  asked  the  knight  with 
the  draining  sinus:  "Which  wouldst  thou 
prefer  living  with  one  leg  or  dying  with 
two?”  The  poor  knight  replied,  of  course, 
"Living  with  one  leg.”  The  newly  arrived 
Crusader  physician  gave  his  orders:  "Bring 
me  a strong  knight  and  a sharp  ax.”  The 
wounded  knight  expired  following  what 
Dr.  Thabit  thought  an  extremely  crude  and 
unnecessary  amputation.  The  Frankish  doc- 
tor then  turned  to  the  convalescing  woman: 
"This  is  a woman  in  whose  head  there  is  a 
devil  which  has  possessed  her.”  He  returned 
the  patient  to  her  previous  diet  of  garlic 
and  mustard  which  caused  according  to  our 
chronicler:  "Her  imbecility  to  take  a turn 
to  the  worse.”  The  Frankish  physician  then 
made  a cruciform  incision  in  her  scalp  into 
which  he  rubbed  salt  whereupon  the  woman 
"also  expired  instantly”. 

Mores  and  Morals 

There  was  Amira,  the  16  year  old  niece 
to  a ruler  in  one  of  these  small  Arab  coun- 
tries. Amira’s  father  worshipped  the  viva- 
cious, dark-eyed  beauty  who  was  his  daugh- 
ter. It  was  the  time  of  the  great  pilgrimage 
to  Mecca  and  Amira  persuaded  her  father 
to  take  her  along. 

Now  the  regular  dress  of  the  Arab  wom- 
an is  a black  cover-all  which  they  call  Chad- 
dor,  her  hair  and  face  are  veiled.  The  wide 
flowing  black  Chaddor  conceals  everything 
beneath  it.  On  pilgrimage  the  black  is  dis- 


carded a few  miles  from  Mecca  and  a seam- 
less white  Irham  is  worn.  So  covered,  the 
princess  with  father  and  uncles  made  the 
three  day  ritual  at  Mecca,  seven  times  cir- 
cumambulating the  Kaaba  and  then  pre- 
pared to  return  home.  Arriving  in  Jedda, 
the  Amira  complained  to  her  father  of  an 
acute  pain  in  her  abdomen.  The  local  phy- 
sician was  consulted,  happily  he  was  a for- 
mer resident. 

In  a trembling  voice  he  whispered  over 
the  telephone  that  the  16  year  old  Amira 
was  in  labor  and  the  cervix  8 cms.  dilated. 
If  this  became  known  to  her  father,  the  law 
of  the  desert  would  demand  execution  of 
the  unwed  mother  and  her  baby;  not  only 
that  but  dishonor  to  the  household.  The 
patient  received  a large  shot  of  Morphine  in 
hope  of  arresting  uterine  contractions  and 
was  hurried  to  the  waiting  plane.  After  a 
one  and  a half  hour  flight  she  was  met  by  the 
University  ambulance.  The  anxious  father 
and  uncles  were  hurried  off  to  a hotel  and 
the  princess  landed  on  the  delivery  table  to 
deliver  a baby  girl.  As  if  this  was  not  trouble 
enough  one  look  at  the  squalling  newborn 
revealed  the  features,  including  the  hair  con- 
figuration and  skin  color,  of  the  Sudanese. 
Many  descendants  of  the  slave  days  still 
work  around  the  palaces  of  Arabia.  They 
are  much  respected  and  sometimes  the  most 
intelligent  people  of  the  household,  however, 
not  acceptable  to  perpetuate  the  Arab 
bloodlines. 

The  princess  was  sent  to  a private  room, 
the  off-spring  to  the  nursery  and  the  wait- 
ing father  informed  that  his  darling  had 
been  relieved  of  a tumor.  Nothing  of  the 
real  truth  could  be  told.  Come  the  next 
morning,  I went  to  Amira’s  room,  locked 
the  door,  sat  on  her  bed  to  explain  the  situ- 
ation. She  was  horror-struck.  Impossible! 
Absolutely  impossible!  No  man  has  ever 
touched  me.  Indeed  she  was  so  vehement 
in  her  reaction  that  I do  not  know  to  this 
day  whether  she  was  a superb  actress,  an  ac- 
complished liar  or  a sweet,  beautiful  bundle 
of  adolescent  naivete.  Here  we  are  with  a 
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baby,  a mother  who  denies  its  existence,  a 
, ather  and  two  uncles  impatiently  awaiting 
her  recovery  to  take  her  joyfully  home. 
With  much  happiness  and  much  gift-giving, 
they  departed.  Happily,  the  Social  Service 
Department  was  able  to  find  a member  of 
the  faculty  seeking  a baby  for  adoption. 
Kinky  hair,  dark  skin  and  thick  lips  did  not 
disturb  them.  Now  this  little  one  is  five 
years  old  and  her  romping  around  the  cam- 
pus serves  to  recall  a twinge  of  that  emo- 
tion which  I experienced  at  her  birth  hour. 

Why  does  pregnancy  out  of  wedlock  in 
the  Arab  World  bring  such  a drastic  re- 
prisal? It  is  because  the  Arab  is  vitally  con- 
cerned in  maintaining  the  purity  of  his 
tribal  bloodline.  Nothing  is  so  important 
to  the  Arab  as  his  geneology.  It  is  not  un- 
usual for  the  Arab  in  the  desert,  even  the 
ordinary  man,  to  trace  his  paternal  lineage 
for  many,  many  generations.  An  intruder 
into  this  bloodline  must  be  eliminated  and, 
of  course,  she  who  violates  the  family  honor 
must  be  sacrificed. 

Summing  Up 

The  American  University  of  Beirut  repre- 
sents a venture  in  international  education 
almost  unique  among  universities  of  the 
world.  In  this  its  104th  year  its  campus 
echoes  to  the  heart  beat  of  3,000  students 


from  5 0 nations  from  Nepal  in  the  Himala- 
yas to  Morocco  on  the  Atlantic.  Three- 
fourths  of  them  are  from  the  Arab  lands  in 
the  Middle  East  and  North  Africa.  The 
faculty  in  like  manner  counts  many  Arabs, 
most  of  them  alumni  who  have  pursued 
graduate  work  in  the  British  Isles  or  the 
United  States.  The  classrooms  and  labora- 
tories provide  an  education  essentially  Amer- 
ican in  philosophy  and  method  but  oriented 
to  the  needs  of  the  area. 

The  University  Hospital  is  a consulting 
center  for  rich  and  poor,  royalty  and  be- 
douin from  Saudi  Arabia,  Jordan,  Ethiopia, 
Kuwait,  Syria  and  the  whole  Arab  World. 
The  pathology  is  as  varied  and  interesting  as 
the  exotic  place  names  from  which  the  pa- 
tients come. 

The  new  Medical  Center,  a gift  of  the 
American  people  to  the  people  of  Lebanon 
and  the  Arab  World  was  opened  in  June, 
1970.  It  is  a 45  0 bed  hospital  with  all  of 
the  ancillary  aids  for  teaching.  The  Ph.D. 
in  medical  sciences  as  well  as  the  M.D.  is 
offered.  The  associated  schools  of  pharmacy, 
nursing  and  public  health  provide  a broad 
base  for  providing  health  service  personnel 
throughout  the  Arab  World. 


Department  of  Obstetrics  and  Gynecology 
American  University  of  Beirut 
Beirut,  Lebanon 
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lhere's  a soup 

for  almost  every  patient  and  diet 
..for  every  meal  _ 
and,  it’s  made  by  VCUJlmfell 


CALORIES  / 7 oz  Serving* 


Beef  Broth 

22 

Consomm6 

29 

Chicken  with  Rice 

43 

Chicken  Gumbo 

48 

Chicken  Noodle 

54 

Cream  of  Potato 

58 

Chicken  Vegetable 

60 

Vegetable  Beef 

66 

Vegetable  68 

Tomato  69 

Cream  of  Asparagus  70 

Cream  of  Chicken  76 

Cream  of  Mushroom  115 

Green  Pea  116 

Cream  of  Shrimp  (Frozen)  132 
Bean  with  Bacon  133 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 536,  Camden,  New  Jersey  08101. 
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An  excerpt 
from  No.  I 
ofa  new  series! 


‘The  Ecology 
of  Birth  Control” 


75  million  more  Americans— 
what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
United  States  — attributable  in  no  small 
measure  to  the  widespread  use  of  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected to  double,  reaching  7 billion. 

But  the  word  “only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  of  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  A 
others  in  the  series  as  they  apt  '1 
please  write  to  Searle  or  ask  your  St ! 
representative.  Explored  in  the  f to 
coming  issues  will  be  the  role  of  t|f| 
control  on  family  pressures  antfi 
effects  on  the  family;  the  influenc  of 
poverty,  ethnic  factors  and  ma  a1 
status;  its  role  in  illness,  its  ge  % 
implications  and  its  effects  or« 
emotional  and  behavioral  life  cj!B 
individual. 


j\  original  contribution 
> the  science  of  contraception 

IDem/ulen 

E t tablet  contains  1 mg  ethynodlol  diacetate/50  meg  ethinyl  estradiol 

[3mulen...for  low  estrogen  and  Searle’s  progestin. ..with 
it;  unsurpassed  contraceptive  effectiveness  and  low  in- 
cdence  of  side  effects... with  simple  “Sunday-starting” 
aid  patient-proof  Compack®  tablet  dispenser. 


.tions- Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
. raitropms  from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
|B<l>llicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH). 

ecial  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
■sirl  1960  Reported  pregnancy  rates  vary  from  product  to  product.  The  ef- 
■fec  eness  of  the  sequential  products  appears  to  be  somewhat  lower  than  that 

f(  : combination  products.  Both  types  provide  almost  completely  effective 

B:  aception. 

/ increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
■t  onal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
; Grc  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blc  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
> noi  ten  quantitated  with  precision. 

I ig-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
»ari  te  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
I tf  i ne  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
jTheossible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
ef«d  at  th  s time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
rai  stives  must  be  continued. 

I ication- Demulen  is  indicated  for  oral  contraception. 

C;itraindications  — Patients  with  thrombophlebitis,  thromboembolic  disor- 
Jer  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
Miiii  liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
>us  :ted  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
>ie<  ng. 

V nings  — The  physician  should  be  alert  to  the  earliest  manifestations  of 
hrdbotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
:mt  sm  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
he : jg  should  be  discontinued  immediately. 

R ospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
me  udies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
IMit  association  between  thrombophlebitis,  pulmonary  embolism,  and 
erf  al  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
•av  een  three  principal  studies  in  Britain  >' ! leading  to  this  conclusion,  and 
ine.i  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
he  jidy  by  Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  asso- 
lat  m the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users 
ire  eral  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
au  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
ier-  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
V I g-continued  administration.  The  American  study  was  not  designed  to 
val  te  a difference  between  products.  However,  the  study  suggested  that 
ier  night  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se- 
fC'.Eie  al  products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
,.  If1  is  finding  are  desirable. 

IP  ontinue  medication  pending  examination  if  there  is  sudden  partial  or 
om  ate  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
tigipe.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
|*i<  should  be  withdrawn. 

Si  j the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
see needed  that  for  any  patient  wno  has  missed  two  consecutive  periods 
reg  ncy  should  be  ruled  out  before  continuing  the  contraceptive  regimen, 
fth  jatient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
ncy  should  be  considered  at  the  time  of  the  first  missed  period. 

Ip  [tall  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
PJJed  m the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
I"1  ursing  infant  cannot  be  determined  at  this  time. 

Pi  autions  — The  pretreatment  and  periodic  physical  examinations  should 
Kie  special  reference  to  the  breasts  and  pelvic  organs,  including 
nicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors, 


some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con- 
traceptive steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions: neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neurit  is. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum.  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted;  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite, cystitis-likesyndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache. hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalem  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 
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Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit  Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P,  and  Doll.  R.:  In- 
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Clinical  History 


This  14-year-old  Negro  male  was  ad- 
mitted to  the  Medical  College  of  Virginia 
Hospitals  on  6 3 69  because  of  fever  and 
periumbilical  pain.  Patient  had  been  in 
good  health  until  three  days  prior  to  admis- 
sion when  he  awoke  with  frontal  headache, 
weakness,  and  diffuse  abdominal  pain  fol- 
lowed by  vomiting  and  a shaking  chill.  He 
was  seen  by  his  family  physician  and  given 
an  injection  of  lincomycin.  He  shortly 
thereafter  developed  a rash  on  his  arms,  back 
and  anterior  chest.  He  was  seen  in  the  MCV 
Emergency  Room  later  that  evening  because 
of  abdominal  pain  and  a temperature  of 
103°,  and  was  told  he  had  a viral  infection 
and  was  sent  home.  He  returned  to  the 
Emergency  Room  two  days  later  with  per- 
sistence of  the  same  symptoms  and  was 
admitted. 


Review  of  Systems:  Negative  except  as 
in  the  present  illness.  He  specifically  denied 
tick  bites  although  he  had  noticed  ticks  on 
his  legs  a week  prior  to  his  admission. 

Past  Medical  History:  He  was  hospital- 
ized at  MCV  in  January,  1968,  at  which 
time  a diagnosis  of  rheumatic  heart  disease 
with  mitral  insufficiency  and  mitral  stenosis, 
aortic  insufficiency  and  pericarditis  was 
made.  He  had  been  receiving  prophylactic 
Bicillin  every  28  days  since  then  and  had 
been  followed  at  regular  intervals  in  the 
Pediatric  Cardiology  Clinic. 

Physical  Examination:  BP  80  5 0,  P 100, 
T 102°.  Patient  was  well-developed,  well- 
nourished,  cooperative,  weak  and  dehy- 
drated. Funduscopic  examination  was  un- 
remarkable. The  sclerae  were  clear.  There 
were  questionable  petechial  lesions  seen  on 
the  soft  palate.  The  neck  showed  only  min- 
imal resistance  to  flexion.  There  was  no 
venous  distention.  Chest  was  symmetrical. 
The  lungs  were  clear  to  percussion  and  aus- 
cultation. There  was  a Grade  III  VI  systolic 
murmur  heard  best  in  the  aortic  area  and 
along  the  left  sternal  border,  and  a Grade 
II  VI  blowing  diastolic  murmur  heard  at 
the  left  sternal  border.  There  was  also  a 
Grade  II  VI  systolic  murmur  heard  at  the 
apex.  The  abdomen  was  flat  and  soft.  There 
was  tenderness  to  palpation  in  the  peri- 
umbilical area  and  in  the  left  upper  quad- 
rant. Liver  was  not  palpable  but  the  spleen 
was  palpable  1 cm  below  the  left  costal  mar- 
gin. Bowel  sounds  were  of  normal  activity. 
There  was  no  CVA  tenderness.  There  was 
a faint  morbiliform  rash  over  the  face,  chest 
and  abdomen,  but  no  petechiae,  ecchymoses 
or  eschars  were  noted  on  the  skin.  Genitalia 
were  normal.  Rectal  examination  was  neg- 
ative. Stool  was  negative  for  occult  blood. 
Neurological  examination  was  unremark- 
able. 
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Laboratory  Data:  Urine  was  yellow,  hazy 
and  acid  with  a specific  gravity  of  1.022. 
There  was  1+  albuminuria;  sugar  and 
acetone  were  negative.  Microscopic  ex- 
amination of  the  urine  sediment  was 
negative.  Hemoglobin  14.4  gm%,  white 
count  7,700  mm'1  with  44%  neutro- 
phils, 1%  basophils,  14%  lymphocytes  and 
41%  bands.  Platelet  count  26,000/mm!. 
Sickle  cell  preparation  negative.  L.E.  prep- 
aration negative.  Blood  sugar  90  mg%, 
BUN  18  mg%,  creatinine  1.1  mg%.  Serum 
sodium  135  mEq/ 1,  chlorides  98  mEq/l, 
potassium  4 mEq  / 1,  COj  17  mEq/l.  Serum 
calcium  7.5  mg%,  phosphorus  2.1  mg%. 
Total  bilirubin  0.9  mg%,  total  protein  5.5 
gm%  with  2.8  gm%  albumin.  SGOT  177 
mu/ ml.  LDH  5 5 5 mu /ml.  Total  choles- 
terol 9 5 mg%.  Alkaline  phosphatase  175 
mu/ml.  Uric  acid  10  mg%.  Heterophile 
and  antibodies  to  Brucella,  typhoid  and 
Leptospira  were  negative.  Weil-Felix  re- 
action 1:8.  Anti-Streptolysin  O titer  5 0 
units.  C-reactive  protein  4+.  One  stage 
prothrombin  time  was  5 0%;  Factor  V 15%, 
Factor  VII  45%,  Factor  X 65%.  Partial 
thromboplastin  time  212  seconds  with  a 
control  of  73  seconds.  Factor  VIII  15%, 
Factor  IX  20%,  fibrinogen  96  mg%.  Blood 
cultures  were  negative. 

A lumbar  puncture  was  performed  with 
normal  pressure.  Fluid  was  clear.  There 
was  20  mg%  of  protein;  2 red  cells  and  1 
lymphocyte  were  seen;  sugar  68  mg%,. 

The  patient’s  temperature  rose  to  106 
rectally  on  the  night  of  admission  and  he 
became  delirious.  He  was  sponged  through- 
out the  night.  The  following  morning  he 
had  developed  a reticulated  purpuric  erup- 
tion over  both  lower  extremities  with  no 
change  in  the  truncal  or  facial  eruption. 
The  liver  became  palpable  and  the  spleen 
was  more  prominent  than  on  admission.  The 
patient  was  started  on  Chloramphenicol, 
1 gm  q 6 h IV,  with  Heparin,  10,000  units 
q 6 h.  Later  that  evening,  the  patient  was 


found  without  pulse  or  respirations  and 
resuscitation  attempts  were  unsuccessful. 

An  autopsy  was  performed. 

Clinical  Discussion 

Gerald  L.  Mandell,  M.D.:  I would  like 
to  run  through  the  protocol  and  inject  com- 
ments that  reflect  the  thoughts  which  lead 
me  to  a diagnosis. 

This  boy  came  in  in  June,  1969,  and  I 
think  that  is  significant  because  one  of  the 
main  possibilities  is  a seasonal  illness  with 
high  incidence  in  June.  The  patient  had 
been  in  good  health  (except  for  some 
troubles  which  we  will  hear  about  later) 
until  he  awoke  with  a frontal  headache, 
weakness  and  diffuse  abdominal  pain,  fol- 
lowed by  vomiting  and  a shaking  chill. 
There  are  many  illnesses  that  can  present 
this  way,  but  in  a young,  healthy  person, 
I think  an  acute  infectious  process  has  to 
be  very  high  on  your  list  of  differential  diag- 
noses. The  frontal  headache  does  not  really 
localize  it  (of  course,  you  have  to  think  of 
a central  nervous  system  infection),  but  I 
think  it  is  very  suggestive  of  a disseminated 
infection,  either  viral,  bacterial  or  ricket- 
tsial. 

The  patient  was  seen  then  by  the  family 
physician  and  given  an  injection  of  linco- 
mycin.  Dr.  Moon,  do  we  know  what  the 
family  physician’s  impression  was?  Is  there 
any  information  about  that  in  the  chart? 

Dr.  Moon:  He  thought  it  was  an  acute 
viral  infection. 

Dr.  Mandell:  I think  enough  said  there. 
Lincomycin’s  viracidal  activity  is  very  small. 
Certainly  in  a situation  like  this  where  the 
family  physician  did  not  know  what  the 
patient  had,  he  probably  should  not  have 
received  an  injection  of  antibiotic. 

Shortly  thereafter,  he  developed  a rash. 
Now  I think  this  "shortly”  is  important 
because  obviously  when  somebody  develops 
a rash  after  receiving  a medication,  one  of 
the  possibilities  is  that  the  rash  is  secondary 
to  the  medication,  i.e.,  an  allergy.  Do  we 
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know  how  long  it  took  the  rash  to  develop 
after  the  injection? 

Dr.  Mel  Fratkin:  It  appeared  on  his  chest 
and  arms  about  4-5  hours  after  he  was  given 
the  shot  of  lincomycin,  and  was  described 
by  the  mother  as  resembling  a measles  rash. 

Dr.  Mandell:  I think  the  time  lapse  does 
not  rule  out  a drug  reaction,  but  I think  we 
can  make  several  comments.  (1)  Rashes 
due  to  lincomycin  are  uncommon,  not 
nearly  as  common  as  a penicillin  rash,  and 
(2)  I would  like  to  think  the  rash  is  really 
a part  of  his  illness  and  the  fact  that  it  fol- 
lows the  lincomycin  injection  is  fortuitous. 
The  fact  that  the  rash  was  on  his  arms,  I 
think,  is  significant  because  the  disease  I am 
going  to  put  as  my  number  one  choice  is 
Rocky  Mountain  spotted  fever. 

Rocky  Mountain  spotted  fever  is  a rick- 
ettsial disease  in  which  one  of  the  initial 
symptoms  is  a rash.  Although  we  are  fa- 
miliar with  the  petechial  form  of  the  rash, 
most  patients  initially  show  a morbilliform, 
measles-like  rash.  This  rash  classically  in- 
volves the  arms  and  hands  before  it  involves 
the  chest  or  back.  With  this  patient,  I 
gather  we  don’t  really  know — it  was  seen  all 
at  once  on  the  arms,  back  and  anterior  chest. 

Everything  we  have  said  about  this  pa- 
tient is  compatible  with  Rocky  Mountain 
spotted  fever,  but  everything  is  also  com- 
patible with  many  benign-type  viral  ill- 
nesses. In  other  words,  fever,  headache,  chills 
and  a morbilliform  rash  really  are  not 
specific. 

One  reason  that  we  think  about  Rocky 
Mountain  spotted  fever  is  because  Virginia 
is  number  one  in  the  United  States  in  cases 
of  Rocky  Mountain  spotted  fever.  It  is 
also  number  one  in  Brucellosis.  I don’t  think 
the  patient  had  Brucellosis.  There  were  about 
70  cases  of  Rocky  Mountain  spotted  fever 
in  this  State  in  1 969  according  to  the  CDC. 

The  patient  was  then  seen  at  the  Emer- 
gency Room  with  abdominal  pain  and  tem- 
perature of  103  . He  was  told  he  had  a viral 


infection  and  was  sent  home.  At  that  time, 
did  he  have  a rash? 

Dr.  Moon:  It  wasn’t  noted  on  the  Emer- 
gency Room  record. 

Dr.  Mandell:  There  are  two  possibilities. 
Either  (1)  he  didn’t  have  a rash,  or  (2) 
being  a Negro,  the  rash  was  difficult  to  see 
and  was  missed  by  the  surgeon  who  was 
probably  more  concerned  with  his  belly 
pain. 

It  is  hard  to  believe  that  a patient  with 
a fever  and  a headache  and  a rash  seen  in  an 
Emergency  Room  in  Virginia  in  June  would 
be  sent  away  without  somebody  thinking 
of  Rocky  Mountain  spotted  fever,  but  the 
fact  that  the  rash  was  not  seen  explains  that. 

To  go  on  to  the  review  of  systems — the 
history  of  tick  bite  is  negative,  but  the  his- 
tory of  contact  with  ticks  was  positive. 
Something  like  80%  of  patients  with  Rocky 
Mountain  spotted  fever  give  a history  of 
tick  bite.  We  assume  that  those  others  got 
the  Rocky  Mountain  spotted  fever  through 
an  inapparent  bite  or  an  inapparent  tick 
contact. 

In  this  part  of  the  country,  Rocky  Moun- 
tain spotted  fever  is  transmitted  by  the  dog 
tick,  Dermacentor  variabilis,  and  this  tick 
carries  the  rickettsia  and  passes  it  from 
mommie  tick  to  baby  tick  by  the  trans- 
ovarian  route.1  When  the  tick  bites  a host, 
especially  the  human,  the  tick  defecates  and 
in  the  tick  feces  large  numbers  of  rickettsia 
are  found.  What  is  thought  to  be  the  usual 
course  of  events  is  this:  because  the  bite 
itches,  the  patient  scratches  it  and  rubs  some 
tick  feces  into  the  wound  and,  therefore,  the 
rickettsia  get  inoculated  into  the  blood 
stream.  Crushing  ticks  can  release  living 
rickettsia  and  this  certainly  can  be  a mech- 
anism by  which  the  disease  can  be  acquired. 
There  is  some  evidence  that  on  occasion  the 
disease  can  be  airborne.  The  bacteriologic 
warfare  people — or  rickettsial  warfare  peo- 
ple— have  demonstrated  this  by  showing  that 
you  can  aerosolize  rickettsia  rickettsii,  the 
causative  agent,  and  cause  an  illness  similar 
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ro  Rocky  Mountain  spotted  fever.  It  is 
thought  that  it  is  possible  for  patients  to 
acquire  this  disease  by  being  in  an  atmo- 
sphere where  there  is  a lot  of  dried,  aeroso- 
lized tick  feces — I suppose  you  could  say 
in  an  infected  kennel  or  some  such  area.  But 
we  don’t  have  to  talk  about  that  with  this 
patient  because  he  had  ticks  crawling  on 
his  leg. 

The  past  history  is  significant  in  that  the 
patient  had  a diagnosis  of  rheumatic  heart 
disease  with  mitral  insufficiency  and  mitral 
stenosis,  aortic  insufficiency  and  pericarditis, 
and  he  was  receiving  prophylactic  Bicillin. 
Bicillin  does  not  affect  the  rickettsia  in  any 
way,  but  one  thing  that  certainly  is  appar- 
ent is  that  in  a patient  who  has  known  rheu- 
matic heart  disease  with  valvular  lesions  and 
who  presents  with  a febrile  illness,  subacute 
bacterial  endocarditis  must  be  considered. 
This  patient  should  have  had  blood  cultures 
drawn  in  the  Emergency  Room  even  if  they 
thought  that  it  was  just  a benign  illness. 
Also,  the  family  physician  faced  with  an 
unexplained  febrile  illness  should  have  con- 
sidered taking  blood  cultures,  because  as  we 
all  know,  SBE  is  a 100%  fatal  disease  if  not 
treated. 

When  the  patient  was  admitted  to  the 
hospital,  his  blood  pressure  was  80/5  0.  This 
certainly  is  frightening,  because  here  is  a 
febrile  illness  that  took  a healthy  young  boy 
and  made  him  hypotensive  and  weak.  There 
were  questionable  petechial  lesions  seen  on 
the  soft  palate.  There  are  several  medical 
emergencies  or  potential  medical  emergen- 
cies where  early  treatment  is  important  and 
one  of  these  is  the  group  of  diseases  which 
cause  petechial  rashes  and  fever  in  young 
people.  There  are  two  illnesses  that  I think 
of  primarily  in  this  context — meningococ- 
cemia  and  Rocky  Mountain  spotted  fever 
in  this  area.  Thus,  at  this  point  I think  it 
would  have  been  valid  for  the  doctors  tak- 
ing care  of  him  to  have  drawn  blood  cul- 
tures and  treated  him  for  those  possibilities, 
because  although  treatment  carries  some 
risk,  both  these  illnesses  can  be  rapidly  fatal 


and  both  are  curable  with  therapy.  Of 
course,  this  is  easy  to  say  in  retrospect  and 
it  depends  again  on  how  convincing  the 
petechiae  were.  There  are  less  severe  illnesses 
that  cause  petechial  rashes — beta  hemolytic 
streptococcal  infections  and  infectious 
mononucleosis — but  such  a rash  certainly 
should  be  a red  light  to  alert  you  to  possible 
difficulty. 

On  physical  examination,  the  murmurs 
of  aortic  stenosis  and  aortic  insufficiency 
were  heard,  and  the  spleen  was  palpable.  I 
am  afraid  this  really  isn’t  too  much  help 
because  many  acute  infectious  illnesses  give 
you  splenomegaly.  The  murmurs  again  re- 
mind us  to  consider  SBE — but  we  learn  later 
that  blood  cultures  were  negative.  The  faint 
morbilliform  rash  over  the  face,  chest  and 
abdomen  is  mentioned  again  at  this  point. 
Again,  the  rash  of  Rocky  Mountain  spotted 
fever  is  mostly  morbilliform.'  1 Sometimes 
it  never  goes  on  to  petechial  rash.  The  rash 
of  meningococcemia  can  look  erythematous 
and  macular  for  a brief  period  of  time  be- 
fore it  becomes  petechial,  but  really  does 
not  appear  measles-like  for  any  extended 
period  of  time,  so  this  is  against  that  diag- 
nosis. No  petechiae  were  noted  on  the  skin. 

The  laboratory  data  show  that  he  had  a 
high  urine  specific  gravity,  probably  re- 
flecting his  dehydration.  Ele  had  some  al- 
buminuria, which  seems  to  go  along  with 
fever.  His  white  count  was  not  elevated, 
but  he  did  have  a shift  to  the  left.  This  is 
compatible  with  a rickettsial  infection  or  an 
acute  viral  infection,  but  is  not  the  kind  of 
white  count  you  would  expect  to  see  in 
somebody  with  an  abscess  somewhere.  It  is 
completely  compatible  with  SBE,  so  it  really 
does  not  help  us  very  much. 

The  platelet  count  is  a big  clue.  This  is 
highly  abnormal.  A thrombocytopenia  in 
the  face  of  such  an  illness  again  is  another 
red  flag  to  alert  us  that  this  is  something  bad 
going  on  with  this  patient.  I think  it  is  fair 
to  make  the  assumption  that  this  patient 
had  a normal  platelet  count  before  the  ill- 
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ness  started,  so  we  are  dealing  with  a febrile 
illness  with  an  acute  thrombocytopenia. 
There  are  many  causes  of  this,  but  three  are 
most  pertinent  here:  (1)  gram-negative 
sepsis  causing  acute  thrombocytopenia  by 
the  action  of  endotoxin  on  platelets;  (2) 
acute  vasculitis  (such  as  Rocky  Mountain 
spotted  fever)  affecting  the  small  vessels; 
and  (3)  the  syndrome  of  disseminated  intra- 
vascular coagulation  which  accompanies 
many  infections. 

The  remainder  of  the  lab  work  is  largely 
non-contributory.  The  SGOT  and  LDH 
were  elevated,  reflecting  a generalized  proc- 
ess, and  I really  do  not  think  we  can  focus 
on  the  liver  with  that  information.  The 
alkaline  phosphatase  is  also  elevated,  which 
I will  assume  was  also  related  to  a general- 
ized inflammation. 

The  Weil-Felix  reaction  was  reported  as 
positive  at  1:8,  which  is  an  insignificant 
titer.  As  you  know,  the  Weil-Felix  reaction 
is  a test  which  takes  advantage  of  the  for- 
tuitous crossreaction  between  antibodies 
produced  in  patients  who  have  certain  rick- 
ettsial illnesses  and  the  antigens  found  in 
certain  strains  of  Proteus.  The  negativity 
of  this  test  does  not  help  us  very  much, 
because  we  would  not  expect  it  to  be  posi- 
tive in  such  an  early  stage  of  the  illness.  The 
OX- 19  is  the  one  that  seems  to  be  the  most 
specific  for  Rocky  Mountain  spotted  fever, 
and  I assume  that  this  is  the  one  that  was 
done.  Maybe  at  this  point  we  can  stop  and 
see  if  there  are  any  x-rays  of  interest  to  see. 

Harold  L.  Floyd,  M.D.:  Chest  films  taken 
in  1968  show  enlargement  of  the  cardiac 
silhouette,  with  an  enlarged  left  atrium.  In 
the  upper  lung  zones,  it  is  possible  to  see  that 
the  vessels  are  engorged,  indicating  that  the 
pressure  on  the  left  side  of  the  heart  is  ele- 
vated, but  there  is  no  failure  that  has  pro- 
gressed to  the  point  of  interstitial  or  alveolar 
edema.  An  angiogram  at  this  time  con- 
firmed the  diagnosis  of  mitral  insufficiency. 

A chest  film  taken  in  the  Emergency 
Room  in  1969  (his  terminal  admission) 


shows  no  appreciable  change  since  1968; 
specifically,  there  is  no  evidence  of  inter- 
stitial or  alveolar  edema  due  to  left-sided 
failure,  nor  is  there  any  evidence  of  infarcts 
of  the  lungs,  such  as  might  be  seen  with 
SBE  involving  the  tricuspid  valve. 

Dr.  Mandell:  Reviewing  this  patient’s 
coagulation  studies,  he  demonstrated  the 
laboratory  and  clinical  criteria  for  the  syn- 
drome of  disseminated  intravascular  coagu- 
lation. This  syndrome  is  also  called  the 
defibrination  syndrome,  or  the  fibrination 
syndrome;  some  people  call  it  consumptive 
coagulopathy.  In  this  patient,  we  are  postu- 
lating that  an  infectious  agent  set  this  pa- 
tient’s clotting  mechanisms  off.  What  has 
happened  is  that  hemostasis  has  activated 
both  thrombin  and  plasmin  so  that  both 
the  breakdown  of  fibrinogen  and  the  for- 
mation of  fibrin  are  accelerated  at  the  same 
time. 

A recent  article  in  the  New  England 
Journal  of  Medicine4  pointed  out  that  the 
key  factor  you  need  to  initiate  this  syn- 
drome of  disseminated  intravascular  coagu- 
lation is  interference  with  the  normal 
hepatic  clearance  mechanism.  In  other 
words,  if  the  liver  is  unable  to  take  out  the 
factors  which  are  stimulating  the  formation 
of  thrombin  and  plasmin,  you  will  get  both 
of  them  increasing  in  a cycle;  and  the  things 
that  can  interfere  with  hepatic  clearance 
are  shock  and  hypotension.  We  know  that 
endotoxin  by  direct  vascular  action  can 
cause  shock  and  we  know  that  activated 
Factor  XII  though  the  kinins  can  cause 
vasodilatation  and  shock,  so  I think  this  puts 
the  whole  thing  together  in  a nice  story. 
Meningococcemia,  for  example,  will  cause 
thrombin  to  activate,  plasmin  to  activate, 
and  induce  shock.  Therefore,  the  patient 
gets  this  syndrome  where  he  is  using  up  his 
clotting  factors,  therefore  bleeding,  but  ac- 
tually at  the  same  time  clotting  and  perhaps 
damaging  vital  organs.  Therefore,  most  of 
the  clotting  factors  assayed  here  are  de- 
pressed because  they  are  used  up — fibrinogen 
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jeing  very  significant  and  this  is  low  in  this 
boy.  The  low  platelet  count  is  also  very 
significant. 

The  patient’s  temperature  rose  and  he 
developed  a purpuric  eruption  which  was 
related  either  to  his  disseminated  intravas- 
cular coagulation  or  his  primary  disease  or 
both,  and  then  he  died.  Obviously,  at  this 
point,  the  house  staff  thought  of  a disease 
such  as  Rocky  Mountain  spotted  fever  and 
treated  him  with  chloramphenicol,  but  it 
was  too  late. 

Just  to  sum  up  my  diagnosis  then,  I would 
like  to  say  that  the  patient  had  Rocky 
Mountain  spotted  fever  and  that  Dr.  Gersz- 
ten  is  going  to  show  us  multiple  hemorrhages 
in  many  organs,  perhaps  some  small  deposits 
of  fibrin  in  the  small  vessels,  perhaps  if  he 
has  a good  enough  microscope,  some  little 
tiny  rickettsiae  in  the  nucleus  and  cytoplasm 
especially  of  the  endothelial  cells,  and  then 
perhaps  some  adrenal  hemorrhage. 

Pathologic  Discussion 

Enrique  Gerszten,  M.D.:  The  autopsy 
was  done  12  hours  after  death.  The  rash  was 
described  as  petechial  on  the  face  and  upper 
trunk  and  purpuric  on  the  lower  extremi- 
ties. 

On  opening  the  chest,  the  pericardium 
contained  about  200  cc  of  blood,  with  a 
laceration  in  the  pericardium  due  to  the 
resuscitation  attempt.  There  was  about  800 
cc  of  fresh  blood  in  the  left  pleural  cavity. 
The  needle  tract  punctured  the  anterior 
descending  coronary  artery  and  entered  the 
atrial  septum.  As  far  as  the  pathology  of 
the  heart  is  concerned  besides  the  terminal 
event,  there  was  a very  thick  old  fibrous 
pericarditis,  mainly  on  the  right  side.  The 
heart  weighed  325  gm  and  was  enlarged  for 
this  patient’s  age  and  size.  The  endocar- 
dium of  the  right  atrium  and  the  tricuspid 
valve  were  thickened. 

The  main  pathology  in  the  heart  was  on 
the  left  side,  where  there  was  shortening  of 


the  chordae  tendineae,  a very  thick  mitral 
valve,  and  very  thick  endocardium,  but 
there  were  no  signs  of  an  acute  infection  or 
vegetation  on  the  valve.  The  aortic  valve 
also  showed  some  fusion  and  thickening,  and 
we  can  assume  that  there  was  a moderate 
degree  of  stenosis  in  the  mitral  and  aortic 
valves. 

The  main  gross  pathology  was  found  in 
the  lungs.  There  were  many  small  pleural 
petechial  hemorrhages,  and  the  cut  surfaces 
of  the  lungs  showed  that  the  parenchyma 
looked  like  liver,  which  is  very  compatible 
with  a viral  or  rickettsial  pneumonia. 

The  trachea  contained  a large  amount  of 
frothy  material  and  the  terminal  event  was 
a severe  pulmonary  edema. 

Many  petechial  hemorrhages  were  also 
present  in  the  kidneys,  and  in  other  organs. 
The  kidneys  were  swollen,  and  the  cortico- 
medullary  junctions  were  indistinct. 

The  brain  was  edematous  and  congested, 
but  did  not  show  any  inflammatory  process. 
Our  gross  diagnosis  was  still  a viral  or  rick- 
ettsial pneumonitis. 

On  going  to  the  microscopic  findings,  the 
skin  (as  suspected)  showed  hemorrhages, 
with  extravasation  of  red  cells  and  a mono- 
nuclear response  near  hair  follicles  and  else- 
where. 

The  main  pathology  was  in  the  lungs. 
There  was  a severe  degree  of  pulmonary 
edema  and  interstitial  pneumonitis.  All  of 
the  inflammatory  reaction  consisted  of  mo- 
nonuclear cells  in  the  interalveolar  septa; 
virtually  no  polys  were  seen  (Fig.  1 ) . There 
were  no  inclusion  bodies  in  the  cytoplasm 
or  the  nucleus  of  these  inflammatory  cells 
or  in  the  alveolar  lining  cells.  Giemsa  stains 
were  done  in  an  attempt  to  detect  the  rick- 
ettsia,  but  no  organisms  were  seen  in  many 
slides. 

The  testes  showed  hemorrhage  and  mo- 
nonuclear infiltrates,  characteristic  of  rick- 
ettsial infections. 
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The  kidneys  showed  proliferation  of  the 
endothelium  in  the  glomeruli  and  also  some 
material  which  stained  a deep  red  color 


Fig.  1.  Photomicrograph  of  lung,  showing  mononuclear 
cell  infiltrate  limited  to  interalveolar  septa. 


(Fig.  2) . Special  stains  showed  this  material 
to  be  fibrin.  There  was  a moderate  amount 
of  fibrin  in  almost  all  of  the  glomeruli,  con- 
firming the  clinical  impression  of  dissem- 
inated intravascular  coagulation. 

We  sent  some  material  to  the  Walter  Reed 
Army  Institute  of  Research  and  they  were 
able  to  culture  and  identify  the  suspected 
Rickettsia  rickettsii.  In  smears  of  yolk  sac, 
by  a modification  of  the  Macchiavello  tech- 
nique, they  demonstrated  within  degen- 
erated cells  small  red-stained  organisms  that 
measured  about  1 micron. 

In  summary,  in  the  case  today,  we  have 
Rickettsia  rickettsii  infection  with  diffuse 
hemorrhage  throughout  the  entire  body. 


There  was  severe  rickettsial  pneumonitis, 
similar  to  the  pneumonitis  which  has  been 
produced  with  an  aerosol  of  Rickettsia 


Fig.  2.  Photomicrograph  of  kidney,  showing  fibrin  throm- 
bi in  glomerular  capillaries. 


rickettsii  given  to  monkeys.''  The  expected 
endothelial  cell  proliferation  in  small  blood 
vessels  was  not  seen  in  this  case.  This  is  the 
usual  dominant  pathologic  lesion,  due  to 
proliferation  of  the  organisms  in  endothelial 
cells.’’  As  for  the  clinical  syndrome  of  dis- 
seminated intravascular  coagulopathy,'  the 
only  thing  that  the  pathologist  can  say  to 
you  is  that  many  petechial  hemorrhages  and 
fibrin  were  found  in  the  glomeruli. 

Dr.  Moon:  Dr.  Fisher,  did  you  have  any 
comments  you  would  like  to  make  about  the 
intravascular  coagulopathy? 

Lyman  Fisher,  M.D.:  This  is  about  the 
20th  case  of  Rocky  Mountain  spotted  fever 
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hat  we  have  seen  here.  This  patient  showed 
essentially  the  same  pattern  of  coagulation 
defects  that  we  have  seen  in  all  the  others 
whom  we  have  evaluated.  In  addition,  the 
platelet  count  was  depressed.*  Since  the  time 
of  evaluating  this  patient,  we  have  been 
performing  the  ethanol  gel  test  which,  when 
positive,  indicates  the  presence  of  fibrin 
monomers.  This  test  is  one  more  aid  in  con- 
firming a diagnosis  of  intravascular  coagula- 
tion. I think  Dr.  Mandell  covered  every- 
thing else. 

Dr.  Mandell:  Just  very  briefly  again 
quoting  the  New  England  Journal  in  the 
last  couple  of  weeks,  they  had  a very  inter- 
esting series  of  children  with  gram-negative 
sepsis.  I have  forgotten  the  number— it  was 
something  like  40— and  of  those,  97%  (just 
as  you  described)  showed  laboratory  evidence 
of  the  disseminated  intravascular  coagula- 
tion syndrome.  The  new  information  that 
the  study  produced  is  due  to  the  fact  that 
they  controlled  the  study  and  treated  halt 
the  patients  with  heparin  and  half  without 
heparin,  and  they  found  that  heparin  did 
not  do  any  good  as  far  as  survival  went,  but 
heparin  did  do  some  good  as  far  as  making 
the  blood  studies  look  better.  So  I think 
we  are  really  up  in  the  air  about  the  efficacy 
of  heparin — it  is  nice  to  give  something  that 
seems  to  do  good  in  the  laboratory,  but  we 
don’t  really  have  any  firm  proof  that  we  are 
helping  the  patient  survive. 

Fairfield  Good  ale,  M.D.:  I would  just 
like  to  ask — at  what  point  in  a patient’s 
illness,  such  as  this  boy’s,  is  treatment  effec- 
tive? What  is  the  latest  point? 

Dr.  Mandell:  I can’t  answer  at  what 
point.  It  is  clear  that  at  the  stage  he  was 
treated,  it  was  too  late — that  is  obvious.  It 
is  also  a fact  that  the  mortality  is  essentially 
zero  when  treated  early  enough. 

Read  M cGeehee,  M.D.:  I would  like  to 
emphasize  that  this  is  not  considered  a con- 
tagious disease  per  se,  or  a transmissible  dis- 
ease from  a person-to-person  route.  There 
has  never  been  a secondary  case  from  a case. 


Since  this  boy  had  mouth-to-mouth  resusci- 
tation, we  considered  the  possibility  but  I 
think  it  is  most  likely  that  this  is  a disease 
that  is  acquired  not  through  the  lungs  but 
through  the  skin,  with  subsequent  dissem- 
ination to  the  lungs.  However,  it  cannot  be 
worked  with  in  the  lab  unless  you  take  very 
elaborate  precautions,  because  of  the  high 
incidence  of  laboratory  infections.’" 
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available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Public  Health  — 


MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 


A Report  on  Disaster  Medical  Services  in 
Virginia 

In  all  types  of  major  disasters,  the  public 
health  units  of  the  Commonwealth  of  Vir- 
ginia function  as  the  delegated  agency 
responsible  for  medical  care  to  injured  and 
other  casualties,  protection  against  special 
weapons  effect,  and  mortuary  services. 


the  local  health  departments  to  protect  the 
health  of  the  people  through  communicable 
disease  control  and  environmental  sanitation. 

The  President  is  the  Director  of  Civil  De- 
fense and  his  number  one  helper,  the  Office 
of  Emergency  Preparedness  (OEP),  has 
three  responsibilities:  (1)  to  assist  the  Pres- 
ident on  policy  and  coordination,  (2)  to 


ORGANIZATION  CHART  OF  EMERGENCY  HEALTH  SERVICES  OF  STATE  DEPARTMENT  OF  HEALTH 


Medical  care  services  are  organized  to 
cooperate  with  and  to  coordinate  all  medical 
and  paramedical  personnel  and  facilities  to 
meet  any  man-made  or  natural  disasters. 
Health  Protection  Services  are  organized  by 
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assist  in  post-attack  rehabilitation,  and  (3) 
stockpiling  and  management  of  all  re- 
sources. 

The  number  two  helper  is  the  Depart- 
ment of  Defense,  whose  responsibilities  are: 
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( 1 ) to  develop  all  Civilian  Defense  plans 
and  programs  on  a national  level,  (2)  to 
supervise  all  Civil  Defense  operations  such  as 
monitoring  for  fallout,  establishing  and 
stocking  shelters,  and  (3)  to  plan  the  uti- 
lization of  other  government  agencies,  such 
as  the  United  States  Public  Health  Service. 

The  responsibilities  of  the  Public  Health 
Service  are:  (1)  to  furnish  men  and  medi- 
cines— a support  function;  (2)  to  establish 
plans  and  programs,  working  through  the 
State  Health  Department;  and  (3)  to  fur- 
nish national  program  guidance  for  training, 
CBR  defense,  damage  assessment,  medical 
stockpiling,  et  cetera. 

On  the  State  level,  under  Chapter  121, 
Code  of  Virginia,  and  at  the  Direction  of  the 
Governor,  the  responsibility  for  all  health 
and  medical  care  in  time  of  disaster,  is  dele- 
gated to  the  State  Department  of  Health. 
In  turn  the  Commissioner  of  Health  has  re- 
delegated this  responsibility  to  the  local 
health  directors  in  the  State. 

To  meet  its  responsibility  each  public 
health  unit  in  the  State  must  relate  itself 
to  the  total  civil  defense  administration  pro- 
gram in  its  community  and  to  the  State 
Health  Department’s  Health  Defense  Or- 
ganization. Each  local  director  is  responsible 
for  assigning  each  and  every  member  of  his 
staff  to  a position  for  disaster  functioning, 
and  for  recruiting  and  training  voluntary 
personnel  to  augment,  supplement,  or  re- 
place his  personnel  if  and  when  conditions 
warrant.  In  addition  to  preparing  his  staff 
and  volunteers  to  meet  emergency  public 
health  situations,  the  health  director  as  the 
local  Chief  of  Disaster  Medical  Service,  must 
organize,  coordinate,  stimulate,  and  direct 
all  medical  personnel  and  facilities  to  meet 
unusual  medical  care  and  mortuary  require- 
ments under  emergency  conditions  created 
by  disasters. 

Emergency  public  health  services  include 
sanitary  engineering,  veterinary  care,  vital 
statistics,  mortuary  services,  public  health 
nursing,  nutrition,  industrial  health,  lab- 
oratory services  and  communicable  disease 
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control.  Administrative  heads  of  these  serv- 
ices are  given  the  responsibility  for  organi- 
zation and  functional  training.  In  such  areas 
as  veterinary  care,  mortuary  services,  and 
industrial  health,  it  may  be  necessary  to  des- 
ignate persons  in  private  practice  or  private 
business  to  head  up  these  services.  The  local 
Health  Director  should  also  designate  an 
assistant  chief  in  medical  care.  His  responsi- 
bilities would  include  organizing  all  medical 
personnel  and  facilities  for  casualty,  nursing 
and  medical  care  within  disaster  areas,  re- 
ception areas  and  during  any  necessary  evac- 
uation. The  use,  relocation  and  expansion  of 
all  existing  hospital  and  nursing  facilities, 
as  well  as  the  use  and  location  of  emergency 
portable  facilities,  are  included  in  this  dele- 
gation of  responsibility. 

Responsibilities  of  the  Private  Physician 
(Committee)  from  the  Medical  Society 
include: 

1.  Establishment  of  First  Aid  Stations  if 
indicated. 

2.  Expansion  of  general  hospitals  now  in 
operation. 

3.  Medical  care  of  routine  sick. 

4.  Assistance  in  training. 

5.  Working  with  local  community  hos- 
pital plan. 

Additional  and  Continuing  Functions  of 
the  State  Department  of  Health  are: 

1.  To  negotiate  contracts  with  all  li- 
censed hospitals  in  the  State  having 
50  or  more  beds  that  are  interested  in 
participating  in  the  Hospital  Reserve 
Disaster  Inventory  (HRDI).  This  is 
a 30-day  supply  of  critical  medical 
items  for  disaster  care  placed  in  the 
community  and  State-owned  hospitals 
for  rotation  purposes,  and  they  will 
assure  maximum  flexibility  in  making 
a health  resource  available  at  points  of 
greatest  need  as  quickly  as  possible. 
At  present,  there  are  103  licensed  hos- 
pitals in  the  State  eligible  to  partici- 
pate in  this  program. 
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2.  To  affiliate  all  Packaged  Hospitals  in 
the  State  with  community  hospitals. 
At  present  there  are  44  PDH  hospitals 
in  Virginia,  and  to  date  33  have  been 
affiliated  with  a community  hospital 
for  both  staffing  and  drug  rotation. 

3.  To  perform  periodic  inspections  on 
the  critical  medical  items  selected  by 
the  community  hospitals  for  rotation. 


4.  To  exchange  24  older  model  Packaged 
Disaster  Hospitals  for  new  ones  from 
the  Public  Health  Service’s  Depots. 

5.  To  assist  the  fourteen  cities  in  the 
State  having  2 5,000  population  and 
the  one  hundred  twenty  licensed  hos- 
pitals in  revising  and  updating  their 
disaster  medical  plans. 


Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 


Mar. 

Jan.- 

Mar. 

Mar. 

Jan.- 

Mar. 

1971 

1971 

1970 

1970 

Brucellosis 

4 

5 

8 

11 

Diphtheria 

— 

— 

1 

1 

Hepatitis 

83 

259 

71 

174 

Meningitis  (Aseptic)  

_ — 

7 

— 

1 

Meningococcal  Infections 

8 

13 

8 

16 

Poliomyelitis 

— 

— 

— 

— 

Rocky  Mt.  Spotted  Fever_ 

- — 

— 

— 

— 

Rubella 

24 

83 

151 

343 

Rubeola 

158 

727 

297 

499 

Tularemia 

— 

S 

— 

— 

Typhoid  Fever 

. — 

1 

— 

1 

Rabies  in  animals 

15 

32 

40 

102 

Venereal  Disease: 

Syphilis 

242 

407 

100 

301 

Gonorrhea 

1,607 

3,389 

893 

2,948 

Other 

1 

4 

1 

7 
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Geriatric  Screening  at  Eastern  State 

Hospital 

It  is  not  generally  known  that  Eastern 
State  Hospital  in  Williamsburg  is  the  oldest 
mental  hospital  in  the  New  World.  In  1774, 
during  the  thirteenth  year  of  the  reign  of 
George  III,  while  Virginia  was  still  a Colony 
of  the  Crown,  and  less  than  one  year  after 
its  first  patient  was  admitted,  an  irate  citi- 
zen of  Williamsburg  wrote  a letter  to  the 
Virginia  Gazette  in  which  he  complained 
that  the  local  poor  house  was  dumping  its 
undesirable  inmates  into  this  new  hospital 
for  the  insane.  This  set  the  style  for  almost 
the  next  200  years  and  as  a result  all  sorts 
of  social  problems  have  been  sent  to  our 
State  hospitals.  The  result  at  Eastern  State 
Hospital  has  always  been  severe,  chronic, 
overcrowding.  Only  about  one-third  of  our 
patients  today  are  considered  to  be  mental 
and  in  need  of  a mental  hospital  or  of  a 
psychiatrist.  One-third  are  geriatric  patients 
who  would  do  just  as  well  in  a nursing  home 
or  general  hospital  as  in  a mental  hospital. 
The  remaining  third  of  our  patients  are  a 
heterogeneous  group  whose  principle  iden- 
tifying factor  is  that  they  are  not  self-sup- 
porting and  that  no  one  else  will  support 
them.  By  no  stretch  of  the  imagination  can 
they  be  considered  mentally  ill.  The  evils 
of  overcrowding  cannot  be  emphasized  too 
much.  This  is  certainly  the  worst  of  all 
handicaps  which  can  befall  a hospital.  When 
you  have  wall-to-wall  bedding  or  wall-to- 
wall  mattressing  therapy  becomes  impossible. 
With  the  loss  of  living  space  there  are  in- 
creased fire  hazards,  increased  spread  of  dis- 
ease, increased  odors,  increased  noise  levels, 

Ashbury,  Howard  H.,  M.D.,  Superintendent, 
Eastern  State  Hospital. 

Approved  for  publication  by  the  Commissioner, 
Department  of  Mental  Hygiene  and  Hospitals. 


HOWARD  H.  ASHBURY,  M.D. 

a lower  level  of  patient  care  and  a tremen- 
dous loss  of  human  dignity.  It  is  ironical 
that  some  relief  has  always  been  available 
but  has  never  been  utilized.  The  Assembly 
could  have  provided  adequate  bed  space  in 
our  hospitals.  In  defense  of  Eastern  State 
Hospital  I can  say  that  every  time  we  have 
presented  a budget  in  the  eleven  years  that 
I have  been  superintendent  of  this  hospital 
we  have  requested  additional  bed  space  but 
it  has  never  been  forthcoming.  Additionally, 
for  years  the  statutes  have  given  the  hos- 
pitals the  authority  to  refuse  the  admission 
of  patients  if  they  are  overcrowded.  How- 
ever, permission  to  utilize  these  statutes  was 
never  granted.  The  philosophy  has  been  that 
mental  patients  are  dangerous  to  the  com- 
munity and  that  the  community  requires 
protection  from  these  ''assaultive,  murder- 
ous and  sexually  promiscuous  individuals”. 
As  a consequence  upon  their  detection  they 
have  been  sent  to  our  state  hospitals  regard- 
less of  the  lack  of  facilities  to  care  for  them. 
It  is  significant  that  our  patients  are  a great 
deal  less  dangerous  than  the  population  of 
the  community  at  large.  A study  by  New 
York  State  including  10,000  former  state 
hospital  patients  and  10,000  comparable 
people  in  the  community  demonstrated  that 
the  crime  rate  was  ten  times  higher  in  the 
community  than  among  the  mental  pa- 
tients. 

Be  it  as  it  may,  the  situation  continued 
until  the  advent  of  Medicare  and  Medicaid. 
Written  into  the  laws  was  the  requirement 
of  accreditation  of  a hospital  by  the  Joint 
Commission  on  Accreditation  of  Hospitals, 
in  order  to  be  eligible  for  funds  from  these 
providers.  In  September  of  1970  Eastern 
State  Hospital  was  surveyed  by  the  Joint 
Commissioner  on  Accreditation  of  Hospitals 
and  many  favorable  things  were  said  about 
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the  hospital.  However,  there  was  serious 
concern  regarding  the  overcrowding  which 
has  already  been  discussed.  The  hospital  was 
given  accreditation  on  a probationary  basis. 
The  probation  called  upon  the  hospital  to 
take  steps  to  correct  the  overcrowding  with- 
in the  year.  The  message  was  clear — either 
get  rid  of  the  overcrowding  or  lose  accredi- 
tation and  lose  a great  deal  of  money.  This 
situation  at  long  last  resulted  in  permission 
for  this  hospital  to  adopt  a screening  pro- 
cedure to  limit  the  admission  of  patients.  It 
was  decided  to  apply  this  screening  to  geri- 
atric patients  for  two  reasons.  One,  the 
overcrowding  was  worse  in  the  geriatric 
area  of  the  hospital  than  elsewhere,  and  sec- 
ondly, we  felt  the  hospital  services  were 
being  abused  more  by  this  type  of  patient 
than  any  other.  The  following  procedure 
was  drawn  up  and  implemented  on  February 
1,  1971. 

1.  All  persons  who  intend  to  petition  the 
certification  of  individuals  age  65  or  older 
should  first  forward  a completed  applica- 
tion for  geriatric  admission  to  Eastern  State 
Hospital.  These  applications  may  be  ob- 
tained at  the  local  Health  Department,  local 
Court,  or  local  Mental  Hygiene  Clinic.  Per- 
sonnel in  these  areas  may  assist  the  petitioner 
in  completing  the  application.  Petitioners 
may  come  to  Eastern  State  Hospital  for  an 
interview  if  they  so  desire. 

2.  Upon  receipt  of  the  completed  appli- 
cation the  hospital  will  refer  it  to  the  Geria- 
tric Pre-Admission  Screening  Committee 
consisting  of  Assistant  Superintendent,  who 
serves  as  chairman,  Clinical  Director,  Geria- 
tric Division,  Chief  of  Geriatric  Service  and 
Social  Workers  assigned  to  the  Geriatric 
Unit.  This  committee  will  review  the  in- 
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formation  and  determine  if  the  applicant  is 
in  need  of  psychiatric  hospitalization. 

3.  If  the  applicant  is  accepted,  the  person 
sending  the  application  will  be  notified  by 
letter  and  may  then  petition  the  local  Court 
for  certification. 

4.  In  the  event  the  application  indicates 
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that  psychiatric  hospitalization  is  question- 
able, a field  trip  will  be  arranged  and  the  pe- 
titioner will  be  notified  of  the  time,  date 
and  place  of  the  visit. 

5.  The  visiting  team,  consisting  of  a phy- 
sician and  social  worker  of  the  Eastern  State 
Hospital  staff,  will  see  the  individual  to  be 
examined  at  one  of  the  local  Health  De- 
partments as  listed  below: 

City  of  Hampton 

Hampton  Health  Department 
City  of  Newport  News 

Newport  News  Health  Department 
City  of  Richmond 

Richmond  City  Health  Department 
City  of  Williamsburg 

Williamsburg  Health  Department 
Accomack  County 

Northampton  Health  Department 
Caroline  County 

Hanover  County  Health  Department 
Charles  City  County 

Williamsburg  Health  Department 
Essex  County 

King  and  Queen  Health  Department 
Gloucester  County 

King  and  Queen  Health  Department 
Goochland  County 

Hanover  County  Health  Department 
Hanover  County 

Hanover  County  Health  Department 
Henrico  County 

Richmond  City  Health  Department 
James  City  County 

Williamsburg  Health  Department 
King  George  County 

Richmond  County  Health  Department 
King  and  Queen  County 

King  and  Queen  Health  Department 
King  William  County 

King  and  Queen  Health  Department 
Lancaster  County 

Richmond  County  Health  Department 
Mathews  County 

King  and  Queen  Health  Department 
Middlesex  County 

King  and  Queen  Health  Department 
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New  Kent  County 

Williamsburg  Health  Department 

Northampton  County 

Northampton  County  Health  Dept. 

Northumberland  County 

Richmond  County  Health  Department 

Richmond  County 

Richmond  County  Health  Department 

Westmoreland  County 

Richmond  County  Health  Department 

York  County 

Williamsburg  Health  Department 

Note:  In  the  event  the  individual  is  bed- 
ridden the  examination  may  be 
performed  at  the  bedside. 

6.  Visiting  Team  reports  will  be  evalu- 
ated and  acceptance  or  rejection  of  the  ap- 
plicant will  be  decided. 

7.  If  applicant  is  accepted,  see  paragraph 
No.  3. 

Note:  In  the  event  of  overcrowding  the 
accepted  applicant  may  be  placed 
on  a waiting  list  and  the  petition- 
er will  be  notified  accordingly. 

Upon  occurrence  of  a vacancy  in 
the  Geriatric  Unit  the  petitioner 
will  be  notified  according  to  es- 
tablished state  of  priority. 

8.  If  an  applicant  is  rejected  the  petitioner 
will  be  notified  by  letter  with  a copy  to  the 
Commissioner  of  the  Department  of  Men- 
tal Hygiene  and  Hospitals. 

9.  In  the  event  of  an  emergency  it  is  sug- 
gested that  those  concerned  make  contact 
with  the  Superintendent’s  Office  by  tele- 
phone. 

In  order  to  facilitate  the  implementation 
of  this  procedure  all  of  the  judges,  in  the 
region  served  by  Eastern  State  Hospital, 
who  commit  patients  to  the  hospital  were 
visited.  There  were  a total  of  5 3.  The  press 
was  informed  and  provided  excellent  pub- 
licity. The  Department  of  Psychiatry  at  the 
Medical  College  of  Virginia  and  the  Rich- 
mond judges  who  send  Eastern  State  Hos- 
pital over  half  of  their  admissions  have  been 


particularly  helpful.  Currently  visits  are 
being  made  to  all  local  public  health  direc- 
tors for  the  same  purpose.  The  cooperation 
of  all  these  groups  has  been  excellent.  Much 
important  information  has  been  exchanged, 
mutual  problems  have  been  explored,  and 
we  believe  the  welfare  of  our  patients  and 
the  community  has  been  enhanced.  In  1970 
between  February  1 and  March  1 5 we  ad- 
mitted 5 2 geriatric  patients  to  Eastern  State 
Hospital.  In  the  same  period  of  this  year 
the  number  has  been  reduced  to  23  or  more 
than  5 0 percent. 

We  do  not  believe  that  failure  to  obtain 
admission  to  Eastern  State  Hospital  by  any 
of  the  applicants  has  resulted  in  hardship. 

In  some  instances,  upon  proper  notifica- 
tion, the  screening  procedure  has  been  by- 
passed and  patients  admitted  directly.  In 
every  such  instance  the  patient  has  been  in 
fact  mentally  ill  and  Eastern  State  Hospital 
has  been  glad  to  expedite  the  admission.  In 
some  instances  medical  advice  as  to  medica- 
tion and  other  matter  has  enabled  a patient 
to  remain  at  home  or  in  a nursing  home. 
Other  applicants  have  been  referred  to  nurs- 
ing homes  and  spared  the  indignity  of  un- 
necessary commitment.  The  Social  Service 
Division  at  Eastern  State  Hospital  deserves 
especial  commendation  for  their  efforts  in 
getting  geriatric  patients  out  of  Eastern 
State  Hospital  into  approved  nursing  homes. 
In  any  instance  where  a person’s  life  or 
health  is  threatened  and  no  other  help  is 
available  Eastern  State  Hospital  has  and 
will  continue  to  provide  care  and  treatment. 

One  swallow  does  not  make  a summer, 
and  six  weeks  do  not  make  a year.  How- 
ever, our  experience  to  date  with  the  screen- 
ing of  geriatric  patients  has  been  salutary, 
and  parallels  that  of  states  and  cities  such 
as  Pennsylvania,  California,  Baltimore, 
Houston  and  other  areas  where  similar  plans 
have  been  instituted.  The  value  of  a geria- 
tric consultant  who  can  visit  patients  in  the 
field  is  of  great  value,  and  hopefully  such 
service  may  be  provided  for  the  communi- 
ties in  the  future. 
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Medicare  - Part  B 


• • • • 


Questions  and  Answers 

From  time  to  time  the  Department  of 
Flealth,  Education  and  Welfare  publishes  a 
list  of  questions  and  answers  touching  on 
Medicare  problems.  The  following  covers  a 
broad  spectrum  of  subjects  and  may  be  of 
use  to  the  medical  community. 

Question — Would  the  program  cover  am- 
bulance trips  to  a physician’s  office  for  serv- 
ices, such  as  radiological  therapy,  not  avail- 
able in  the  local  hospital? 

Answer — No.  Ambulance  services  are 
covered  only  when  the  beneficiary  is  trans- 
ported to  a hospital,  from  one  hospital  to 
another,  to  an  extended  care  facility,  or 
from  one  of  these  institutions  to  his  home. 
Flowever,  if  an  ambulance  stops  at  the  phy- 
sician’s office  briefly  for  emergency  first  aid 
care  on  the  way  to  the  hospital,  the  entire 
trip  could  be  covered.  (Part  B Intermediary 
Manual  S 6 108 A3,  Part  A S 3 1 1 5. 4. A) 

Question — An  article  in  Medical  Eco- 
nomics of  June  26,  1967,  included  a question 
about  covering  ambulance  services  from  one 
hospital  to  another  located  in  the  benefi- 
ciary’s hometown  almost  1,000  miles  away. 
The  question  was  answered  by  stating  that 
the  services  would  not  ordinarily  be  covered 
but  that  the  Social  Security  Administration 
had  ruled  that  the  trip  may  be  covered  at 
the  carrier’s  discretion.  Is  that  correct? 

Answer — Carriers  have  not  been  author- 
ized to  approve  payment  on  a discretionary 
basis.  Only  ambulance  services  provided 
within  the  concepts  described  in  Section 
6 108 A3  of  the  Part  B Manual  are  covered. 
(Part  B Intermediary  Manual  S 6108A3, 
Part  A S 3115.4.A3) 


CURTIS  J.  KELLY,  JD 
Administrator 

Question — May  a corset  which  is  used  as 
a hernia  support  be  covered  under  Part  B 
as  a brace? 

Answer — Yes.  A hernia  support  (wheth- 
er in  the  form  of  a corset  or  truss)  which 
meets  the  definition  of  a brace  is  covered 
under  section  1861  (s)  (9)  of  the  Law. 

(Part  B Intermediary  Manual  Section  6110) 

Question — Are  Ace  Bandages  (a  bandage 
of  woven  elastic  material)  covered  under 
Part  B as  a brace? 

Answer — No.  A brace  is  a rigid  or  semi- 
rigid device  which  is  used  to  support  a weak 
or  deformed  body  member  or  restrict  mo- 
tion in  a diseased  or  injured  part  of  the 
body.  The  Ace  Bandage  is  flexible  rather 
than  rigid  or  semi-rigid  and  does  not  fur- 
nish the  kind  of  support  provided  by  devices 
normally  accepted  as  braces.  An  Ace  Band- 
age may  be  covered  as  a supply  when  fur- 
nished incident  to  a physician’s  professional 
service.  (Part  B Intermediary  Manual,  Sec- 
tion 6110,  6103) 

Question — Are  the  pre-planned  amputa- 
tion services  of  a prosthetist  covered  when 
included  in  the  sales  arrangement  for  an 
artificial  limb? 

Answer — When  the  pre-planned  ampu- 
tation services  provided  by  a prosthetist  are 
included  in  the  sales  arrangement  for  an 
artificial  limb,  the  health  insurance  program 
would  pay  benefits  based  on  the  total  rea- 
sonable charge  for  the  artificial  limb  and 
accompanying  service.  Thus,  if  ordinarily 
the  charge  for  such  a device  includes  plan- 
ning, designing,  fabricating,  and  fitting  of 
the  artificial  limb,  as  well  as  the  temporary 
prosthesis  furnished  immediately  following 
the  amputation,  and  these  services  are  of- 
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fered  customarily  to  a purchaser  of  artificial 
limbs  by  the  supplier,  the  sales  price  (rea- 
sonable charge)  would  serve  as  a basis  for 
payment.  (Part  B Intermediary  Manual  Sec- 
tion 6110) 

Question — Under  what  conditions  are 
electronic  speech  aids  covered  as  Part  B 
prosthetic  devices? 

Answer — Speech  aids  are  covered  when 
the  patient  has  had  a laryngectomy  or  his 
larynx  is  permanently  inoperative.  There 


are  two  types  of  speech  aids.  One  operates 
by  placing  a vibrating  head  against  the 
throat;  the  other  amplifies  sound  waves 
through  a tube  which  is  inserted  into  the 
user’s  mouth.  A patient  who  has  had  radical 
neck  surgery  and/or  extensive  radiation  to 
the  anterior  part  of  the  neck  would  gener- 
ally be  able  to  use  only  the  "oral  tube” 
model  or  one  of  the  more  sensitive  and  more 
expensive  "throat  contact”  devices  (Part  A 
Manual  Section  3115 .2B  ( 2 ) and  Part  B 
Manual  Section  6109). 


Clinical  Center  Study  of  Patients  with  Intestinal  Malabsorption 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  known  or 
suspected  intestinal  malabsorption  for  studies 
being  conducted  by  the  National  Institute 
of  Arthritis  and  Metabolic  Diseases’  Diges- 
tive and  Hereditary  Diseases  Branch  at  the 
Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland. 

Needed  for  these  studies  are  patients  with 
such  problems  as  local  intestinal  immune 
response  in  gluten-sensitive  sprue  and  intes- 
tinal malabsorption  associated  with  agam- 
maglobulinemia and  related  disorders.  The 
patho-physiology  of  Whipple’s  disease  is 
under  continuing  study.  Of  particular  in- 
terest for  these  and  related  investigations 


are  patients  with  intestinal  malabsorption  of 
demonstrated  or  undiagnosed  cause. 

Upon  completion  of  their  studies,  pa- 
tients will  be  returned  to  the  care  of  the 
referring  physician,  who  will  receive  a 
summary  of  findings. 

In  making  referrals,  please  mention  the 
malabsorption  project. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these 
studies  may  write  or  telephone  collect:  Saul 
G.  Agus,  M.D.,  or  Leonard  Laster,  M.D., 
Clinical  Center,  Room  9-D-15,  National 
Institutes  of  Health,  Bethesda,  Maryland 
20014.  Telephone:  301-496-4201 
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Precaution*:  It  should  be  used  with  caution  in  patients  with 
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has  been  seen  with  equal  incidence  in  placebo-treated 
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President  Mrs.  Reuben  F.  Simms 

President-Elect  Mrs.  David  B.  Hill 

First  Vice-President Mrs.  Harold  Williams 

Second  Vice-President  Mrs.  L.  C.  Strong 

Third  Vice-President Mrs.  William  Reardon 

Recording  Secretary Mrs.  Donald  Fletcher 

Corresponding  Secretary Mrs.  Elliott  Oglesby 

Treasurer  Mrs.  Hans  Klapproth 

Publicity  Mrs.  C.  Leon  Jennings,  Jr. 

Membership 

I would  like  to  take  this  last  opportunity 
to  urge  all  doctors’  wives  to  pay  their  State 
and  National  dues  to  the  Woman’s  Auxili- 
ary to  The  Medical  Society  of  Virginia  and 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association  for  the  year  1970-1971. 
One  deadline  has  passed  but  if  you  act  now 
it  will  not  be  too  late.  We  need  you  as  a 
part  of  this  great  organization.  We  need 
your  manpower  and  your  money  to  carry 
out  the  aims  and  goals  of  A.M.A.  You  need 
our  mobilization  and  motivation  for  your 
husband’s  community  image  and  your  very 
livelihood.  Get  in  touch  with  your  local 
county  treasurer,  if  you  have  not  done  so. 
If  there  is  no  local  chapter  near  you,  write 
our  Member-at-Large  Chairman,  Mrs.  Sam- 
uel P.  Massie,  9 Bethel  Street,  Stuart,  Vir- 
ginia 24171,  or  our  State  Treasurer,  Mrs. 
Hans  Klapproth,  4200  Woodlark  Drive, 
Annandale,  Virginia  22003.  These  ladies 
will  be  glad  to  accept  your  money.  This  is 
one  of  the  most  select,  elite,  and  specialized 
organizations  in  the  country.  You  can  only 
join  because  of  some  Doctor  in  your  life — 
be  it  husband  or  relative.  So  take  advantage 
of  your  great  opportunity.  Join  us  through 
honor  and  obligation.  You  owe  it  to  your- 
self. 

For  the  year  1969-70  there  were  approxi- 
mately 90,000  members  of  A.M.A.  Aux- 
iliary. We  were  1,620  members  strong  in 
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the  Virginia  Auxiliary.  In  1972  A.M.A.  will 
celebrate  its  Fiftieth  Anniversary  along  with 
Virginia  and  Texas,  the  first  two  states  to 
join  and  start  State  Auxiliaries.  It  is  the 
hope  and  aim  of  A.M.A.  Auxiliary  to  in- 
crease its  membership  to  at  least  100,000  by 
1972. 

In  Virginia  we  also  want  to  work  hard  on 
increasing  our  membership  to  a fuller  po- 
tential. As  of  July  1970  there  were  6,295 
doctors  licensed  to  practice  medicine  in  the 
State  of  Virginia.  As  of  February  1971 
there  were  only  3,5  54  paid  members  to  The 
Medical  Society  of  Virginia.  As  of  this  date 
there  are  only  1,594  paid  members  of  the 
Woman’s  Auxiliary  to  The  Medical  Society 
of  Virginia.  Isn’t  it  unfortunate  that  so 
many  do  not  choose  to  pick  up  our  banner 
of  honor  and  carry  it  forward!  Where  are 
these  other  wives?  Speak  to  your  neighbors 
and  friends.  Make  a personal  appeal.  Make 
them  feel  wanted  and  needed.  Urge  them  to 
join  with  you. 

I’ve  loved  my  work  with  membership  this 
year.  It  has  been  a great  experience  and  lots 
of  fun  traveling  over  the  State  with  your 
President,  Mrs.  Reuben  Simms,  visiting  you 
personally  in  your  county.  It  has  been  most 
rewarding  to  see  the  work  our  Auxiliaries 
are  accomplishing.  Keep  up  the  great  work. 
We  are  most  proud  of  you. 

Mrs.  David  B.  Hill 

Community  Health — Nutrition  and 

Immunization 

Our  National  Auxiliary  is  emphasizing 
four  community  service  programs  this  year. 
The  first  two — the  blood  donor  program 
and  physical  fitness — were  discussed  last 
month.  The  third  and  fourth  will  be  dis- 
cussed as  follows — 

The  problem  of  proper  nutrition  is  rele- 
vant to  all — from  the  hungered  to  the  over- 
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fed,  from  the  underweight  to  the  obese, 
from  the  poverty-stricken  to  the  affluent. 
Malnutrition  occurs  when  there  is  an  im- 
pairment of  health  and  physiological  func- 
tion resulting  from  the  failure  of  an  indi- 
vidual to  obtain  all  the  essential  nutrients 
in  proper  amount  and  balance.  Some  prob- 
lems of  malnutrition  can  be  helped  through 
education  and  changes  in  dietary  habits. 
Others  are  complicated  by  social,  economic, 
educational,  medical  and  political  factors. 
Poverty,  ignorance,  apathy,  alcoholism,  ad- 
vancing age,  disease,  drug  abuse,  and  mental 
illness  take  their  toll.  Solutions  to  complex 
problems  are  not  easy.  Welfare  checks  are 
a stop-gap  measure  for  the  malnourished 
poor.  Until  earning  capacities  and  economic 
situations  can  be  improved,  poverty  and 
hunger  will  go  hand  in  hand.  An  alcoholic 
may  have  the  intelligence  to  understand 
good  nutrition,  but  until  his  alcoholism  is 
treated,  he  will  not  practice  it.  Careful  con- 
sideration of  the  cause  of  malnutrition  is 
essential.  If  the  problem  of  poor  nutrition 
is  attacked  too  hastily,  the  real  target  may 
be  missed. 

We  must,  however,  be  aware  that  we  do 
have  hunger  and  malnourished  people  in 
our  midst.  As  members  of  our  community, 
we  should  get  personally  involved  with 
programs  and  legislation  which  are  aimed 
at  resolving  the  health  and  nutrition  prob- 
lems of  our  needy  citizens.  We  should  be 
fully  familiar  with  programs  such  as  the 
Food  Stamp  Program  which  enables  needy 
families  to  exchange  the  amount  of  money 
normally  spent  on  food  for  coupons  of  high- 
er value;  the  Commodity  Food  Distribution 
Program  which  makes  available  to  needy 
families  approximately  22  food  commodi- 
ties; the  National  School  Lunch  Program 
which  provides  meals  without  cost  or  at  re- 
duced prices  to  children  unable  to  pay  the 
full  cost;  Project  Head  Start  whose  primary 
aim  is  to  give  poor  preschool  children  an 
education  basis  to  help  them  keep  up  with 
more  advantaged  youngsters  when  they 
start  regular  school. 


We  can  learn  and  practice  the  essentials 
of  proper  nutrition  ourselves  and  we  can 
teach  these  basics  to  others.  We  can  teach 
meal  planning,  shrewd  shopping,  food  pres- 
ervation, basic  cooking,  how  to  attain  ade- 
quate nutrition  on  a minimal  budget,  and 
budgeting  to  receptive  groups.  Most  of  all, 
we  can  care. 

Despite  significant  amounts  of  undernu- 
trition in  certain  sections,  the  major  nutri- 
tional problem  in  our  country  continues  to 
be  over-nutrition,  or  obesity.  Affluence, 
apathy,  and  even  ignorance  contribute  to 
this  problem.  We  can  become  aware  of  the 
probable  causes  of  obesity,  the  suspected 
role  that  "baby-fat”  has  in  later  weight 
problems,  the  value  of  exercise  in  weight 
control,  the  importance  of  proper  nutrition 
in  weight  maintenance,  sensible  and  safe 
means  of  weight  reduction,  and  the  price 
of  obesity  in  mortality  rates.  Once  knowl- 
edgeable, we  can  share  our  information  with 
others.  The  fourth  area  of  national  empha- 
sis is  the  field  of  immunization  programs. 
Once  upon  a time — and  this  is  no  fairy  tale 
— parents  hesitated  to  include  children  as 
part  of  the  family  until  they  had  survived 
an  attack  of  smallpox,  diphtheria,  whooping 
cough,  poliomyelitis,  typhoid  fever,  dysen- 
tery, scarlet  fever,  and  measles.  Today  we 
hear  little  about  these  diseases,  reduced  to 
comparative  insignificance  by  effective  im- 
munization, improved  sanitation,  and  the 
advent  of  antibiotics. 

Today’s  immunization  programs  stress 
the  importance  of  educating  parents  regard- 
ing basic  immunization  begun  during  in- 
fancy and  carried  on  through  puberty.  Spe- 
cial programs,  such  as  the  "Stamp  Out 
Rubella”  campaign,  an  attempt  to  lower 
birth  defects,  have  been  conducted.  Such 
a campaign,  if  sponsored  by  a medical  aux- 
iliary, MUST  have  the  approval  and  backing 
of  the  local  medical  society. 

Education  and  service  programs  to  pro- 
mote immunization  pay  dividends  in  com- 
munity service  and  public  relations.  Printed 
materials  and  pamphlets  relating  to  immuni- 


288 


Virginia  Medical  Monthly 


zation  programs  may  be  purchased  from  the 
AMA  Order  Department. 

The  slogan  "Pity  didn’t  stop  polio;  the 
March  of  Dimes  did”  was  a telling  testi- 
monial on  the  worth  of  effective  immuniza- 
tion. Now  the  effort  to  eradicate  other 
diseases  is  being  mounted  and  deserves  sup- 
port. Today,  thanks  to  preventive  immuni- 
zations, Americans  can  welcome  their  chil- 
dren as  being  part  of  the  family  from  the 
day  they  are  born. 

Mrs.  William  Gordge 

Lynchburg  Auxiliary  Projects 

For  a number  of  years,  one  of  the  main 
goals  of  the  Lynchburg  Auxiliary  has  been 
to  encourage  nursing  careers  and  to  support 
their  local  nurses.  An  annual  tea  is  held  in 
one  of  the  member’s  homes  for  the  nursing 
staff  and  students  of  Lynchburg  hospitals. 
One  year  a "Home  Away  from  Home”  pro- 
gram was  instigated,  whereby  each  auxiliary 
member  was  assigned  a student  nurse.  She 
was  expected  to  make  the  student  feel  wel- 
come and  at  home  in  the  Lynchburg  com- 
munity. 

The  nurses’  scholarship  program  has  long 
been  one  of  the  Auxiliary’s  annual  projects. 
This  year  the  money  was  raised  at  a fashion 
show  of  furs  held  in  the  fall.  The  two 
scholarships  were  given  in  recognition  of 
Doctor’s  Day. 

Lynchburg  also  sponsored  a Blood  Mobile 
in  early  March.  Each  auxiliary  member  and 
her  husband  were  urged  to  donate  as  a team. 


1971  Convention — Atlantic  City, 

New  Jersey 

A most  cordial  invitation  is  extended  to 
you  and  the  members  of  your  auxiliaries  to 
attend  the  forty-eighth  annual  convention 
of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  in  Atlantic  City,  June 
20-24,  1971.  Headquarters  will  be  at  the 
Traymore  Hotel,  where  a block  of  rooms 
has  been  set  aside  for  the  auxiliary.  Mrs. 
Thomas  H.  McGlade  and  Mrs.  Elmer  L. 
Grimes  of  Haddonfield  will  be  chairmen 
of  the  local  committee  on  arrangements. 

Mrs.  R.  C.  L.  Robertson,  President 

Special  Note 

Mrs.  Charles  Sale  reports  that  the  Nor- 
folk Auxiliary  has  voted  to  support  the 
Junior  League  of  Norfolk  in  their  efforts  to 
"return  to  the  returnable.”  Letters  have 
been  sent  to  soft  drink  companies  telling 
them  that  auxiliary  members  are  being  asked 
to  purchase  only  returnable  soda  bottles. 

Mrs.  Robert  D.  Keeling,  a past  president 
of  the  Woman’s  Auxiliary  to  The  Medical 
Society  of  Virginia  spoke  on  "Life  without 
Father”  at  the  21st  annual  assembly  of  the 
Virginia  Academy  of  General  Practice  held 
at  the  Homestead  in  March. 

The  Roanoke  Auxiliary  has  organized  a 
Woman’s  Chorus.  They  meet  in  a member’s 
home  each  Monday  for  coffee  at  9:30  a.m., 
then  rehearse  from  10  to  noon.  The  chorus 
will  present  the  program  at  the  May  lunch- 
eon meeting. 

Jane  A.  Jennings 
(Mrs.  C.  Leon,  Jr.) 
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Editorial 
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Humanist  or  Technician— 

The  Art  and  Science  of  Medicine  Revisited 

'T’HE  IDEA  TEIAT  MEDICINE  is  an  art  and  a science  can  certainly 
be  traced  back  as  far  as  Paracelsus  in  the  sixteenth  century.  Dr.  Al- 
fred Stille  subscribed  to  this  dichotomy  with  scant  enthusiasm  in  his  pres- 
idential address  to  the  American  Medical  Association  exactly  one  hundred 
years  ago — "It  is  because  art  is  uncertain,  and  science  both  erroneous  and 
incomplete,  that  successful  medical  practice  depends  upon  the  individual 
man  so  much  more  than  on  either  the  science  or  the  art  of  medicine  in 
itself  considered.”  This  passage  is  quoted  by  Dr.  John  Todd  in  one  of 
his  many  piquant  papers.1  He  then  points  out  that  the  art  of  medicine 
may  be  interpreted  as  being  humanity,  kindliness,  management,  knowl- 
edge, judgment,  sympathy,  anticipation,  common  sense,  courtesy,  or  even 
the  understanding  of  symptoms  as  opposed  to  signs.  He  echoes  the 
thoughts  of  some  members  of  the  profession  when  he  says,  "I  am  still 
uncertain  what  is  meant  by  the  art  of  medicine  ....  This  division  of 
medicine  into  the  two  antitheses  Science  and  Art  is  false.  Every  doctor 
should  be  kind  to  his  patients,  but  kindness  should  be  called  kindness,  not 
art.” 

The  "feel”  of  the  radial  pulse  is  perhaps  akin  to  art  but  it  is  an  art  ac- 
quired by  palpating  thousands  of  wrists;  it  becomes  a scientific  measure- 
ment only  when  compared  to  a standard  dimension — time.  Thus  the  art 
of  medicine  emerges  as  an  expression  of  experience — the  "Long  art”  of 
Hippocrates.  When  viewed  in  the  same  historical  context,  the  science 
of  medicine  is  recent  in  origin.  Apart  from  the  classical  work  of  Vesalius, 
Harvey,  Morgagni,  Jenner,  and  a few  others,  scientific  medicine  began 
in  the  early  part  of  the  nineteenth  century  with  the  great  clinical  schools 
in  Paris,  Dublin,  London,  and  Vienna.  The  contributions  of  these  schools 
to  diagnosis  and  surgical  technique,  but  not  to  therapy,  are  told  in  the 
eponyms  derived  from  their  members — Dupuytren’s  Contracture,  Codes’ 
Fracture,  Corrigan’s  Pulse,  and  Addison’s  Disease  to  name  only  a few. 

Well  intentioned  but  uninformed  medical  therapy  reached  a plateau 
in  the  seventeenth  century  and  did  not  decline  until  the  noon  of  scientific 
medicine.  The  heroic  but  unavailing  treatment  of  the  crowned  heads  of 
Europe  and  the  founder  presidents  of  this  country  was  a succession  of 
brutal  assaults  with  malodorous  and  unpalatable  substances.  King  Charles 

1.  Todd,  J.  W.:  Plain  Words  in  Medicine.  Lancet  1285-1289,  June  13,  1964. 
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II  of  England,  for  instance,  received  some  "spirit  of  human  skull”  as  a 
last  resort  and  George  Washington  had  the  unhappy  experience  of  being 
purged  with  calomel  and  blistered  with  cantharadin  during  his  last  illness. 
The  doctor  in  those  days  was  quite  obviously  a technician — the  scientist 
of  his  time  who  relied  upon  a few  valid  diagnostic  tests  and  dozens  of 
therapeutic  agents  of  no  value. 

During  the  nineteenth  century,  the  role  of  the  physician  became  that 
of  a humanist  with  an  increasing  accuracy  of  diagnosis  backed  by  an 
understanding  that  the  treatment  of  the  patient  was  generally  of  no  avail. 
The  height  of  therapeutic  nihilism  was  reached  by  Josef  Skoda  in  Vienna 
when  he  replied,  in  answer  to  a question  about  treatment,  "Ach,  das  ist 
ja  alles  eins!”  ("Oh,  that  is  immaterial!”)  Despite  the  scientific  advances 
in  medicine,  the  rational  use  of  therapeutic  agents  remained  in  its  infancy. 
This  era  is  characterized  by  the  well  known  picture  entitled  "The  Doc- 
tor” by  Sir  Luke  Fildes.  The  proven  therapeutic  armamentarium  of  the 
doctor  at  the  turn  of  the  century  consisted  of  a handful  of  drugs,  some 
of  which,  such  as  digitalis,  quinine,  and  mercury,  had  been  known  for 
hundreds  of  years.  These  specifics,  with  a few  symptom  relievers  like 
aspirin  and  morphine,  were  used  in  an  empirical  fashion.  The  great 
names  associated  with  therapy  are  those  of  the  twentieth  century — Bant- 
ing and  Best,  Minot  and  Murphy,  Fleming,  and  Hench. 

Today’s  physician  is,  to  a great  extent,  a technician  as  he  was  in  the 
seventeenth  century  with  the  difference  that  he  is  now  a true  scientist. 
The  pendulum  has  thus  swung  from  a technician  with  beginning  diag- 
nostic and  no  therapeutic  skills  to  a humanist  with  developing  diagnostic 
acumen  and  little  therapy,  back  to  a technician  with  almost  adequate 
tools  in  both  diagnosis  and  treatment.  I well  remember  in  my  final  oral 
examination  how  the  venerable  physician  who  was  examining  me  showed 
me  a urine  specimen  and  asked,  "Do  you  know  how  we  used  to  test  this 
for  sugar,  boy?”  "No  sir,”  I replied.  "We  used  to  dip  our  finger  in  and 
taste  it,”  he  said  with  a smile.  In  1971,  the  SMA-12  has  replaced  the 
finger,  and  insulin,  B-12,  antibiotics  and  corticosteroids  have  supplanted 
the  simples,  clysters,  bleedings  and  purges  of  yesteryear.  The  science  of 
medicine  is  patently  evident  in  all  aspects  of  practice;  but  is  the  art  truly 
an  art  or  is  it,  as  it  has  always  been,  abundant  experience  mixed  with 
the  cream  of  human  kindness? 

One  criticism  of  current  medical  education  is  that  it  turns  out  techni- 
cians not  humanists.  One  can  readily  equate  the  techniques  of  medicine 
with  science;  but  does  humanism  correspond  to  that  nebulous  quantity 
known  as  the  art  of  medicine?  Are  we  not  perpetuating  in  parrot  fashion 
a thought  first  voiced  more  than  four  hundred  years  ago  when  art  counted 
for  all?  If  indeed  we  are  not  teaching  physicians  to  be  kind,  courteous 
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persons  perhaps  the  fault  is  not  in  medical  schools  but  in  the  turbulent 
society  that  we  tolerate  in  such  an  apathetic  and  self-indulgent  manner. 

F.  J.  Spencer,  M.D. 


Will  McGuire  VA  Be  Moved? 

'T',HE  GUEST  EDITORIAL  in  this  issue  of  the  Virginia  Medical 
A Monthly  dealing  with  the  possible  moving  of  the  VA  McGuire  Hos- 
pital to  downtown  Richmond  is  unsigned  and  the  omission  is  understand- 
able. The  likelihood  of  this  move  has  generated  considerable  concern 
among  the  patients,  staff  members,  volunteer  workers,  veterans’  organi- 
zations and  citizens  generally  as  evidenced  by  many  letters  that  have 
appeared  on  the  editorial  pages  of  the  local  newspapers.  The  patients  on 
the  paraplegic  wards  are  especially  disturbed  by  the  loss  of  the  open  spaces 
they  now  enjoy  if  the  hospital  should  be  moved  to  the  12th  and  Marshall 
Street  area  in  Richmond. 

The  present  Veterans  Administration  policy  appears  to  be  that  of  mov- 
ing VA  hospitals  to  as  close  proximity  as  possible  to  the  medical  schools 
that  furnish  care  to  the  respective  institutions.  The  question  has  naturally 
arisen  as  to  whether  the  present  location  of  McGuire  Hospital  on  the 
outskirts  of  the  city  is  sufficiently  close  to  the  Medical  College  of  Virginia 
to  conform  to  the  overall  policy  of  the  Veterans  Administration.  Recent 
inquiries  in  Washington  by  our  representatives  in  the  House  and  Senate 
have  failed  to  elicit  a definite  ruling  on  this  important  matter.  Mean- 
while the  "Letters  to  the  Editor”  continue. 

H.  J.  W. 
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News 


Calendar  of  Events 

Visiting  Professor  in  Infectious  Diseases — Sponsored  by  Departments  of  Medi- 
cine, Pediatrics,  Pathology  and  Microbiology— Medical  College  of  Virginia — 
Richmond — May  10-11,  1971. 

Intensive  Respiratory  Care — Workshop  for  Physicians — Sponsored  by  Continuing 
Education  Program  of  University  of  Virginia  School  of  Medicine — Charlottes- 
ville—May  13-15,  1971. 

Norfolk  General  Hospital — Annual  Medical  Symposium — Admiralty  Motel — 
Norfolk— May  21-22,  1971. 

Spring  Forum  for  Child  Psychiatry — Sponsored  by  Virginia  Treatment  Center 
for  Children  and  the  Division  of  Child  Psychiatry,  Medical  College  of  Virginia — 
Richmond — May  28,  1971. 

Alumni  Scientific  Assembly — Medical  College  of  Virginia — Richmond — June  4, 
1971. 

National  Conference  on  Coronary  Care  Units — Sponsored  by  American  Heart 
Association — Fontainbleau  Hotel — Miami  Beach,  Florida — June  7-9,  1971. 

Tri-State  Medical  Association — Annual  Convention — Carolinian  Hotel — Nags 
Head,  North  Carolina — June  13-16,  1971. 

Seaboard  Medical  Association — Annual  Convention — Carolinian  Hotel — Nags 
Head,  North  Carolina — June  17-20,  1971. 

American  Medical  Association — Annual  Meeting — Atlantic  City,  New  Jersey — 
June  20-24,  1971. 

The  Multi-Problem  Family — A Continuing  Education  Program  sponsored  by  the 
University  of  Virginia  Department  of  Psychiatry — Boars  Head  Inn- — Charlottes- 
ville— June  25,  1971. 

Medical  Aspects  of  Sports — Sponsored  jointly  by  The  Medical  Society  of  Virginia 
and  Virginia  High  School  League — VPI  Coliseum — Blacksburg — Saturday 
Night,  July  24  and  Sunday,  July  25,  1971. 

AMA  Communications  Institute — Drake  Hotel — Chicago — August  26-27,  1971. 

National  Conference  of  Physicians  and  Schools — Sponsored  by  American 
Medical  Association- — LaSalle  Hotel — Chicago — September  30-October  2,  1971. 

\ he  Medical  Society  of  Virginia — Annual  Meeting — Marriott  Twin  Bridges 
Motor  Hotel — Arlington — October  14-17,  1971. 

******* 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and  programs 

of  interest  to  Virginia  physicians.  5:  ou  can  help  by  keeping  us  advised  of  any  meetings 

scheduled  in  your  area.  This  will  not  only  help  others  avoid  conflicts  but  also  provide 

helpful  information  on  opportunities  for  continuing  education. 


Volume  98,  May,  1971 


293 


New  Members. 

The  following  doctors  were  admitted  into 
membership  in  The  Medical  Society  of  Vir- 
ginia during  the  month  of  March: 

Jerry  Clark  Booth,  M.D.,  Richmond 
George  Meredith  Bright,  M.D., 
Richmond 

Mark  Henderson  Congdon,  M.D., 
Charlottesville 

George  Hitchon  Cudworth,  M.D., 
Roanoke 

Andre  Philip  Derdeyn,  M.D., 
Charlottesville 

Asur  Grisales,  M.D.,  Danville 
Michael  John  Hines,  M.D., 

Newport  News 

Mehmet  Necmettin  Kalayci,  M.D., 

Falls  Church 

Triantafyllos  Ross  Kazakis,  M.D., 
Virginia  Beach 

Melvin  N.  Keim,  M.D.,  Churchville 
Norman  John  Knorr,  M.D., 
Charlottesville 

Arthur  Morrison  Martin,  Jr.,  M.D., 
Danville 

John  Dickinson  McGavic,  M.D., 
Richmond 

Robert  Walter  Neidlinger,  M.D., 
Springfield 

Robert  Michael  Regan,  M.D.,  Manassas 
Frank  Chambers  Robert,  M.D.,  Hampton 
Gonzalo  Romero,  M.D.,  Arlington 
Craig  Anthony  Ryder,  M.D.,  Suffolk 
Dallas  Edwards  Smith,  M.D., 

Newport  News 
Margaret  D.  Smith,  M.D., 

Newport  News 

Pierre  Paul  Tulou,  M.D.,  Norfolk 
Leland  David  Whitelock,  Jr.,  M.D., 
Norfolk 

Virginia  Academy  of  General  Practice. 

Dr.  Tom  Jennings,  Bedford,  has  been  in- 
stalled as  president  of  the  Academy.  Other 
officers  elected  at  the  annual  meeting  at  Hot 
Springs,  in  March,  are:  president-elect,  Dr. 


Alan  Mackintosh,  Vienna;  vice-president. 
Dr.  T.  Winston  Gouldin,  Norfolk;  treas- 
urer, Dr.  Levi  Hulley,  Richmond;  speaker 
to  House  of  Delegates,  Dr.  Robert  Cassidy, 
Culpeper;  and  vice-speaker,  Dr.  George  R. 
Smith,  Jr.,  Shawsville. 

Accomack  County  Medical  Society. 

Dr.  Donald  F.  Fletcher,  Horsey,  is  presi- 
dent of  this  Society  for  1971;  Dr.  J.  Tom 
Edmonds,  Accomac,  vice-president;  Dr. 
Belle  D.  Fears,  Accomac,  secretary-treas- 
urer. 

Wise  County  Medical  Society. 

Dr.  Ernagene  Ingram,  Norton,  has  the 
distinction  of  being  the  first  woman  presi- 
dent of  the  Wise  County  Medical  Society. 
Other  officers  are:  Drs.  Jose  J.  Bofill,  Wise; 
Fred  Booth,  Norton,  and  Kurtz  Alderman, 
Clintwood,  vice-presidents;  and  Dr.  Joseph 
M.  Straughan,  Wise,  secretary-treasurer. 

Dr.  L.  E.  Valentine, 

Accomac,  has  been  appointed  medical  ex- 
aminer for  Accomack  County. 

Dr.  Harold  H.  Golz, 

Kilmarnock,  has  been  elected  vice-presi- 
dent of  the  American  Academy  of  Occupa- 
tional Medicine. 

American  College  of  Radiology. 

Dr.  George  N.  Chucker,  Clifton  Forge, 
and  Dr.  John  M.  Ratliff,  Newport  News, 
have  been  made  Fellows  of  the  American 
College  of  Radiology. 

The  Norfolk  General  Hospital 

Will  present  its  5th  Annual  Medical  Sym- 
posium, at  the  Admiralty  Motel,  Norfolk, 
May  21-22.  The  program  which  will  be 
presented  by  the  staff  of  the  hospital  in- 
cludes discussions  on  Cancer,  Pulmonary 
Function,  and  Drug  and  Drug  Interaction. 
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Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 


Smirk 

ASPIRIN  5 GR.— PENTOBARBITAL  1/8  GR. 


ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 


EACH  UNCOATED  TABLET  CONTAINS: 


Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 


Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 
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Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent,  ravaging  flood  waters  are 
to  land  and  property.  Sol fo ton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 

Solfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 

Phenobarbital 16  mg. 

(Warning:  may  be  habit-forming) 

Bensulfoid  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  2326  1 
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Colonel  Conn  F.  Eisele,  USAF,  NASA  As- 
tronaut, Langley  Research  Center,  Hamp- 
ton, will  be  the  speaker  at  the  dinner  on  the 
21st. 

The  course  is  acceptable  for  8 hours  pre- 
scribed credit  by  the  American  Academy  of 
General  Practice. 

Emergency  Room  Physicians. 

400-bed  hospital  with  more  than  2 5,000 
visits  per  year,  contract  conditions  open 
for  negotiation.  Contact  administrator,  Me- 
morial Hospital,  142  South  Main  Street, 
Danville,  Virginia  24541.  ( Aci'v .) 

Emergency  Room  Physician. 

Accredited  280-bed  progressive  general 
hospital  in  beautiful  Huntington,  West 
Virginia.  Excellent  income  and  working 
conditions.  Contact  Assistant  Administra- 
tor, Cabell  Huntington  Hospital,  1340  Six- 
teenth Street,  Huntington,  West  Virginia 
25701,  or  call  304-696-6590  collect.  ( Adv .) 

Opportunity  for  Physicians 

In  Shenandoah  County.  Population  ap- 
proximately 26,000.  Located  in  Valley  of 
Virginia.  Housing  and  office  facilities  avail- 
able. Served  by  129-bed  JCAH  general  hos- 
pital with  radiology  and  pathology  services, 
modern  laboratory,  x-ray  department, 
emergency  rooms  and  physical  and  inhala- 
tion therapy  facilities.  Drug  stores  and  am- 
bulance service.  Good  churches,  elementary 


and  high  schools.  Easy  commuting  distance 
of  4 four-year  colleges  and  new  community 
college.  Recreational  facilities  include  small 
game  hunting,  fishing  and  expanding  win- 
ter sports  area.  On  181,  north  and  south, 
Dulles  International  Airport  approximately 
80  miles.  Richmond  and  Washington  two 
and  a half  hours.  Contact  Stanley  Kamm, 
Administrator,  Shenandoah  County  Memo- 
rial Hospital,  Woodstock,  Virginia  22664. 
Call  703-459-2131.  {Adv.) 

Office  and  Practice. 

Monument  Avenue  office  in  Richmond, 
fully  equipped.  Available  late  in  July.  Ideal 
for  internist  or  general  practitioner.  Will 
turn  over  practice  and  contract  work  for 
moderate  price  of  equipment.  Write  #200, 
care  Virginia  Medical  Monthly,  4205  Dover 
Road,  Richmond,  Virginia  23221. 

Office  Space. 

Now  leasing  professional  office  space  in 
medical  complex  adjoining  Prince  William 
Hospital  in  Manassas,  Virginia.  For  infor- 
mation call  703-368-4713.  {Adv.) 

Pediatrician  Wanted. 

Excellent  opportunity  for  qualified  pedi- 
atrician. Office  space,  equipment,  staff  and 
minimum  first  year  salary  guarantee  pro- 
vided by  hospital.  Unlimited  potential.  Call 
administrator  collect  304-675-4340.  {Adv.) 
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Obituary 


Dr.  John  Stewart  Gilman, 

Richmond,  died  March  23,  following  a 
stroke.  He  was  seventy-seven  years  of  age 
and  a graduate  of  the  Medical  College  of 
Virginia  in  1917.  Dr.  Gilman  had  been 
a member  of  The  Medical  Society  of  Vir- 
ginia for  forty-nine  years. 

His  wife,  a daughter  and  a step-son  sur- 
vive him. 

Dr.  Wayne  McLean  Phipps, 

Hopewell,  died  March  26,  after  a long 
illness.  He  was  seventy-nine  years  of  age. 
Dr.  Phipps  graduated  from  the  Medical 
College  of  Virginia  in  1915  and  began  his 
practice  in  Hopewell  in  1928.  He  was  a 
member  of  The  Medical  Society  of  Virginia, 
having  joined  in  1928. 

His  wife  and  two  sons  survive  him. 

Dr.  Rosenthal. 

John  L.  Rosenthal  was  born,  reared,  and  educated 
in  Baltimore,  Maryland.  He  died  suddenly  in  DePaul 
Hospital  on  November  20,  1970  and  was  interred 
on  what  would  have  been  his  49th  birthday.  He  re- 
ceived the  AB  degree  from  Johns  Hopkins  University 
where  he  was  elected  to  Phi  Beta  Kappa.  His  M.D. 
degree  was  received  from  the  University  of  Mary- 
land in  1945.  Post-graduate  training  involved  an 
internship  at  Mount  Sinai  Hospital  in  Baltimore,  and 
at  the  McGuire  Veterans  Hospital  in  Richmond, 
where  he  completed  a residency  in  anesthesiology  in 
1949.  That  same  year  he  entered  the  practice  of 
anesthesiology  here  in  Norfolk  where  he  resided  until 
his  death  twenty-one  years  later. 

His  was  the  first  private  practice  of  anesthesiology 
to  be  launched  in  this  City.  As  is  so  often  the  fate 
of  innovators,  he  initially  met  with  considerable  re- 
sistance within  the  medical  profession  not  all  of 
whom  had  yet  been  indoctrinated  into  this  new  vital 
facet  of  surgical  care.  Because  of  these  pioneering 
efforts  by  Dr.  Rosenthal,  subsequent  anesthesiologists 
who  located  here  found  the  road  much  smoother. 

He  enjoyed  an  enviable  reputation  in  his  chosen 
field  and  stayed  abreast  of  its  rapid  developments.  At 
the  time  of  his  death,  he  was  Chairman  of  the  De- 
partment of  Anesthesiology  at  DePaul  Hospital.  He 


belonged  to  and  participated  in  the  affairs  of  many 
important  anesthesiological  societies.  He  was  past  pres- 
ident of  the  Virginia  Society  of  Anesthesiology.  He 
was  a Fellow  of  the  American  College  of  Anesthesiol- 
ogists, a Diplomate  of  the  American  Board  of  Anes- 
thesiology, and  a member  of  the  American  Society  of 
Anesthesiologists.  Membership  was  also  held  in  The 
Medical  Society  of  Virginia  and  the  American  Medi- 
cal Association.  For  many  years  he  was  active  in 
one  of  the  local  surgical  journal  clubs. 

His  interests  were  varied  and  he  was  involved  in 
many  community  activities  including  the  Boy  Scouts 
and  the  Khedive  Temple.  He  was  President  of  Khe- 
dive Temple  Medical  Unit.  He  served  on  the  Board 
of  Directors  of  the  Lafayette  Yacht  Club  and  was 
a member  of  the  Harbor  Club. 

He  was  a convivial  and  friendly  man,  a pleasant 
companion,  a gracious  host,  and  an  entertaining  con- 
versationalist. An  avid  reader,  his  acquaintance  with 
and  knowledge  of  contemporary  literature  was  un- 
surpassed. He  had  exceptional  retentative  power,  and 
he  constantly  amazed  his  colleagues  with  his  unusual 
power  of  recall. 

A sports  enthusiast,  he  was  a strong  swimmer  and 
enjoyed  tennis.  Being  from  Baltimore,  the  Colts  and 
the  Orioles  had  an  ardent  defender  in  Dr.  Rosenthal. 
He  enjoyed  beautiful  music,  good  tobacco,  the  thea- 
ter, and  pleasant  company.  An  amateur  musician,  he 
particapted  for  many  years  in  a musical  group  cen- 
tered at  the  home  of  the  late  Frank  Smart,  M.D. 
Among  his  many  attributes  intense  loyalty  to  his 
family,  his  profession,  and  his  friends  was  an  out- 
standing characteristic.  Solace  can  possibly  be  derived 
from  the  fact  that  he  was  mortally  stricken  while 
working,  surrounded  by  associates  and  friends  of  many 
years  duration. 

He  is  survived  by  a wonderful  family  to  whom 
he  was  totally  dedicated.  His  survivors  include  his 
wife,  two  sons,  and  a daughter. 

Whereas  Dr.  John  Rosenthal  was  a valuable  mem- 
ber of  the  Norfolk  County  Medical  Society  and  The 
Medical  Society  of  Virginia  for  over  twenty-one 
years  and 

Whereas  his  passing  at  the  height  of  his  productive 
career  has  left  a void  in  his  profession,  in  the  com- 
munity, and  in  his  family,  be  it  therefore  Resolved 
that  these  resolutions  be  spread  upon  the  permanent 
records  of  this  Society;  and  further  be  it  Resolved 
that  a copy  of  these  resolutions  be  transmitted  to  The 
Medical  Society  of  Virginia  for  publication  in  their 
periodical;  and  lastly  be  it  resolved  that  a copy  of 
these  resolutions  be  sent  to  his  wife  and  children  in 
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Norfolk  and  to  his  mother  and  sister  in  Baltimore, 
Maryland. 

John  Foster,  M.D. 

Robert  Faulconer,  M.D. 

Charles  E.  Davis,  Jr.,  M.D.,  Chairman 

Dr.  Proffitt. 

Dr.  John  Adkins  Proffitt,  a native  of  Richmond, 
Virginia,  had  lived  in  Norfolk,  Virginia,  for  the  past 
24  years  and  had  retired  from  a very  large  and  active 
general  practice  due  to  ill  health  several  years  ago. 
A graduate  of  the  University  of  Richmond  and  of 
the  Medical  College  of  Virginia  in  1928,  he  had 
served  as  an  official  in  the  Piedmont  Sanitorium  for 
a number  of  years.  During  World  War  II  he  was  a 
commander  in  the  Navy  Medical  Corps.  He  then 
came  to  Norfolk  to  join  the  Ford  Motor  Company 
staff  as  its  physician,  and  he  continued  in  this  position 
until  his  forced  retirement  in  1964.  Dr.  Proffitt  was 
a member  of  the  American  Medical  Association,  The 
Medical  Society  of  Virginia,  and  the  American  Col- 
lege of  Chest  Physicians.  Dr.  Proffitt’s  death  oc- 
curred on  Wednesday,  January  27,  1971,  removing 
a very  outstanding  public  servant  from  our  midst. 

Whereas  in  the  passing  of  Dr.  John  Adkins  Proffitt 
at  the  age  of  68  on  Wednesday,  January  27,  1971, 
this  society,  the  medical  profession  in  general,  and  his 
host  of  friends  have  sustained  a great  loss. 

Whereas  it  is  the  desire  of  this  society  to  express 
its  grief  and  great  sensation  of  loss,  therefore  be  it 
resolved  that  the  Norfolk  County  Medical  Society 
makes  this  resolution  a part  of  the  minutes  of  the 
Norfolk  County  Medical  Society  and  that  a copy 
be  sent  to  his  wife  and  family  to  whom  the  society 
extends  its  deepest  sympathy. 

William  B.  Hoover,  M.D. 

James  D.  Price,  M.D. 

Alter  Laibstain,  M.D. 

William  B.  Wiley,  M.D.,  Chairman 

Dr.  Mandeville. 

Dr.  Frederick  Byrne  Mandeville  died  November 
13,  1970  following  an  extended  illness. 

He  was  born  in  Winthrop,  Massachusetts,  in  1902. 
The  family  moved  first  to  Monclair,  New  Jersey 
and  then  to  Brooklyn,  New  York.  Dr.  Mandeville 
was  graduated  from  Boys’  High  in  Brooklyn  and  at 
the  age  of  seventeen  entered  the  University  of  Penn- 
sylvania where  he  pursued  both  undergraduate  and 
medical  education  receiving  his  doctorate  in  medi- 
cine in  1926.  He  interned  at  the  Bryn  Mawr  Hos- 
pital and  then  returned  to  the  graduate  school  of  the 
University  of  Pennsylvania  for  his  Radiology  training 
and  received  his  M.S.  in  Radiology. 

He  then  became  instructor  in  Radiology  at  Yale 
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University  Medical  School  following  which  he  was 
made  Chief  of  Radiology  at  the  Peralta  Hospital  in 
Oakland,  California,  and  served  on  the  clinical  staff 
of  Stanford  University  Medical  School. 

In  1934  at  the  age  of  thirty- two  he  accepted  the 
position  of  Professor  of  Radiology  and  Chairman  of 
the  Department  of  Radiology  at  the  Medical  College 
of  Virginia  reputedly  the  youngest  department  chair- 
man in  any  medical  school  at  that  time.  In  late  1945 
he  left  MCV  to  become  Chief  of  Radiology  at  Bal- 
timore City  Hospital  but  after  repeated  and  urgent 
appeals  from  department  chiefs  at  MCV  he  returned 
after  one  year  and  remained  until  his  retirement. 

A brilliant  man  with  a broad  knowledge  of  medi- 
cine, Dr.  Mandeville  devoted  his  time  to  the  teach- 
ing of  medical  students  and  house  officers  with  whom 
he  could  relate  through  his  keen  interest  in  them  com- 
bined with  his  unusual  sense  of  humor.  On  many 
occasions  he  was  known  to  have  sought  out  person- 
ally a house  officer,  bring  him  to  the  Radiology  De- 
partment and  review  the  films  of  his  patient,  an 
experience  seldom  forgotten  by  the  resident.  His 
form  of  consultation  replete  with  diagnostic  infor- 
mation often  contained  an  added  caustic  comment 
or  two  and  this  was  dispensed  to  department  chiefs 
and  house  officers  equally.  He  might  have  been  known 
as  the  "Don  Rickies”  of  Radiology.  Whenever  he 
conducted  a clinical  pathological  conference  the  au- 
ditorium overflowed  with  students  and  house  officers, 
a testimony  to  his  outstanding  professional  ability. 

For  a few  of  his  last  years  he  enjoyed  sailing  his 
thirty-foot  sloop  in  the  waters  near  Gloucester,  a 
contentment  in  direct  contrast  to  the  frantic  pace 
he  had  known  so  long. 

He  was  a diplomate  of  the  American  Board  of 
Radiology,  a fellow  of  the  American  College  of 
Radiology,  a member  of  the  American  Roentgen  Ray 
Society,  the  Radiological  Society  of  North  America, 
the  Richmond  Academy  of  Medicine,  The  Medical 
Society  of  Virginia  and  other  professional  societies. 

Dr.  Mandeville  is  survived  by  his  wife,  his  daugh- 
ter and  his  brother. 

Because  of  the  high  esteem  with  which  he  was 
held,  it  is  the  desire  of  the  undersigned  that  this 
document  be  made  a part  of  the  permanent  records 
of  the  Richmond  Academy  of  Medicine  and  that 
copies  be  sent  to  The  Medical  Society  of  Virginia  and 
to  the  family. 

Carolyn  M.  McCue,  M.D. 

Stuart  J.  Eisenberg,  M.D. 

Willard  M.  Fitch,  M.D. 

Dr.  Reid. 

Russell  Edward  Reid  was  born  on  February  16, 
1907,  in  Portsmouth.  He  attended  elementary  school 
in  Portsmouth  and  St.  Paul’s  in  Lawrenceville.  He 
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later  graduated  from  Lincoln  University,  Lincoln, 
Pennsylvania.  His  Doctor  of  Medicine  Degree  was 
awarded  him  from  Meharry  Medical  College  in  1934. 
He  interned  at  Hubbard  Hospital  1934-3  5.  In  193  5 
he  joined  the  Medical  Staff  of  the  Whittaker  Me- 
morial Hospital. 

During  his  thirty-five  years  of  professional  service, 
he  gave  himself  unreservedly  and  many  times  sacri- 
ficially  to  his  profession.  The  heat  of  the  day  was 
never  too  intense  nor  the  cold  and  darkness  of  the 
night  too  bitter  and  severe  for  him  to  answer  calls 
and  bring  relief  to  the  suffering.  The  patient  was 
always  his  first  consideration  and  to  this  end  he  al- 
ways sought  the  best  professional  service  and  advice. 

A philosopher  and  leader  in  medical  raiment,  his 
pronouncements  revealed  a profundity  of  thought, 
a catholicity  of  concern,  instinct  of  righteousness, 
and  a charm  of  expression  that  have  made  indelible 
impressions  on  our  memory.  He  adhered  rigidly  to 
the  philosophy  of  his  fraternity,  "Culture  for  Serv- 
ice and  Service  for  Humanity”.  Another  favorite 
quote  of  his  was  the  following:  "Because  of  our  be- 
liefs we  perform  deeds,  out  of  our  deeds  we  form 
habits,  from  our  habits  grow  our  character,  and  on 
our  character  we  build  our  destination.”  This  quo- 
tation depicted  his  life. 

For  many  years  in  an  era  of  kaleidoscopic  change, 
he  served  the  cause  of  better  hospital  care  with  in- 
spired genius  ever  leavened  by  humility. 

He  was  a member  of  the  Men’s  Club  of  St.  Au- 
gustine’s Episcopal  Church,  Phi  Beta  Sigma  Frater- 
nity, Commonwealth  Investment  Association,  and  Les 
Hommes  Social  Club.  In  these  capacities  he  ex- 


emplified his  pervasive  power  to  regenerate  our  citi- 
zenry, and  his  special  gifts  of  the  mind,  heart,  and 
the  sinew  to  serve  the  highest  calling. 

His  medical  memberships  included:  Peninsula  Med- 
ical Society,  Old  Dominion  Medical  Society,  Acade- 
my of  General  Practice,  National  Medical  Associa- 
tion, The  Medical  Society  of  Virginia,  American  Med- 
ical Association,  and  The  Newport  News  Medical 
Society. 

The  constituency  of  the  medical  profession  for 
many  generations  to  come  will  share  the  gratitude  of 
his  contemporaries  for  his  high  sense  of  duty  that 
impelled  him  to  give  himself  unsparingly  to  the  many 
people  and  institutions  with  which  he  was  associated 
and  his  ability  to  weld  cognate  agencies  serving  the 
common  weal. 

Whereas:  With  increasing  sense  of  the  loss  suf- 
fered through  his  passing,  the  members  of  the  New- 
port News  Medical  Society  desire  thus  to  record  their 
deep  sorrow  at  the  death  of  Russell  Edward  Reid 
on  Thursday,  December  17,  1970. 

Whereas:  In  his  passing  this  community  and  its 
environs  for  many  miles  have  lost  a faithful  citizen 
and  a conscientious  worker,  therefore 

Be  it  resolved,  That  a copy  of  this  Resolution 
be  spread  upon  the  minutes  of  the  Newport  News 
Medical  Society,  and 

Be  it  further  resolved.  That  copies  be  sent 
to  his  family,  The  Medical  Society  of  Virginia,  and 
the  American  Medical  Association. 

Alonzo  W.  Douglas,  M.D. 

Ralph  R.  Novoa,  M.D. 

E.  Stanley  Grannum,  M.D.,  Chairman 
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Kolantyl  Gel  / Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


^MerrelP) 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
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ST.  LUKE  S HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGuire  clinic  inc. 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Webster  P.  Barnes,  M.D. 
John  H.  Reed,  Jr.,  M.D. 
Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Endoscopy,  Thoracic  & Vascular 
Surgery 

Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 


Internal  Medicine 

John  P.  Lynch,  M.D. 
William  H.  Harris,  Jr.,  M.D. 
John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
Alice  V.  Thorpe,  M.D. 

David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 
W.  Wayne  Key,  Jr.,  M.D. 

Anesthesiology 

Beverley  Jones,  M.D. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  P.  King,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

G.  E.  Smith,  Jr.,  M.D. 

Physical  Therapy 

Elizabeth  L.  Watson,  R.P.T. 


Hospital  Administrator  \ 

Charles  M.  Green  ) 

Director  of  Nurses — St.  Luke's  Hospital 
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ST.  ELIZABETH’S  HOSPITAL 

James  T.  Gianoulis,  M.D. 

617  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

Austin  I.  Dodson,  Jr.,  M.D. 

Elmer  S.  Robertson,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

James  W.  Pancoast,  M.D. 

J.  Edward  Hill,  M.D. 

Gladstone  E.  Smith,  Jr.,  M.D. 

General  Surgery  and  Gynecology 
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Pathology 

Leroy  Smith,  M.D. 

William  T.  Stuart,  M.D. 
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Plastic  Surgery 
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L.  0.  Snead,  Jr.,  M.D. 
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General  Medicine 

General  Medicine 
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George  W.  Reese,  Jr.,  M.D. 
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Internal  Medicine 

Jack  A.  Peters,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 
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David  S.  Sprague,  M.D. 
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Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 

Asst.  Administrator 

AFFILIATED  CLINICS 
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Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 
Carl  McGraw,  Ph.D. 

James  E.  Dublin,  Ph.D. 
Thomas  M.  Weddig,  Ph.D. 
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Terrace  Hill  ...  An  Extended 
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the  J.C.A.H.  and  Approved  by 
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• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 
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• Trained  Dietitian  • Male  Orderlies 

• Air-Conditioned  Rooms 
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Accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  an 
Extended  Care  Facility. 

John  P.  Pate 
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Administrator 

" Understanding  Care” 

Terrace  Hill  Nursing  Home,  ■*. 
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The  gas/acid  group  of  disorders 

The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
yyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

7rees  captured  gas. ..neutralizes  free  acid 

>ilain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
quivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
imethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
liminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
■H  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
vdroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
ime  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
:hieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
dief  from  the  pain  and  pressure  of  trapped  gas. 

dways  in  good  taste 

he  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
on-constipating  feature,  make  it  a therapy  your  patients  can  live  with  — 
i comfort  and  without  complaint. 

elect  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
istric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
istritis  • dyspepsia 

ben  the  patient  prefers  the  convenience  of  a tablet , select 

ilain-Gel®  Tablets: 

hen  the  patient  prefers  a liquid , select 

ilain-Gel B Liquid 


so  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
ent  only:  Silain®  (simethicone)  Tablets 


r,  A.:  Med.  Times  94.150  (Feb.)  1966. 


nnouncing  the“Antgasid” 

ilain-Gel 


blets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
quid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

e dose  does  both:  frees  captured  gas... neutralizes  free  acid 
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sterile  solution  (300  ma  per  ml. ) 
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and  single-dose  2 
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1970  by  The  Upjohn  Company  JA70  9835  MED  B-4  S (KZL-5) 
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>i»ain  relief 


2o.‘  narcotic  products  are 

and  as  such  are  available  on  oral 
tion,  where  State  law  permits. 

'JRROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Jckahoe,  N.Y. 


nce-popular  treatment  for  back  pains 
I ; to  have  the  seventh  son  of  a seventh  son 
I id  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


m|  eadache,  a sovereign  remedy  was 
i \|>ar  a snakeskin  round  one's  head. 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  'Neosporin'  (polymyxin  B 
-bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 02.,  V2  oz.  with  applicator  tip,  and  Ya  02.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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STUART 

CIRCLE  HOSPITAL 

413-21  Stuart 
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Manfred  Call,  III,  M.D. 

William  B.  Moncure,  M.D. 

Alexander  G.  Brown,  III,  M.D. 

Heth  Owen,  Jr.,  M.D. 

John  D.  Call,  M.D. 

Surgery : 

Wyndham  B.  Blanton,  Jr.,  M.D.  A.  Stephens  Graham,  M.D. 
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Charles  R.  Robins,  Jr.,  M.D. 
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Obstetrics  and  Gynecology : 
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Spotswood  Robins,  M.D. 

James  R.  Darden,  Jr.,  M.D. 

David  C.  Forrest,  M.D. 
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Urological  Surgery : 

William  M.  Oppenhimer,  M.D. 

Frank  Pole,  M.D. 

Orthopedics : 

Harry  S.  Rowland,  Jr.,  M.D. 

Beverley  B.  Clary,  M.D. 

Plastic  Surgery: 

James  B.  Dalton,  Jr.,  M.D. 

Hunter  S.  Jackson,  M.D. 

Franklin  P.  Watkins,  M.D. 

Roentgenology  and  Radiology: 

Pediatrics: 

Hunter  B.  Frischkorn,  Jr.,  M.D. 

William  C.  Barr,  M.D. 

Edward  G.  Davis,  Jr.,  M.D. 

James  W.  Proffitt,  M.D. 

Thomas  P.  Overton,  M.D. 

Pathology : 

Albert  S.  Thompson,  Jr.,  M.D. 

W.  Scott  Gilmer,  Jr.,  M.D. 

Edward  J.  Wiley,  M.D. 

Physical  Therapy: 

Ophthalmology,  Otolaryngology: 

William  J.  Cowan,  R.P.T. 

Richard  W.  Dodd,  M.D. 

Director: 

J.  Warren  Montague,  M.D. 

Charles  C.  Hough 

TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
James  Asa  Shield,  Jr.,  M.D. 
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Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 

An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 
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BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 

Accredited  by  the  Joint  Commission  on  Accreditation  & Approvea  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive).  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jose  A.  Montes,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 

" Fourth  Decade  of  Nursing  — 

Accredited  by  the  Joint  C ommission  on  Accreditation  and  Certified  for  Medicare 

MRS.  PLYLER’S 
NURSING  HOME 

KATE  E.  PLYLER  (1876-1947)  GENE  CLARK  REGIRER  (1912-1962) 

A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  353-3981 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy,  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities 
and  outings.  The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  8 5 acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  [1]  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

[2]  Samuel  N.  Workman,  M.D.  [3]  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 

Gill  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 

STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Scott  W.  Little 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Charles  T.  Akers,  Jr. 
Administrator 

A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology.  Otolaryngology, 
Surgery  for  Deafness,  Rhinoplastic  Sur- 
gery, Bronchoscopy  and  Esophagoscopy. 

Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance. 

For  further  information,  address: 

Administrator,  Box  1789,  Roanoke,  Virginia  24008 
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Alotof 

Americans 

are  suffering  from 

withdrawal 

symptoms. 


What’s  wrong? 

You’re  making  more  money  than 
you  ever  have. 

But  every  time  you  plan  on  putting 
money  into  your  savings,  you  end  up 
withdrawing  some. 

Maybe  you’re  buying  too  many 
little  things  you  don’t  really  need. 
Little  here,  little  there.  After  awhile 
it  adds  up. 

You  know,  that’s  just  the  theory 
behind  the  Payroll  Savings  Plan. 
You  sign  up  where  you  work,  and  they 
set  a little  aside  from  each  paycheck 
and  use  it  to  buy  U.S.  Savings  Bonds. 
You  don’t  really  miss  the  money  that 


way  . . . and  before  you  know  it, 
you’ve  got  a nest  egg  that’s  really 
worth  something. 

And  now  there’s  a bonus  interest 
rate  on  all  U.S.  Savings  Bonds — 
for  E Bonds,  S%%  when  held  to 
maturity  of  5 years,  10  months  (4% 
the  first  year).  That  extra  H%> 
payable  as  a bonus  at  maturity, 
applies  to  all  Bonds  issued  since 
June  1,  1970  . . . with  a comparable 
improvement  for  all  older  Bonds. 

The  Payroll  Savings  Plan.  A great 
way  to  save  a little  here,  a little  there 
and  end  up  with  a bankroll. 


Bonds  are  safe.  If  lost,  stolen,  or  destroyed, 
we  replace  them.  When  needed,  they  can  be 
cashed  at  your  bank.  Tax  may  be  deferred 
until  redemption.  And  always  remember, 
Bonds  are  a proud  way  to  save. 


Take  stock  in  America. 

Now  Bonds  pay  a bonus  at  maturity. 


©© 


The  U S.  Government  does  not  pay  for  this  advertisement. 
It  is  presented  as  a public  service  in  cooperation  with  The 
Department  of  the  Treasury  and  The  Advertising  Council. 
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The  bag  that  has 
earned  more  than 
125,000,000 

votes  of 
confidence. 


Over  the  years,  that’s  a lot 
of  confidence  in  prescrip- 
tions from  Peoples.  And 
we’re  justifiably  proud. 

But  since  we  opened 
shop  in  1905,  many  things 
have  changed.  Drug  indus- 
try research  has  developed 
better  ways  to  preserve 
health  and  serve  the  physi- 
cian. The  prescribing  phy- 


sician has  developed  more 
sophisticated  skills.  But 
one  thing  has  never 
changed — the  careful,  pro- 
fessional way  in  which  our 
pharmacists  personally  fill 
your  prescriptions. 

Filling  your  next  one  is  as 
important  to  us  as  the 
125,000,000  that  came  be- 
fore it. 


THESE  PEOPLES  DRUG  STORES  ARE  OPEN  24 
HOURS  A DAY  FOR  THE  CONVENIENCE  OF  YOU 
AND  YOUR  PATIENTS. 

Southside  Plaza/McGuire  Circle  at  Belt 
Blvd.  and  Hall  St.,  Richmond  BE  2-4566 
Barracks  Rd.  Center/Emmett  St. 

& Barracks  Rd.,  Charlottesville  293-9151 

Ward’s  Corner/Gramby  St.  & 

Little  Creek  Rd.,  Norfolk  588-5421 

Boulevard  and  Broad  Sts.,  Richmond  359-2497 

Lee  Highway  & Old  Dominion  Dr.,Arl,  522-0011 
...  and  5 other  stores  in  the  Metropolitan  Wash- 
ington area. 


PRESCRIPTION  DRUG  STORES 


WHEN  NEEDED,  RECOMMEND  A PEOPLES  “SAFETY  CAP”  PRESCRIPTION  CONTAINER  FOR  FAMILIES  WITH  SMALL  CHILDREN. 
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FICIAL  PUBLICATION  OF  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


IHE  FRANCIS  A.  COUNTWAY 

LIBRARY  OF  MEDICINE 
Poctopy 

18  JUI4  m 


1RGINIA 


JUNE  1071 


Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep. 23 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,’  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  201 0 
insomniacs,  1 706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


•'-t  FRANCIS  A.  COUNTWAYi 
LIBRARY  OF  MEDICINE 
pncroiM 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  al.:  "Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19, 1969.  2.  Kales,  A., 
etal.:  "Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file,  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


For  the  sleep  your  patients  need 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


NewT^V  £ 

Dalmane 

Cflurazepam  hydrochloride] 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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Vho’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents", 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax!.. it’s  predictable 

bisacodyl 


% 


GEIGV  PHARMACEUTICALS,  DIVISION  OF  GEIGV  CHEMICAL  CORPORATION,  ARDSLEY.  NEW  YORK 


10502 


UNDER  LICENSE  FROM  BOEHRINGER  INGELHElM  GMBH. 


or  the 
prevention 
of  the 
gripping 
pain  of 
angina 


PeritrateSA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey  07950 


Con- 

ven- 

ience! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Protect  your 
patients7  vacation 
fun  this  year  . . . 

PREVENT  PAINFUL  SWIMMERS  EAR 


AQI I -A  ear 

EASY  TO  USE  DROPS 

CLASSIC  FORMULATION 

2.5%  Boric  Acid  N.F.  in 
Isopropyl  Alcohol  N.F. 

SAFE  AND  EFFECTIVE. 

Recommend  AQUA- EAR 
drops,  or  simply  write 
"AQUA- EAR"  on  your 
prescription. 

Provided  in  easy  to  use, 
unbreakable  squeeze  bot- 
tles with  FULL  DIREC- 
TIONS ON  THE  BOTTLE. 


AQUA-LAB  A DIVISION  OF  FI  LAN  E E Q CORPORATION 
2 0 00  TATE  SPRINGS  ROAO.  LYNCHBURG,  VA.  2 A S C 1 


PE-GP-1 1 
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Peoples . . . always  ready  to  serve  your 
patient . . . with  all-night 
prescription  center  drug  stores. 


Southside  Plaza/McGuire  Circle  at  Belt 
Blvd.  and  Hall  St.,  Richmond  BE  2-4566 

Barracks  Rd.  Center/Emmett  St. 

& Barracks  Rd.,  Charlottesville  293-9151 

Ward’s  Corner/Gramby  St.  & 

Little  Creek  Rd.,  Norfolk  588-5421 

Boulevard  and  Broad  Sts.,  Richmond  359-2497 

Lee  Highway  & Old  Dominion  Dr 522-0011 

...  and  5 other  stores  in  the  Metropolitan  Wash- 
ington area. 


In  the  small  hours  of  the  evening  or  morning — 
when  your  patient  can’t  wait  to  have  his  prescrip- 
tion filled — call  the  Peoples  pharmacist  at  one  of 
the  numbers  listed  here.  He’s  ready  to  help  when 
it’s  too  early  for  anyone  else  to  lend  a hand. 

He’s  a good  man  to  know.  Any  time. 

Since  1905,  Peoples  has  filled  over  125  million 
prescriptions.  The 
next  one  we  fill  is 
just  as  important 
to  us  as  all  those 
in  between. 


PRESCRIPTION  DRUG  STORES 


WHEN  NEEDED,  RECOMMEND  A PEOPLES  "SAFETY  CAP”  PRESCRIPTION  CONTAINER  FOR  FAMILIES  WITH  SMALL  CHILDREN. 
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Thorazine 

Ihlorpromazme 


brand 


versatility 

quality 

experience 


Smith  Kline  & French  Laboratories  SK6f 


LEASING 

THE  ART  OF  USING  SOMEBODY  ELSE’S 
MONEY  TO  YOUR  ADVANTAGE. 

Why  not  take  your  hard  earned  money  and  put  it  in  good  sound 
investments  that  will  insure  your  comfortable  retirement  when  it's 
time  to  "take  down  the  shingle." 


Let  us  lease  you  the  medical  and  office  equipment  of  your  choice 
which  can  be  expensed  monthly. 


YOU  WANT  MORE  CASH  TO  INVEST? 

Let  us  buy  your  old  depreciated  equipment  for  the  original  invoice 
cost  and  lease  it  back  to  you.  By  the  way,  how  much  money  do 
you  have  tied  up  in  medical  equipment?  How  would  you  like  to 
have  that  much  in  CASH? 


Call  us  toll  free  in  Virginia  by  dialing  1-800-552-3886 

(Have  the  operator  dial  it  for  you  in  the  Charlottesville  area) 


DELTA  LEASING  COMPANY 


1017  UNITED  VIRGINIA  BANK  BUILDING,  RICHMOND,  VIRGINIA  23219  PHONE  703/643-7639 
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You  can't  fell  a redwood 
with  a hatchet 


njj/.'  i 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with:  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 

Theragran* 

High  Potency  Vitamin  Formula 

Theragran-M 

High  Potency  Vitamin  Formula  with  Minerals 


mi 


it 


v V J 

i . \ a v ,•  r ^ 

■? 


SQUIBB 


W/ 


'The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker/'” 

(&  E R.  Squibb  & Sons,  Inc.  1970 


' ■// ///A'  ■'  ^ 

'.«•  V-/V 


The  get-up-and-go 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with 
severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that  drowsi- 
ness may  result. 


Novahistine 
LP 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  R*  Pharmaceuticals,  Indianapolis 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


A Special  Message  for  Members  of  The 
Medical  Society  of  Virginia 


Long-term 
Group  Disability 
Insurance  at 
new  lower  rates 
for  members  under  50 


A Doctor’s  earned  income  can 
STOP  when  he  is  sick  or  hurt  and 
can’t  work.  Long-term  Group 
Disability  Insurance  could  provide 
the  needed  cash  when  this  happens. 

The  Medical  Society  of  Virginia  has 
offered  its  members  this  plan  since 
195  5.  Over  $1,000,000  in  benefits 
have  been  paid  out  to  members 
through  this  plan. 


Here  are  a few  of  the  advantages  of- 
fered by  this  plan: 

1.  Federal  income  tax-free  benefits 

2.  Lifetime  accident  benefits 

3.  Sickness  benefits  for  seven  years  or  to 
age  65. 

4.  Low  group  rates 

5.  Local  claim  service 

6.  Confinement  never  required  during 
disability 

7.  Unusually  liberal  definition  of  disability. 
INTERESTED?  Then  mail  the  coupon  below 
to  the  agency  nearest  you. 


Murphy  Insurance  & Travel, 
Inc. 

Charlottesville,  Va. 
295-4157 

ELB  Associates 
Suite  1118 
205  34th  Street 
Virginia  Beach,  Va. 
425-1892 


Administrators 

Morrison  & Agnor,  Inc. 
Lexington,  Va. 

463-4411 

Suter  Associates,  Inc. 
2425  Wilson  Boulevard 
Arlington,  Va.  22201 
525-6700 

E.  E.  Goodwyn  Agency 
Emporia,  Va. 

634-2611 

Underwritten  by 


G.  C.  French  Agency,  Inc. 

627  E.  Main  St. 

Richmond,  Va.  23219 
643-9138 

General  Insurance  of  Roanoke 
Shenandoah  Building 
Roanoke,  Va.  24011 
345-8148 


Commercial  Insurance  Company  of  Newark,  New  Jersey 
one  of 

The  Continental  Insurance  Companies 


Commercial  Insurance  Co. 
of  Newark,  N.  J. 

I would  like  more  information  about 
the  Long-term  Group  Disability  In- 
surance sponsored  by  The  Medical 
Society  of  Virginia. 


Name 

Phone 

Address 

City  

. State  
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when  manhood  ebbs 

1C  due  to  testicular 

\J I IO  U^iayUU  hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure. ..and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 

Halotestin^ 


(fluoxymestorone 

Upjohn) 

oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 


Halotestin® 

(fluoxymesterone,  Upjohn) 

Orally  active  androgen  about  5 times  as  potent 
In  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked.  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued. 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
sm  and  eunuchism.  Delayed  puberty  when  es- 
tablished as  not  a simple  familial  trait.  Indicated 
for  those  symptoms  of  panhypopituitarism  re- 
ated  to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
nent  therapy  remain  of  primary  importance. 
'-emale:  Palliation  of  androgen-responsive,  ad- 
'anced,  inoperable  breast  cancer  in  women  be- 
ween  1 and  5 years  postmenopausal  or  women 
n whom  castration  has  shown  the  tumor  to  be 
lormone  dependent.  Prevention  of  postpartum 
ireast  manifestations  of  pain  and  engorgement; 
here  is  no  satisfactory  evidence  that  this  drug 
irevents  or  suppresses  lactation  per  se.  In  os- 
soporosis  androgens  may  be  of  adjunctive 
alue  to  adequate  considerations  of  diet,  cal- 
ium  balance,  physiotherapy  and  general  health 
romoting  measures.  Males  and  Females:  In  the 
eatment  of  protein  depletion  states  which  oc- 
ur  in  geriatric  patients,  in  debilitation  states,  in 
hronic  corticoid  therapy,  resistant  fractures; 
ryptorchidism;  creating  a positive  nitrogen  bal- 
nce,  tissue  repair  and  other  anabolic  effects, 
ndrogenic  steroids  may  produce  a response  in 
plastic  anemias,  myelofibrosis,  myelosclerosis, 
gnogenic  myeloid  metaplasia  and  hypoplastic 
nemias  due  to  malignancy  or  myelotoxic  drugs, 
ndrogens  are  not  of  value  in  other  anemias, 
ontraindications  Pregnancy  (may  virilize  fe- 
iale  fetus),  mammary  carcinoma  in  the  male, 
rostatic  carcinoma,  severe  liver  disease,  severe 
ardiorenal  disease  and  severe  persistent  hy- 
rcalcemia. 

recautions  Employ  with  caution  in  young  boys 
avoid  precocious  sexual  development  and 
emature  epiphyseal  closure.  Androgens  tend 
promote  retention  of  sodium  and  water,  there- 
re,  watch  for  edema— particularly  in  the  elderly, 
cidence  and  severity  of  edema  have  been 
inimal  and  have  been  associated  only  with 
gh  doses  used  for  palliation  of  breast  cancer, 
^percalcemia  may  occur,  particularly  in  patients 
th  metastatic  breast  carcinoma;  if  this  occurs 
e drug  should  be  discontinued.  Changes  in 
er  function  tests,  such  as  increased  BSP  re- 
gion and  SGOT  levels,  can  occur  during  ther- 
y.  Jaundice  has  been  rarely  reported.  If  liver 
iction  tests  are  altered,  discontinue  medica- 
n or  reduce  dose.  Priapism  is  indicative  of 
cessive  dosage  and  is  indication  for  tempo- 
y withdrawal  of  drug.  When  treating  protein 
pletion  states  or  osteoporosis,  an  adequate 
t should  be  provided  and  prolonged  immobili- 
:ion  avoided  whenever  possible.  When  treating 
lastic  or  hypoplastic  anemias,  androgen  ther- 
y should  not  replace  other  measure  such  as 
nsfusion,  correction  of  iron  deficiency,  anti- 
terial  therapy,  and  the  use  of  corticosteroids, 
verse  reactions  Nausea,  dyspepsia,  men- 
Jal  irregularities,  hepatic  dysfunction,  pria- 
m,  edema,  precocious  sexual  development, 
premature  epiphyseal  closure  in  young 
ients  have  been  reported.  Male  — Prolonged 
inistration  or  excessive  dose  may  cause 
ibition  of  testicular  function  with  oligospermia 
decreased  ejaculation  volume.  Female  — 
ge  doses  or  prolonged  administration  may 
iduce  masculinization  with  signs  such  as  hir- 
ism,  deepening  of  the  voice,  enlargement  of 
clitoris,  acne,  and  sometimes,  increased 
Ido. 

£ oplied  Tablets:  2 mg.,  scored  — bottles  of  100./ 
‘ng.,  scored  — bottles  of  50  /10  mg.,  scored 

ottles  of  50. 

additional  product  information,  see  your 
ohn  representative  or  consult  the  package 

;ular 

The  Upjohn  Company,  Kalamazoo.  Michigan 


Old  age 


V Convalescence 

p*r 

V 


Adolescence 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  Bl2, 

protective  quantities  of 
potassium,  in  a palatable  and 
; readily  assimilated  form. 


gastroi 

conditi 


Supplied  in  bottles  of  2 or  6 fluidounces. 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Guest.  Editorial^ . . . . 

A Physician  s Prayer  for  1971 

"Dear  Lord  and  Father  of  mankind  forgive  our  foolish  ways, 
reclothe  us  in  our  rightful  mind,  in  purer  lives  thy  service  find, 
in  deeper  reverence  praise.” 

( The  Brewing  of  Soma,  by  John  Greenleaf  Whittier — 1872) 

OH,  LORD,  spare  us  from  those  who  pretend,  for  political  reasons, 
that  they  know  better  than  physicians  how  to  practice  medicine. 
They  tell  us  that  American  medicine  is  in  a great  crisis  when  we  have 
the  best  medical  care  in  the  world  and  even  better  than  this  country  had 
twenty  or  thirty  years  ago.  They  stir  up  people  and  tell  them  they  are 
poor  when  many  did  not  know  it,  that  they  are  lacking  in  medical  care 
when  they  were  not  aware  of  it.  They  promise  instant  universal  wealth 
and  health  when  it  cannot  be  delivered  on  this  earth.  They  would  have 
every  citizen,  for  political  purposes,  think  that  all  are  equal  in  talents, 
health,  ambition  and  of  equal  desire  for  material  possession  when,  Oh 
Lord,  as  thou  knowest,  this  is  not  so.  Forgive  their  foolish  ways! 

We  know  that  no  human  being  is  like  any  other  and  that  each  has  his 
own  peculiar  strength  and  weakness,  hopes  and  fears.  We  know  that 
most  of  man’s  traits  are  genetically  determined  and  that  environment 
plays  only  a lesser  role  in  character  and  personality  developments.  Some 
politicians  accuse  society  for  the  faults  of  the  individual.  The  criminal 
and  the  militant  radical  is  excused  of  his  antisocial  behavior  on  the  ground 
that  it  is  society’s  fault.  Help  us  to  reveal  the  sophistry  of  their  pernicious 
doctrine.  Forgive  their  foolish  ways! 

Spare  us  from  those  who  believe  every  child  should  acquire  a college 
education  regardless  of  his  interest  or  intellectual  capacity.  Instill  in  our 
society  again  the  concept  of  the  dignity  of  work  no  matter  how  menial, 
but  help  us  to  realize  that  even  the  ditch  digger,  if  he  is  a good  one,  makes 
a contribution  to  society  and  enhances  his  own  dignity.  Reclothe  them 
in  their  rightful  mind! 

Spare  us  from  half-baked  and  immature  appraisals  of  medical  facili- 
ties by  coached  teen-agers  and  demagogues  whose  youthful  and  political 


gaze  have  for  the  first  time  witnessed  the  ravages  of  chronic  disease, 
old  age  and  poverty. 

Spare  us  from  those  government  agencies  which  tell  us  what  to  pre- 
scribe, what  not  to  prescribe,  when  their  bureaucrats  know  not  how  to 
write  a prescription  nor  how  to  heal  the  sick.  Forgive  their  foolish  ways! 

Spare  us  from  unjust  criticism  which  destroys  our  effectiveness  for 
the  sick.  Our  goal  is  not  money  or  social  prestige  or  professional  pride 
but  to  be  thine  instruments  in  the  science  and  art  of  healing. 

Spare  us  from  those  who  think  the  racial  problem  can  be  quickly 
solved.  Teach  us  to  live  with  other  races  without  trying  to  change  them 
into  our  own  image  or  ours  to  theirs.  Compulsion  has  never  achieved 
harmony,  oh  Lord,  but  help  us  to  champion  harmony  and  not  strife. 
Reclothe  them  in  their  rightful  mind! 

Forgive  those  who  believe  that  all  hunger  and  poverty  can  be  removed 
by  political  means  and  money.  Ffelp  them  to  understand  that  there  is  a 
built-in  fault  in  human  society  that  will  continue  as  a part  of  it  regard- 
less of  demagoguery  and  social  experimentation  to  the  contrary.  Ob- 
viously, this  does  not  mean  we  should  stop  trying  to  relieve  human  suffer- 
ing but  continue  in  a rational  way  and  not  for  political  gain.  Reclothe 
them  in  their  rightful  mind! 

Spare  us  from  the  foolishness  of  much  in  organized  religion.  Oh  Lord, 
how  can  the  true  church  or  any  true  religion  support  militants  whose 
avowed  purpose  is  to  destroy  all  that  is  good  in  society  and  religion.  For- 
give their  foolish  ways! 

Help  us  to  remember  the  motto  on  our  coins  reads  not  "In  man  we 
trust”,  but  "In  God  we  trust”.  In  purer  lives  thy  service  find. 

Help  us  to  live  with  the  knowledge  and  belief  that  man’s  chief  end  is 
to  glorify  God  and  enjoy  Him  forever  and  that  if  all  men  believe  and 
practiced  this,  all  of  our  other  problems  would  disappear. 

Forgive  us  when  we  have  failed  to  take  leadership  in  health  matters 
because  we  have  been  preoccupied  with  our  own  demanding  practices.  In- 
crease our  vision  and  expand  our  sympathies.  In  purer  lives  thy  service 
find  in  deeper  reverence  praise. 

Protect  us  from  the  arrogance  of  the  ultra  liberal  who  believes  human 
ingenuity  can  solve  all  problems  and  from  the  ultra  conservative  who 
resents  any  change  that  is  not  brought  on  by  natural  causes.  In  purer 
lives  thy  service  find. 

Oh  Lord,  give  us  as  physicians  humble  hearts,  sound  minds,  and  a 
renewed  dedication  to  follow  in  the  path  of  the  Great  Physician. 

And  lastly,  Lord,  grant  us  world  peace. 

J.  P.  L.,  M.D. 
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The  Normal  Thyroidal  Radioiodine  Uptake 

HALCOTT  T.  HADEN,  M.D. 
JOHN  W.  MELTON,  III,  M.D. 
Richmond,  Virginia 


A change  in  the  iodine  content  of 
the  diet  has  caused  a change  in 
“ range  of  normal ” for  thyroidal 
radioiodine  uptake  in  most  areas 
of  this  country.  Uptake  measure- 
ments from  a group  of  euthyroid 
individuals  are  presented. 


The  uptake  of  radioiodine  by 

the  thyroid  gland  has  been  widely  used 
for  over  fifteen  years  as  a measure  of  thy- 
roid function.  Initially  techniques  were  so 
variable  that  results  were  not  comparable. 
Later,  as  the  technique  became  standard- 
ized, a generally  recognized  normal  range 
of  about  15-45%  for  the  24  hour  uptake 
became  established  in  the  United  States.  Re- 
cently it  has  been  suggested  that  the  normal 
range  in  most  of  the  United  States  has 
changed  and  is  now  lower  than  previously 
because  of  increased  iodine  in  the  diet. 

We  have  recently  determined  thyroid  up- 
takes in  a group  of  normal  subjects  in  order 
to  establish  our  present  normal  values.  The 
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results  are  presented  and  some  implications 
regarding  the  normal  range  are  discussed. 

Methods 

Thyroid  uptake  measurements  were  per- 
formed on  a group  of  2 5 subjects  chosen 
from  the  patients  and  staff  of  the  V.A.  Hos- 
pital. All  subjects  were  clinically  euthyroid. 
No  subjects  were  accepted  who  had  a past 
history  of  thyroid  disease  or  who  had  recent 
exposure  to  any  of  a group  of  drugs1  known 
to  affect  the  thyroid  uptake  measurements. 
In  this  prospective  group,  the  thyroid  up- 
take was  measured  at  one,  three,  five  and  24 
hours  after  tracer  administration. 

Another  retrospective  group  was  obtained 
by  reviewing  the  last  69  consecutive  thyroid 
uptake  studies  performed  routinely  by  the 
radioisotope  laboratory.  The  hospital  rec- 
ord of  each  of  these  patients  was  reviewed 
and  those  patients  were  eliminated  who  had 
evidence  of  previous  treatment  for  thyroid 
disease,  altered  thyroid  function  by  other 
test,  or  exposure  to  drugs  known  to  alter 
thyroid  uptake.  After  eliminating  this 
group,  27  patients  were  left  who  were  felt 
to  have  normal  thyroid  function.  Uptakes 
were  measured  at  five  hours  and  24  hours 
in  this  group. 

Subjects  received  tracer  doses  of  10  to  5 0 
microcuries  of  I.1  1 sodium  iodide  in  a cap- 
sule. Breakfast  was  delayed  until  one  hour 
after  tracer  administration  but  liquids  were 
not  prohibited.  Uptake  measurements  were 
made  using  a Nuclear-Chicago  Model  DS- 
201  detector  with  a 2-inch  diameter  scin- 
tillation crystal  and  20  flat  field  collimator 
connected  to  a Model  132  B Analyzer.  The 
spectrometer  was  set  to  accept  gamma-ray 
energies  of  314-414  Kev.  All  subjects  were 
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supine  with  the  detector  at  2 5.4  cm.  above 
the  anterior  surface  of  the  neck  at  the  mid 
point  between  the  suprasternal  notch  and 
the  thyroid  cartilage.  At  least  5 0,000  counts 
were  accumulated  for  each  measurement. 
The  standard  consisted  of  a capsule  of  equiv- 
alent radioactivity  contained  in  a 5 -inch 
diameter  by  5 -inch  long  lucite  neck  phan- 
tom (Picker  Nuclear  Model  N 1-93793). 
For  1-hour  and  3 -hour  determinations  a 
thigh  count  was  obtained  over  a point  10 
cms.  craniad  from  the  upper  border  of  the 
patella  as  an  approximation  of  the  extra- 
thyroidal  neck  activity.  Results  were  all  ex- 
pressed to  the  nearest  1%  uptake. 

Results 

The  results  of  these  studies  are  presented 
in  Table  I.  A histogram  showing  the  distri- 


TABLE  I 

Thyroid  Uptakes  in  Euthyroid  Subjects 
Richmond,  Virginia — 1970 


Time 

Range 

Mean 

Median 

1 hr. 

1-  8% 

4.25% 

4% 

3 hr. 

5-13% 

8.  5% 

8% 

5 hr. 

6-18% 

11.  5% 

11% 

24  hr. 

8-36% 

20.  1% 

19% 

Table  1.  Results  of  thyroid  uptakes  in  euthyroid  subjects 
at  1 hour,  3 hour,  5 hour  and  2+  hour. 


bution  of  the  24-hour  uptake  values  in  5 2 
patients  is  shown  in  Fig.  1. 

Discussion 

In  the  early  stages  of  the  use  of  the  thy- 
roidal radioiodine  uptake,  it  was  recognized 
that  the  percent  of  uptake  is  related  to  the 
amount  of  iodide  ingested  and  that  the  aver- 
age normal  varied  in  different  communi- 
ties."13 In  the  United  States  the  range  of 
approximately  15-45%  was  generally  ac- 
cepted as  a range  which  gave  fairly  good 
separation  of  normals  from  abnormals.4,5,6 
Obviously  these  have  never  been  considered 
absolute  normal  limits  and  the  considerable 


overlap  of  the  normal  and  abnormal  ranges 
has  always  been  recognized. 

In  1969  Pittman  and  associates  pointed 
out  that  the  24-hour  thyroidal  uptake  in 
normal  subjects  had  changed  in  the  com- 
munity of  Birmingham,  Alabama,  and 
showed  that  the  normal  range  is  now  con- 
siderably lower  than  it  was  nine  years  pre- 
viously.' He  found  that  the  mean  normal 
24-hour  uptake  in  1959  was  28.6%  and  in 
1968  this  was  15.4%  with  a standard  devia- 
tion of  6.5%.  This  change  was  attributed 
to  an  increase  in  the  iodide  content  of  the 
diet,  largely  due  to  the  iodide  introduced 
into  bread  by  a new  production  method/ 
This  continuous-mix  process  of  bread  man- 
ufacture using  iodine  containing  additives 
is  now  widespread  in  the  United  States  and 
presumably  this  change  has  occurred  gen- 
erally throughout  this  country. 

Our  results  are  in  general  agreement  with 
those  of  Pittman.  Although  our  previous 
normal  group  was  done  with  different 
equipment  and  is  therefore  not  comparable, 
there  appears  to  have  been  a significant  de- 
crease in  the  normal  range.  The  previous 
normal  of  15-45%  is  certainly  no  longer 
applicable  to  this  area.  The  mean  normal 
24-hour  uptake  found  by  Pittman  was  low- 
er than  that  from  our  data  but  the  range 
of  normal  uptakes  observed  by  him  appears 
similar  to  that  in  this  study. 

It  must  be  recognized  that  the  change 
which  has  occurred  is  not  static  but  repre- 
sents a continuing  process.  As  methods  of 
food  preparation  change,  the  iodine  intake 
may  be  drastically  altered  and  the  thyroidal 
radioiodine  uptake  will  inevitably  reflect 
these  changes.  Such  changes  may  affect  only 
certain  communities  and  are  unlikely  to 
occur  uniformly  throughout  the  nation. 

Another  problem  affecting  the  determi- 
nation of  the  normal  thyroid  uptake  involves 
the  statistical  treatment  of  the  uptake  data. 
It  has  been  noted  by  several  authors7,9,10  that 
the  distribution  of  thyroid  uptake  values  in 
normal  subjects  is  skewed  and  does  not  have 
a symmetrical  Gaussian  or  "normal”  distri- 
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bution.  Despite  this  knowledge,  most  au- 
thors have  presented  their  data  in  terms  of 
the  mean  and  standard  deviation.  This  treat- 
ment is  not  properly  applied  to  non-Gaus- 
sian  distributions11  and  leads  many  readers 
to  assume  that  the  range  included  by  — 2 
standard  deviations  will  include  95.5%  of 
the  normal  subjects.  This  is  not  correct 
because  of  the  skewed  distribution  and  will 
lead  to  the  establishment  of  improper  nor- 
mal values. 

Our  data  show  a skewed,  non-Gaussian 
distribution  as  illustrated  by  the  histogram 
in  Fig.  1.  We  have  found  that  these  data 
also  do  not  fit  a log-normal  distribution.  The 
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Fig.  1.  Histogram  showing  distribution  of  24-hour  thyroid 
uptake  values  in  52  euthyroid  subjects. 


standard  deviation  for  the  24-hour  uptake 
in  the  1970  group  was  7.5%  but  we  do  not 
feel  that  this  is  useful  in  establishing  the 
normal  range. 

Although  it  is  clear  that  the  average  nor- 
mal thyroid  uptake  has  decreased  somewhat 
in  this  area  over  the  past  decade,  the  ques- 


tion of  what  normal  range  should  be  applied 
is  uncertain.  No  range  can  be  established 
which  will  entirely  exclude  abnormals.  The 
range  which  gives  the  best  separation  be- 
tween normals  and  abnormals  can  only  be 
determined  by  accumulating  large  numbers 
in  both  groups.  At  present  we  feel  that  the 
observed  range  of  values  found  in  the  nor- 
mal group  gives  the  most  useful  range  and 
we  are  therefore  currently  using  a normal 
range  of  8-36%  for  the  24-hour  uptake. 

For  the  use  of  any  test,  the  clinician  must 
have  some  guidelines  as  to  the  results  to  be 
expected  in  normal  subjects.  However,  we 
certainly  do  not  wish  to  imply  that  the  use 
of  this  normal  range  will  define  the  euthy- 
roid group.  The  thyroidal  uptake  is  a useful 
test  but  it  can  be  used  properly  only  with 
careful  clinical  patient  evaluation  and,  if 
necessary,  supplementation  by  other  studies. 

Summary 

The  normal  thyroidal  radioiodine  uptake 
has  decreased  in  some  areas  during  the  past 
decade  and  this  change  has  probably  oc- 
curred throughout  most  of  the  United 
States.  This  is  presumably  due  to  an  increase 
in  the  average  dietary  iodine  intake.  The 
normal  range  is  difficult  to  define  due,  in 
part,  to  the  fact  that  the  normal  subjects 
have  a skewed,  non-Gaussian  distribution. 
The  range  of  values  found  in  a group  of  5 2 
euthyroid  subjects  is  presented. 
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Veterans  Administration  Hospital 
Richmond , Virginia  23219 


Then  and  Now 

I was  operated  on  in  1943; 

Had  to  stay  in  bed  ten  days — you  see; 

My  incision  went  north  and  south; 

I mean  it  wasn’t  cut  the  shape  of  my  mouth. 

Now  Marjorie’s  incision  is  shaped  like  a 
smile; 

It  must  be  new — the  latest  style; 

Marjorie  got  up  the  next  day  and  walked, 
And  looked  so  good,  even  talked. 

But  a friend  of  mine  brought  flowers  the 
second  day; 

I don’t  remember  saying  thanks  or  OK.  . . , 
But,  the  doctors  took  away  the  same  things 
you  see, 

And  they  still  call  it  a hysterectomy. 

{Written  by  the  mother  of  a patient  of  Dr.  Gordon 
G.  Birdsong,  Franklin) 
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The  Role  of  Surgery  in  the  Painful  Arthritic  Hip 

ROBY  C.  THOMPSON,  JR.,  M.D. 
Charlottesville,  Virginia 


The  different  types  of  operative 
procedures  available  for  painful 
arthritic  hips  are  described  and 
there  is  discussion  of  the  factors 
to  be  considered  in  selecting  the 
best  procedure  for  the  individual 
case. 


HE  SPECTRUM  OF  PATIENTS  with 
painful  disorders  of  the  hip  varies  great- 
ly, and  measures  to  alleviate  their  pain  must 
be  tailored  to  the  individual  patient.  Even 
though  many  patients  with  painful  arthritic 
hips  do  well  with  conservative  treatment  for 
varying  periods  of  time,  because  of  the  in- 
exorably progressive  natural  history  of  ar- 
thritis in  the  hip  joint  a significant  number 
do  become  candidates  for  surgery. 

Classification  of  Painful  Hips 

Disabling  arthritis  of  the  hip  generally 
results  from  degenerative  joint  disease, 
rheumatoid  arthritis,  or  its  variants.  Acute 
infectious  arthritis,  tuberculosis,  gout,  pig- 
mented villonodular  synovitis,  and  neo- 
plasms account  for  a small  percentage  of 
painful  hips  and  are  usually  diagnosed  on 
the  basis  of  a characteristic  radiographic 
and  clinical  picture. 

Degenerative  arthritis  (osteoarthritis) 
may  be  primary  (idiopathic),  or  secondary 
to  any  condition  producing  incongruity  of 
the  joint  surfaces.  Trauma  to  the  femoral 

From  the  Department  of  Orthopedic  Surgery,  Uni- 
versity of  Virginia  Hospital. 


head  or  acetabulum,  avascular  necrosis  of 
the  femoral  head,  old  slipped  capital  femoral 
epiphysis,  congenital  dislocations  of  the  hip, 
and  the  end  stages  of  rheumatoid  arthritis 
or  gout  account  for  most  of  the  readily  diag- 
nosed conditions  preceding  osteoarthritis. 

Pathologic  Physiology  of  the 
Painful  Hip 

Pain  as  a symptoms  of  arthritis  of  the  hip 
is  a result  of  several  factors.  Since  articular 
cartilage  has  no  nerve  supply,  injury  to  the 
cartilage  surfaces  alone  produces  no  pain. 
Synovium  has  sparse  free  nerve  fibers  but 
the  capsule  of  the  joint  is  rich  in  neural 
fibers  and  the  secondary  synovitis  with 
effusion  and  distention  of  the  joint  capsule 
is  accountable  for  some  of  the  pain.  As 
degenerative  changes  progress,  there  is  vas- 
cular engorgement  of  the  subchondral  bone, 
which  many  investigators  feel  is  one  of  the 
primary  sources  of  pain  in  osteoarthritis. 
Contractures  around  the  hip  secondary  to 
pain  create  unbalanced  muscle  forces,  which 
cause  continued  pressure  on  the  hip,  even 
in  the  absence  of  weight-bearing.  The  bio- 
mechanics of  the  hip  joint  are  such  that, 
with  a flexion  contracture  of  the  hip  and 
weakness  of  the  abductor  muscles,  a typical 
lurching  gait  is  used  by  the  patient  in  order 
to  maintain  stability  in  walking,  and  to  de- 
crease the  force  placed  on  the  femoral  head 
during  the  stance  phase  of  gait.  These  pat- 
terns tend  to  accentuate  the  contractures 
with  a vicious  cycle  of  pain-spasm-pressure 
on  the  hip-pain-etc. 

Operative  Procedures 

The  primary  aim  of  all  operative  pro- 
cedures on  the  hip  is  relief  of  pain.  Secon- 
dary aims  depend  on  the  individual  patient’s 
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age,  his  vocation,  and  economic  factors.  In 
some  patients,  stability  of  the  hip  is  more 
desirable  than  mobility.  For  example,  the 
young  farmer  who  is  on  his  feet  all  day  is 
better  served  with  a stable  painless  hip  than 
a middle-aged  secretary  who  is  sitting  most 
of  her  life  and  requires  a mobile  hip  in  con- 
trast to  a stable  hip.  The  choice  of  operative 
procedure  depends  on  the  above  factors,  as 
well  as  the  general  medical  condition,  wheth- 
er both  hips  are  involved,  and  the  availability 
to  the  patient  of  rehabilitation  facilities  dur- 
ing the  convalescent  period. 

Some  of  the  most  useful  procedures  in 
treating  hip  disease  are:  arthrodesis  of  the 
hip,  resection  of  the  hip,  mold  arthroplasty, 
prosthetic  replacement  of  the  femoral  head, 
osteotomy  of  the  hip,  and  most  recently, 
total  hip  replacement  with  metallic  or  plas- 
tic components.  The  following  cases  illus- 
trate the  use  of  different  procedures  based 
on  considerations  as  listed  above. 

Arthrodesis  of  the  hip  is  an  excellent  pro- 
cedure which  produces  a stable  painless  hip, 
and  has  stood  the  test  of  time  over  many 
years  of  observation.  It  allows  the  patient 
to  be  on  his  feet  full-time  and  perform 
heavy  labor.  The  obvious  disadvantage  of  a 
hip  arthrodesis  is  that  it  eliminates  motion 
of  the  hip.  In  addition,  it  requires  at  least 
four  months  in  a plaster  spica  cast  before 
the  patient  can  begin  ambulating.  It  is 
usually  contraindicated  in  bilateral  hip 
disease. 

The  following  illustrative  case  was  felt 
to  be  a suitable  candiate  for  hip  fusion  at 
the  University  of  Virginia  Flospital.  J.K.S. 
was  an  18  year  old  boy  who  was  initially 
seen  at  age  1 5 with  complaints  of  pain  in 
the  right  knee.  He  was  treated  in  a cylinder 
cast  for  a period  of  three  weeks  and  was  then 
advised  to  ambulate  without  support.  Six 
months  following  this,  he  was  continuing  to 
limp  and  x-rays  of  the  hip  revealed  a slipped 
capital  femoral  epiphysis  on  the  right  side. 
In  addition,  an  early  pre-slipped  femoral 
epiphyses  was  noted  on  the  left  side.  He  was 


referred  to  the  University  of  Virginia  Hos- 
pital where  an  attempt  at  reduction  with 
traction  was  made  on  the  right  hip  and  the 
patient  was  then  taken  to  the  operating 
room  where  internal  fixation  with  threaded 
pins  was  carried  out  on  both  sides.  Because 
adequate  reduction  could  not  be  obtained 
on  the  right,  the  threaded  pins  were  subse- 
quently removed  (Fig.  la).  He  continued 
the  use  of  crutches  during  the  interim  pe- 
riod of  time  for  two  years  at  which  time 
x-rays  revealed  complete  dissolution  of  the 
femoral  neck  and  probable  necrosis  of  the 
femoral  head  (Fig.  lb).  It  was  elected  at 
this  point  to  proceed  with  an  arthrodesis  of 
the  right  hip  because  of  the  significant 
shortening  present  and  because  his  left  hip 
appeared  to  be  essentially  normal  on  x-ray 
at  this  time.  Six  months  after  his  fusion  he 
was  walking  with  the  use  of  a single  cane. 
Nine  months  following  surgery  he  was  walk- 
ing unassisted  and  has  returned  to  full  activ- 
ity without  additional  support  (Fig.  lc). 


Mold  arthroplasty  is  an  extremely  useful 
procedure  which  is  based  on  the  principle 
of  removing  damaged  cartilage  and  bone 
from  the  hip  joint  to  a level  of  viable  bleed- 
ing bone  producing  a congruous  ball  and 
socket  joint.  Between  these  two  surfaces  is 
interposed  a metallic  mold,  or  cup,  to  pre- 
vent the  hip  from  fusing  and  allow  regen- 
eration of  fibro-cartilage  beneath  the 
interposed  metallic  surface.  The  patient  is 
required  to  be  in  the  hospital  for  approxi- 
mately six  weeks  and  must  be  non-weight- 
bearing on  crutches  for  at  least  six  months 
to  allow  mature  fibro-cartilage  to  develop 
beneath  the  mold.  During  this  period  of 
time,  an  intensive  program  of  physical 
therapy  is  necessary  to  maintain  motion  of 
the  hip  and  to  restore  the  muscle  function 
about  the  hip  to  good  strength.  The  mold 
arthroplasty  may  be  expected  to  produce 
continuous  improvement  up  to  two  or  three 
years  post-surgery.  Many  patients  with  de- 
generative arthritis  of  the  hip  joint  have 
continued  to  improve  their  results  up  to  ten 
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years  post-surgery.  Since  it  has  been  in  use 
over  30  years,  it  is  the  procedure  of  choice 
at  the  present  time  in  the  young  patient 
with  degenerative  joint  disease,  and  allows 


judgment  from  the  surgeon.  It  is  econom- 
ically taxing  to  the  patient  and  is  not  suit- 
able for  this  reason  in  many  cases. 

R.H.W.  was  a 32  year  old  designer  whose 


Fig.  1.  J.  K.  S.,  18  year  old,  slipped  capital  c.  Arthrodesed  right  hip,  nine  months  post 
femoral  epiphysis.  surgery.  The  Smith-Peterson  nail  which 

a.  Hip  joints  following  attempted  closed  had  backed  out  of  the  trochanter  some 

reduction  on  the  right  and  internal  fixa-  during  his  healing  period  was  not  pal- 

tion  of  minimal  slip  on  the  left.  pable  in  this  obese  young  male  and  did 

b.  Condition  of  right  hip  joint  after  two  not  present  any  problem, 

years  on  crutches,  with  essentially  normal 

left  hip  joint. 


the  possibility  of  future  surgical  interven- 
tion in  the  event  that  other  procedures  may 
be  necessary.  The  disadvantages  of  this  pro- 
cedure are  obvious,  since  it  requires  an  in- 
tensive program  of  physical  therapy,  re- 
quires at  least  six  weeks  in  the  hospital, 
and  six  months  of  non-weight-bearing  in 
order  to  produce  a good  long-term  result. 
The  procedure  itself  is  technically  difficult, 
and  requires  exceptional  knowledge  and 


primary  job  required  him  to  be  seated  most 
of  the  day.  He  had  noted  the  onset  of  pain 
and  "giving  way”  in  the  region  of  the  right 
buttock  and  groin  for  18  months  prior  to 
his  initial  visit  to  the  University  of  Virginia 
Hospital.  X-rays  of  his  hip  joints  (Fig. 
2a)  revealed  destructive  changes  in  the  right 
femoral  head  which  were  interpreted  as 
avascular  necrosis.  The  etiology  of  this  con- 
dition was  undetermined  and  did  not  be- 
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come  apparent  after  thorough  medical  eval- 
uation. In  May  of  1969,  a mold  arthroplasty 
of  the  right  hip  was  performed,  at  which 
time  the  suspected  avascular  necrosis  was 
found ; however,  there  was  good  viable  bone 


as  good  as  a cup  arthroplasty  and  once 
a prosthetic  replacement  has  been  made, 
there  is  no  working  stock  of  femoral  head 
and  neck  to  be  utilized  for  secondary 
procedures. 


Fig.  2a.  R.  H.  W.,  32  years  old,  right  hip  showing  cystic  b.  Nine  months  post-arthroplasty,  with  a vitallium 
changes  involving  the  dome  of  the  femoral  head,  with  mold  covering  the  right  femoral  head,  and  wires  in- 

some  areas  of  viable  bone  surrounding  this  area.  The  dicating  the  positions  to  which  the  greater  trochanter 

left  hip  appears  normal  on  these  films,  was  transposed.  There  is  some  ectopic  bone  forma- 
tion present  around  the  hip  joint,  which  did  not  sig- 

nificantly limit  his  motion. 


surrounding  the  area  of  necrosis  which  re- 
sulted in  enough  femoral  head  to  be  covered 
with  a vitallium  mold.  The  greater  tro- 
chanter was  transplanted  distally  to  elongate 
the  neck  and  restore  the  abductor  mechan- 
ism to  its  normal  alignment.  His  post- 
operative course  was  uneventful  and  when 
seen  six  months  post-surgery,  he  had  a near 
normal  range  of  motion  of  the  hip,  no  pain 
and  was  walking  with  the  use  of  one  cane 
(Fig.  2b).  It  is  anticipated  that  he  will 
improve  over  a period  of  two  or  three  years. 

Prosthetic  replacement  arthroplasty  is  a 
useful  procedure  in  the  elderly  patient  and 
in  the  patient  who  has  no  working  stock  of 
femoral  head  to  allow  the  use  of  a mold 
arthroplasty.  The  convalescence  in  those 
patients  with  degenerative  joint  disease  fol- 
lowing this  procedure  is  similar  to  that  of  a 
mold  arthroplasty,  because  their  muscle 
strength  must  be  restored  for  hip  stability. 
In  many  cases,  a prosthesis  provides  a more 
stable  hip  joint  than  a cup  arthroplasty  does 
initially;  however,  long-term  results  are  not 


E.C.B.  was  a 5 5 year  old  lady  who  was 
seen  in  September,  1968,  two  years  follow- 
ing an  intracapsular  fracture  of  the  right 
hip  which  was  internally  fixed  in  good  posi- 
tion. She  continued  to  have  pain  in  her  groin 
and  thigh  during  the  interim  period  of  time 
and  had  the  internal  fixation  device  removed 
without  any  improvement  in  pain.  X-rays 
two  years  post-fracture  (Fig.  3a)  revealed 
changes  of  avascular  necrosis  of  the  femoral 
head,  and  it  was  anticipated  that  a mold 
arthroplasty  would  be  performed  in  this 
patient.  At  the  time  of  surgery,  there  was 
essentially  no  viable  bone  in  the  femoral 
head  or  neck  so  that  replacement  arthro- 
plasty was  elected  as  the  procedure  of  choice. 
Her  post-operative  course  was  uneventful. 
She  was  maintained  on  crutches  for  a period 
of  six  months  with  physical  therapy  similar 
to  that  used  for  a cup  arthroplasty.  She  has 
continued  to  do  well  subsequently,  and  now 
is  able  to  walk  without  support  except  for 
long  distances  (Fig.  3b). 

Total  hip  replacement  is  a new  procedure 
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which  has  been  utilized  in  Great  Britain 
since  the  early  1960’s  with  good  results. 
There  are  several  types  of  total  hip  replace- 
ment, all  of  which  involve  an  acetabular 


femoral  component  require  a methacrylate 
polymer  to  cement  these  components  into 
the  respective  bony  parts.  This  polymer  has 
been  used  since  1954,  in  Great  Britain  with 


Fig.  3a.  E.  C.  B.,  55  year  old  female,  two  years  post  frac-  b.  Prosthetic  replacement  of  the  femoral  head  and  neck, 
tured  neck  of  femur,  with  flattening  of  the  femoral 
head  and  changes  of  avascular  necrosis. 


and  a femoral  head  component.  At  the 
University  of  Virginia  Hospital,  the  Muller 
modified  Charnley  hip  prosthesis  has  been 
chosen  for  total  hip  replacement  in  selected 
candidates.  It  provides  excellent  early  mo- 
tion, allows  the  patient  to  be  ambulatory 
with  crutches  in  a matter  of  one  to  two 
weeks,  and  produces  a very  stable,  painless 
hip  joint.  The  disadvantages  of  this  pro- 
cedure are  twofold.  Since  this  is  a relatively 
new  operative  procedure  and  has  only  pro- 
vided seven  years  of  follow-up  to  date,  the 
long  term  results  of  metal  on  plastic  as  an 
artificial  weight  bearing  joint  are  yet  to  be 
determined.  There  is  evidence  that  a small 
amount  of  wear  is  present  between  the  me- 
tallic femoral  head  and  the  high  density 
polyethylene,  but  up  to  this  point  wear  has 
not  been  a significant  problem.  In  addition, 
the  use  of  the  plastic  socket  and  the  metallic 


rewarding  results  and  with  only  minor  com- 
plications. However,  in  using  this  type  of 
material  the  incidence  of  infection  is  higher 
than  in  comparable  operative  procedures 
without  the  use  of  cement.  For  these  reasons 
total  hip  replacement  is  being  reserved  for 
those  patients  unsalvageable  by  standard 
techniques  and  for  elderly  patients  who  are 
not  suitable  candidates  for  other  types  of 
operative  procedures. 

E.  W.  was  a fifty-seven  year  old  housewife 
who  entered  the  University  of  Virginia 
Hospital  complaining  of  pain  in  both  hips 
of  some  five  years  duration,  the  right  being 
more  severe  than  the  left.  Because  of  the 
persistent  increasing  disability  in  her  right 
hip  and  intractable  pain,  she  underwent  a 
prosthetic  arthroplasty  of  the  right  hip  joint 
with  removal  of  osteophystes  and  insertion 
of  a femoral  prosthesis  in  January,  1969. 
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Her  post-operative  course  was  uneventful; 
however,  she  continued  to  complain  of  pain 
in  her  hip  joint  which  was  unrelenting  and 
persisted  through  May  of  1970,  when  she 
was  readmitted  to  the  hospital  for  a total 
hip  replacement  on  the  right  hip  joint.  At 
the  time  of  surgery  the  femoral  prosthesis 
was  found  to  be  slightly  unstable  on  rota- 
tion of  the  femur  and  there  was  little  or  no 
articular  cartilage  in  the  acetabulum.  A 
total  hip  replacement  was  carried  out  un- 
eventfully and  her  post-operative  course  has 
been  gratifying  in  that  she  had  been  able  to 
walk  without  pain  and  with  the  assistance 
of  only  one  cane,  from  one  month  following 
surgery  to  the  present  time.  This  particular 
case  represents  a salvage  procedure  in  a pre- 
viously failed  arthroplasty;  however,  this 
procedure  has  also  been  utilized  in  patients 
sixty-five  years  of  age  or  older  with  uni- 
lateral hip  disease  and  in  patients  fifty-five 
or  older  with  bilateral  hip  disease  (Figs. 
4a-c) . 

Osteotomy  of  the  hip  is  a procedure  which 
has  been  popular  for  many  years,  in  the 
treatment  of  degenerative  arthritis.  It  is 
useful  in  the  hip  that  has  at  least  70°  of 
flexion  remaining,  and  provides  an  early 
discharge  from  the  hospital  with  limited 
weight-bearing  on  crutches  for  a period  of 
four  months.  This  is  a relatively  simple  op- 
erative procedure  compared  to  the  arthro- 
plasties discussed  above,  and  is  effective  in 
alleviating  the  pain  in  the  hip  joint  in  most 
cases,  presumably  as  a result  of  decompress- 
ing the  vascular  engorgement  of  the  sub- 
chondral bone.  In  addition,  the  realignment 
of  the  hip  itself  may  decrease  some  of  the 
muscle  forces  on  the  hip  joint  and  provide 
some  articular  surface  for  weight-bearing 
which  has  been  previously  undestroyed.  The 
disadvantages  of  this  procedure  are  that, 
even  though  it  provides  good  relief  of  pain 
for  a period  of  years,  the  long-term  results 
can  be  expected  to  revert  to  the  preoste- 
otomy condition.  In  addition,  most  of  the 
patients  that  have  the  range  of  motion  re- 

310 


quired  to  perform  an  osteotomy  of  the  hip 
are  not  willing  to  undergo  surgery,  and  very 
few  patients  are  seen  with  severe  degenera- 
tive disease  of  the  hip  that  have  enough 


Fig.  4a.  E.  W.,  57  year  old,  with  bilateral  degenerative 
arthritis  of  the  hips.  The  right  hip  was  most  severely 
involved. 

b.  Interval  x-rays  showing  replacement  arthroplasty  of 
the  femoral  component  which  was  painful. 

c.  Total  hip  replacement  with  plastic  socket  and  metallic 
femoral  head,  both  components  being  cemented  into 
position  with  methyl  methacrylate.  The  small  wire, 
which  is  visible  in  the  outer  edge  of  the  acetabulum, 
represents  the  exterior  margin  on  the  plastic  aceta- 
bulum. Wire  sutures  were  used  for  reattaching  the 
greater  trochanter. 

motion  to  make  them  suitable  candidates 


T 


for  an  osteotomy. 


■ri 


J.  H.  P.  was  a 60  year  old  carpenter  who 
entered  with  a complaint  of  a pain  in  the 
right  hip  of  two  years  duration  which  had 
been  progressing  over  that  time.  He  was 
able  to  work  for  two  to  three  hours  at  a 
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time  when  he  would  have  to  rest,  and  use 
a cane  for  the  rest  of  the  day.  On  physical 
examination  he  had  90  of  flexion  and  30 
of  abduction,  with  audible  crepitus  in  the 
right  hip  joint.  After  the  different  pro- 
cedures available  were  explained  to  the 
patient  he  chose  to  accept  an  osteotomy 
which  would  hopefully  produce  early  relief 
of  pain  and  minimal  hospitalization.  Ac- 
cordingly, a varus  osteotomy  of  the  right 
hip  was  carried  out  in  April,  1969.  The 


the  treatment  of  degenerative  joint  disease 
in  the  hip,  some  of  which  have  been  pre- 
sented in  this  discussion.  No  attempt  has 
been  made  to  cover  all  of  the  arthroplasty 
techniques,  or  muscle  release  operations  that 
are  popular  with  some  surgeons;  however, 
as  in  most  surgical  procedures,  the  treatment 
of  choice  in  each  individual  patient  may  well 
be  the  operative  procedure  which  works 
best  in  the  hands  of  the  individual  surgeon. 
An  attempt  has  been  made  to  point  out  the 


Fig.  5a.  J.  H.  P.,  60  year  old  male.  Valgus  appearing 
femoral  neck,  with  narrowed  joint  space  superiorly 
and  osteophytes  medially  and  superiorly  on  the  ace- 
tabulum. 


b.  Four  months  post  osteotomy,  with  internal  fixation 
device.  The  valgus  femoral  neck  has  been  put 
into  varus  with  some  apparent  increase  in  the  joint 
space  in  the  dome  of  the  acetabulum. 


patient  was  discharged  from  the  hospital 
two  weeks  post-surgery  with  the  use  of 
crutches  and  treated  much  as  a fractured 
hip  would  be  treated.  His  post-operative 
course  has  been  uneventful  and  at  twelve 
months  post-surgery,  he  was  walking  with 
the  aid  of  a cane  for  long  distances  and  had 
returned  to  his  job  as  a carpenter,  free  of 
the  arthritic  pain  present  prior  to  surgery 
(Figs.  5a  and  5b) . 

Summary 

There  are  many  operative  procedures  for 


different  types  of  operative  procedures  avail- 
able for  painful  arthritic  hips,  and  to  give 
some  indication  as  to  which  procedures  may 
be  most  useful  in  certain  types  of  patients. 
A thorough  pre-operative  evaluation  of  the 
patient,  both  medically  and  socio-econom- 
ically,  is  imperative  in  choosing  the  correct 
operative  procedure  to  relieve  pain  in  the 
hip  joint.  No  one  procedure  is  a panacea 
for  all  patients. 

Department  of  Orthopedic  Surgery 
University  of  Virginia  Hospital 
Charlottesville,  Virginia  22901 
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Government  and  Medicine,  1971 


N THE  LAST  TWO  YEARS  it  has  been 
my  privilege  to  serve  as  the  Chairman  of 
the  Committee  on  Government  and  Legis- 
lation of  the  American  Society  of  Internal 
Medicine.  One  of  my  responsibilities  during 
this  time  has  been  to  keep  an  eye  on  the 
activities  of  the  administration,  the  Con- 
gress, and  various  regulatory  agencies  in 
Washington,  and  report  their  activities,  as 
they  might  pertain  to  medicine,  to  the 
membership  of  ASIM.  During  these  two 
years,  the  91st  Congress  provided  a forum 
for  considerable  public  debate  about  the 
state  of  the  American  health  care  delivery 
system.  I would  like  to  summarize  for  you 
some  of  my  impressions  of  the  results  of 
this  debate  about  health  in  Washington  dur- 
ing these  last  two  years. 

1.  Congress  and  the  Nixon  Administra- 
tion are  determined  (and  will  probably  be 
successful)  to  use  the  financial  levers  pro- 
vided by  federal  health  programs  to  bring 
about  changes  in  the  system  of  delivery  of 
medical  care  in  the  United  States. 

2.  Continued  and  progressive  federal  fi- 
nancial involvement  in  health  care  delivery 
is  a certainty.  This  will  probably  develop 
in  the  fairly  near  future  through  a face- 
lifting of  Medicaid,  a nationally  standard- 
ized basic  insurance  program  and  federally 
sponsored  catastrophic  health  insurance. 
Compulsory  universal  national  health  in- 
surance may  not  be  as  far  away  as  many 
think. 

3.  More  and  more  federal  effort  and 
money  will  be  focused  on  innovative  meth- 
ods of  medical  care  delivery  including  pre- 
paid groups,  (the  HMO  concept)  and  corps 
of  "endentured”  doctors  providing  care  in 
areas  of  need  under  federal  programs.  (The 
Emergency  Health  Personnel  Act  of  1970.) 
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Federal  health  centers  in  ghettos  will  de- 
velop. 

4.  More  and  more  federal  effort  will  be 
made  to  control  the  rising  costs  of  medical 
care  through  a nationwide  system  of  profes- 
sional peer  review  programs  (PSRO’s, 
PRO’s,  PRT’s)  and  tighter  federal  super- 
vision of  programs  (statistical  norms  for 
hospital  care,  proficiency  testing  of  provid- 
ers, a national  drug  formulary,  an  Inspec- 
tor General  for  Health  Care  Administration 
in  HEW,  and  closer  regulation  of  fee  in- 
creases) . 

5.  Federal  support  of  medical  education 
per  se  will  increase,  probably  through  a capi- 
tation program  to  medical  schools  for  direct 
support,  and  grants  programs  to  emphasize 
training  primary  physicians.  Physician  as- 
sistants programs  will  be  heavily  emphasized 
also.  Funds  for  medical  research  will  plateau 
except  for  special  projects  such  as  cancer 
and  arteriosclerosis. 

These  impressions  of  course  are  specula- 
tive, albeit  based  entirely  on  existing  pro- 
posals or  programs  already  under  study  in 
the  91st  or  92nd  Congress.  Considerable 
legislation  was  passed  by  the  91st  Congress 
and  signed  into  law  that  concerns  medicine 
directly.  Figure  1 lists  these  new  laws.  Per- 
haps of  most  importance  because  they  indi- 
cate new  trends  and  new  ideas,  are  the  fol- 
lowing: 

a.  Public  Law  91-5  6,  Modification  and 
Suspension  of  Certain  Medicaid  Provisions. 
This  law  extends  the  deadline  for  compre- 
hensive health  benefits  under  Medicaid  from 
1975  to  1977,  and  allows  specified  minimal 
cutbacks  in  services  and  existing  plans  in 
the  states.  Newer  proposals,  furthermore, 
would  liberalize  current  restrictions  on 
states  involved  in  Medicaid  programs  even 
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PUBLIC  LAWS  PASSED  BY  THE  9 1ST  CONGRESS 
OF  CONCERN  TO  MEDICINE 


Fig.  1 


P.L.  No. 


Description 


91-56 

9 1-209 

91-211 

91-212 

91-296 

91-464 

91-513 

91-515 

91-517 


Postpones  for  2 years  (from  197  5 to 
1977)  a Medicaid  requirement  that  the 
states  extend  comprehensive  care  to  all 
eligible  beneficiaries. 

Migrant  Workers’  Health  Services  . . . 
extends  program  of  health  services  for 
migratory  workers  and  includes  seasonal 
workers. 


Community  Mental  Health  Centers 
Amendments  of  1970  . . . construction 
and  staffing  grants  program  extended 
for  3 years. 

Medical  Library  Assistance  Act  Exten- 
sion . . . extended  for  3 years. 

Medical  Facilities  Construction  and 
Modernization  Amendments  of  1970 
. . . Hill-Burton  program  extended  for 
3 years  over  President’s  veto. 

Communicable  Disease  Control  Amend- 
ments of  1970  . . . revises  former  Vac- 
cination Assistance  program  and  in- 
cludes additional  communicable  diseases. 


91-572 


91-596 


91-601 


91-604 


Comprehensive  Drug  Abuse  Prevention 
and  Control  Act  of  1970  ...  a compre- 
hensive program  of  drug  abuse  control, 
including  scheduling  of  drugs  and  con-  91-616 
trol  of  distribution  of  drugs  and  drug- 
related  research. 


A five-year  bill  which  includes  exten- 
sions for  3 years  of  the  Regional  Medical 
Program  and  the  Comprehensive  Health 
Planning  and  Public  Health  Service 
programs. 

Developmental  Disabilities  Services  and 
Facilities  Construction  Amendments  . . . 
enlarges  present  mental  retardation  pro- 


gram to  include  aid  to  facilities  treating 
developmental  disabilities. 

Health  Training  Improvement  Act  of 
1970  . . . extends  the  Allied  Health 
Professions  Training  program  for  3 
years. 

Drug  Abuse  Education  Act  of  1970 
. . . a comprehensive  program  of  drug 
abuse  education  both  in  the  schools  and 
on  a community  basis. 

Family  Planning  Services  and  Popula- 
tion Research  Act  of  1970  ..  . establish- 
es a nationwide  program  of  family  plan- 
ning and  research. 

Occupational  Safety  and  Health  Act  of 
1970  . . . establishes  comprehensive  pro- 
gram for  creation  and  enforcement  of 
occupational  safety  and  health  stand- 
ards. 

Poison  Prevention  Packaging  Act  of 
1970  . . . requires  child-resistant  safety 
containers  for  substances  hazardous  to 
children. 

Clean  Air  Act  Amendments  for  1970 
. . . establishes  nationwide  ambient  air 
quality  standards,  stationary  source 
emission  standards,  and  motor  vehicle 
emission  standards. 

Comprehensive  Alcohol  Abuse  and  Al- 
coholism Prevention,  Treatment,  and 
Rehabilitation  Act  of  1970  . . . creates 
National  Institute  on  Alcohol  Abuse 
and  Alcoholism  and  provides  for  a pro- 
gram of  prevention  and  treatment  of 
alcohol  abuse  and  alcoholism. 

Emergency  Health  Personnel  Act  of 
1970  . . . authorizes  use  of  Public  Health 
Service  commissioned  corps  personnel 
to  provide  health  care  in  areas  of  medi- 
cal need. 


more.  This  bill  is  emphasized  because  it  indi- 
cates current  dissatisfaction  in  Washington 
over  Medicaid  and  the  realization  that  it 
cannot  continue  on  its  present  road  to  bank- 
ruptcy. 

b.  Public  Law  91-296,  the  Medical  Fa- 
cilities Construction  and  Modernization 
Amendments  of  1970.  This  is  the  Hill- 
Burton  Extension  which  authorized  a three 
year  extension  of  the  Hill-Burton  program 


of  grants  for  construction  and  moderniza- 
tion of  acute-care  hospital  facilities  and 
long-term  care,  rehabilitation,  and  out- 
patient diagnostic  facilities;  loan  guarantees 
and  interest  subsidies  for  modernization  and 
construction  of  non-profit  private  hospitals; 
and  low  interest  loans  for  construction  and 
modernization  of  public  facilities.  The  pres- 
ent allotment  formulae  will  apply  with  less 
emphasis  on  rural  areas  and  more  on  finan- 
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cial  need.  Interestingly  enough,  the  Admin- 
istration does  not  plan  to  spend  the  author- 
ized monies  for  this  program  (in  fiscal  year 
1971)  for  grants  for  construction  and  mod- 
ernization of  acute-care  hospital  facilities, 
but  instead  intends  to  use  only  loan  guar- 
antees and  low  interest  loans  for  these  pur- 
poses. However,  long-term  care  and  ambu- 
latory care  facilities  will  be  allowed  direct 
construction  and  modernization  grants. 
This,  then,  is  the  current  trend:  to  long- 
term care  (ECF)  and  ambulatory  facilities. 

c.  Public  Law  91-515,  the  Regional  Med- 
ical Programs  and  Comprehensive  Health 
Planning  and  Services  Act  of  1970,  extended 
both  RMP  and  CHP  for  three  years.  RMP 
now  includes  "kidney  disease  and  related 
disorders”  in  its  disease  base.  State  laws  pre- 
venting prepaid  group  practice  payments 
were  overridden  by  the  bill  through  authori- 
zation of  these  groups  for  federal  programs 
by  all  carriers  in  all  states  (another  trend). 
Comprehensive  health  planning  will  remain 
essentially  as  is. 

d.  The  new  Communicable  Disease  Con- 
trol Amendments  of  1970,  Public  Law  91- 
464,  replaces  the  Vaccination  Assistance  Act 
which  expired  in  1968  and  provides  grants 
for  direct  control  programs  for  TB,  venereal 
disease,  rubella,  rubeola,  polio,  diphtheria, 
pertussis,  tetanus,  and  "other  communicable 
diseases  of  national  significance”. 

e.  Two  new  bills  concerning  drug  abuse 
were  passed:  The  Comprehensive  Drug 
Abuse,  Prevention  and  Control  Act  of 
1970,  which  calls  for  a comprehensive  pro- 
gram for  control  of  drugs  subject  to  abuse 
and  provides  for  increased  research  on  drug 
abuse  and  increases  in  treatment  programs 
for  drug  addicts  as  well  as  supervision  of 
drug  programs,  (with  HEW  having  final 
say  on  classification),  and  the  Drug  Abuse 
Education  Act  of  1970  which  authorized 
grants  for  the  prevention  and  treatment  of 
drug  abuse. 

f.  The  new  Comprehensive  Alcohol 
Abuse  and  Alcoholism  Prevention,  Treat- 
ment and  Rehabilitation  Act  of  1970 


will  provide  three  hundred  million  dollars 
in  formula  grants  and  project  grants  over 
the  next  three  years  to  combat  alcoholism, 
and  will  establish  a National  Institute  for 
Alcohol  Abuse  and  Alcoholism  to  coordinate 
and  increase  federal  efforts  concerning  al- 
coholism. 

g.  The  Emergency  Health  Personnel  Act 
of  1970  will  enable  the  Public  Health  Serv- 
ice to  use  its  personnel  to  supply  the  medical 
needs  of  persons  in  designated  areas  of  short- 
age and  need  if  help  is  requested  both  by 
local  medical  societies  and  political  bodies. 
A sixty  million  dollar  three-year  authoriza- 
tion was  recommended.  Service  in  this  health 
corps  would  discharge  military  obligations 
for  physicians. 

As  you  know,  the  Congress  passed  a bill 
providing  grants  of  two  hundred  thirty  five 
million  dollars  for  training  in  the  field  of 
family  practice  requiring  medical  schools  to 
set  up  separate  and  equal  departments  of 
family  practice  to  qualify  for  grant  money. 
The  bill  was  pocket  vetoed  by  President 
Nixon  who  stated  that  the  bill  adds  to  the 
already  unmanageable  number  of  categori- 
cal grant  programs  in  the  federal  health 
effort. 

There  were  many  other  bills  of  concern 
to  us  passed  by  the  91st  Congress,  but  the 
legislation  of  perhaps  greatest  significance 
did  not  become  law  although  it  passed  both 
houses  of  Congress.  This  of  course  was  the 
Amendment  to  the  Social  Security  Act  of 
1970,  or  the  famous  HR  175  5 0.  As  passed 
by  the  House,  these  amendments  included 
recommendations  for  health  maintenance 
organizations,  nationwide  peer  review  teams 
to  be  appointed  by  the  Secretary,  physician 
fee  limits,  punitive  measures  for  providers 
of  medical  care  who  abuse  federal  health 
programs,  specifications  for  ECF  stays,  and 
cutbacks  in  federal  matching  for  certain 
expensive  Medicaid  services.  Subsequently, 
the  Senate  added  the  PSRO  concept,  or  the 
Bennett  Amendment,  to  establish  a nation- 
wide network  of  professional  standards 
review  organizations.  These  are  to  be  non- 
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profit  organizations  composed  of  physicians, 
and  would  be  charged  with  the  review  of  all 
health  care  provisions  to  determine  the  qual- 
ity, necessity  and  appropriateness  of  care 
and  also  the  establishment  of  regional  norms 
of  medical  care.  The  original  mandatory 
pre-admission  approval  for  hospital  care  was 
deleted  in  favor  of  the  proposal  allowing 
PSRO  discretion  in  determining  which  pro- 
viders and  institutions  in  its  jurisdiction 
would  require  such  approval.  Also  passed 
was  the  creation  of  an  office  of  inspector 
general  for  health  care  in  HEW  to  review 
and  audit  federal  health  programs  for  econ- 
omy, efficiency,  and  conformance  to  law. 
Proficiency  testing  for  providers  of  health 
care  not  meeting  established  criteria 
(Boards)  to  determine  if  they  have  sufficient 
training,  competence,  and  experience  to 
provide  care  under  federal  programs  was 
also  recommended.  HMO’s  were  agreed  on 
by  the  Senate,  as  were  limitations  of  phy- 
sician’s fees  to  the  75  th  percentile  of  fees 
established  in  the  preceding  calendar  year. 
While  the  pressure  of  time  in  the  closing 
days  of  Congress  prevented  a joint  confer- 
ence and  compromise,  these  amendments  to 
the  Medicare  and  Medicaid  laws  will  be 
taken  up  early  in  the  92nd  Congress. 

I would  like  to  get  out  the  crystal  ball 
now,  and  look  into  the  future.  It  seems  evi- 
dent that  the  items  of  highest  priority  in  the 
eyes  of  the  administration  and  the  Congress 
are  the  control  of  rising  medical  costs  and 
the  future  role  of  the  federal  government 
in  the  provision  of  health  care. 

Obviously  control  of  costs  will  involve 
more  restrictions  on  the  providers  of  health 
services,  and  it  seems  almost  certain  that  one 
or  another  variant  of  national  peer  review 
that  has  already  been  mentioned  will  become 
law  during  the  course  of  the  next  two  years. 
The  Bennett  Amendment,  or  the  PSRO 
concept,  has  the  most  support  and  at  present 
must  be  considered  the  front  runner.  It 
also  seems  certain  that  national,  uniform 
standards  for  provider  qualification  (or 
competence)  and  continuing  education  will 


be  established;  this  means  of  course  a form 
of  federal  licensure  and  relicensure,  which 
will  probably  initially  take  the  form  of 
guidelines  to  the  states  and  the  various  car- 
riers. Various  innovative  ways  of  deliver- 
ing health  care  through  HMO’s  and  other 
prepaid  approaches  will  develop.  Almost 
certainly  most  hospital  care  will  be  provided 
on  a prospective  budgetary  basis  rather  than 
the  cost-plus  basis  which  now  exists. 

Methods  of  bringing  care  to  areas  of  need 
through  health  corps  and  various  "enden- 
tured  service  programs”  by  which  medical 
students  pay  for  free  education  through 
two  or  three  years  of  service  in  areas  of 
poverty  and  need  will  be  established.  One 
interesting  variant  provides  grants  to  medical 
schools  to  establish  centers  for  health  care 
delivery  in  areas  of  shortage  and  need. 

The  question  of  federal  involvement  in 
the  delivery  of  health  care  of  course  brings 
up  the  spectre  of  national  health  insurance. 
I have  been  amazed  at  the  apparent  change 
in  the  climate  in  Washington  in  the  last  few 
months  towards  national  health  insurance; 
at  one  time  it  was  thought  that  this  would 
be  an  issue  for  debate  in  ’71,  an  issue  of 
concern  in  the  campaign  of  ’72,  and  an 
issue  for  action  in  ’73.  Now  it  is  becoming 
more  and  more  likely  that  national  health 
insurance  in  some  form  will  be  passed  in 
the  92nd  Congress,  if  not  this  year.  A strong 
contender  is  the  Kennedy  bill,  or  the  so- 
called  National  Health  Security  Act,  which 
is  an  amalgamation  of  the  Walter  Reuther 
bill  and  the  AFL-CIO  programs  of  last 
year.  To  the  Congress,  it  has  the  advantage 
of  apparently  solving  all  the  problems  and 
being  a program  which  could  be  put  to 
work  in  a very  short  time,  whereas  almost 
all  of  the  other  programs  that  have  been 
presented  care  for  only  portions  of  the  pop- 
ulation, involve  the  development  of  cum- 
bersome health  care  corporations  or  other 
structural  giants,  and  have  multiple  meth- 
ods of  financing  and  payment. 

The  Administration  approach  is  entitled 
the  National  Health  Insurance  Partnership 
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and  would  take  effect  in  July,  1973.  There 
are  several  components. 

a.  A National  Health  Insurance  Stand- 
ards Act  which  would  require  all  employers 
doing  interstate  business  to  provide  a basic 
policy  emphasizing  out-patient  and  HMO 
care  to  their  employees.  Initially  this  would 
be  on  a 65-35%  sharing  basis  and  then  75- 
25%.  There  would  be  deductibles  and  co- 
insurance  and  the  program  would  also  pro- 
vide catastrophic  coverage.  This  program 
is  to  cover  those  whose  income  is  $5,000  or 
more  and  is  estimated  to  cost  about  2.5 
billion  dollars  in  lost  income  taxes. 

b.  The  Family  Health  Insurance  Plan,  or 
FHIP,  is  designed  to  take  care  of  those  with 
incomes  of  less  than  $5,000  (for  a family  of 
four).  General  revenues  would  pay  all  bills 
if  income  were  below  $3,000  and  a sliding 
scale  of  coverage  if  income  were  $3,000  to 
$5,000.  These  benefits  would  not  be  as  com- 
prehensive as  those  under  Plan  A forcing  the 
state  to  take  up  some  slack.  This  would 
replace  much  of  Medicaid. 

c.  Medicaid  would  continue  as  is  for  the 
aged  poor,  blind,  and  the  disabled. 

d.  Medicare  would  continue  for  the  over 
65  group  but  there  would  be  no  Part  B 
premium  and  Parts  A and  B would  be 
blended.  Higher  deductibles  would  be  en- 
forced. The  Social  Security  base  would  be 
increased  by  $800.00  and  the  tax  rate  to 
1.1%. 

e.  For  those  outside  the  plan,  the  self 


employed,  etc.,  federally  backed  insurance 
company  pools  would  provide  standardized 
coverage  similar  to  that  in  Plan  A. 

f.  The  federal  government  would  take 
over  state  powers  to  regulate  insurance  com- 
panies, set  premiums,  etc. 

g.  Other  features  would  include  exten- 
sive monies  to  plan  for  HMO  development 
as  well  as  loan  guarantees  for  start  up  money 
for  HMO’s;  special  medical  care  centers  in 
ghettoes  to  be  built  and  staffed  by  the  fed- 
eral government;  federal  health  corps  to 
provide  care  in  areas  of  need;  manpower 
training  programs  providing  capitation  pay- 
ments of  $6,000  to  each  medical  school  for 
each  graduate;  authorization  to  override 
state  laws  against  pre-paid  practice  plans. 

The  Nixon  Administration  budget  for 
the  next  two  fiscal  years  gives  further  in- 
sight into  the  future.  Generally  speaking, 
health  programs  of  a research  nature  are  to 
be  unchanged.  Regional  Medical  Programs 
would  be  cut  by  almost  50%.  Health  de- 
livery programs  would  be  increased  with 
the  emphasis  being  on  care  of  the  poor  in 
areas  of  shortage.  As  mentioned  earlier,  con- 
struction funds  will  be  earmarked  for  long 
term  and  ambulatory  care.  Money  for  man- 
power training  will  encourage  "delivery” 
of  graduates  with  incentives  for  numbers 
and  quick  training. 

Professional  Center 
Waynesboro,  Virginia  22980 


316 


Virginia  Medical  Monthly 


The  Flashback  Phenomenon 


It  is  ivell  that  both  young  people 
and  adults  understand  the  dan- 
gerous reactions , immediate  and 
delayed , which  are  produced  by 
psychedelic  drugs. 


AS  PHYSICIANS,  we  are  being  con- 
fronted with  a spectacular  array  of 
phenomena  related  to  the  various  groups  of 
psychedelic  drugs  which  are  being  used  and 
abused  to  an  alarming  extent.  Since  experi- 
ences with  the  complications  of  these  drugs 
have  only  been  accumulated  in  the  last  20 
years  or  so,  it  is  important  that  we  sharpen 
our  diagnostic  acumen  and  be  aware  of  both 
the  phenomena  of  the  psychedelic  experi- 
ence, as  well  as  the  recurrence  of  these  ex- 
periences (the  so-called  flashback  phenom- 
enon). The  flashback  phenomenon  is  es- 
sentially a repetition  of  the  original  phe- 
nomenon. These  repetitions  may  occur  as 
soon  as  12  hours  or  as  late  as  three  years. 
To  establish  a foundation  for  evaluation  of 
the  flashback,  it  is  important  to  review  the 
psychedelic  experience  itself. 

In  its  basic  effects,  the  psychedelic  ex- 
perience is  related  to  the  personality  of  the 
research  subject  or  the  patient.  The  so-called 
psychedelic  drugs  or  mind  altering  chemicals 
activate  various  mental  processes  and  the 
activation  of  these  processes  depends  upon 
the  personality  of  the  subject,  the  environ- 
ment in  which  the  subject  is  receiving  the 
chemicals,  the  dosage  administered,  as  well 
as  the  frequency  of  administration.  Changes 
occur  within  a few  minutes  after  adminis- 
tration of  drugs.  These  include  visual,  au- 
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ditory,  tactile,  olfactory,  gustatory  and 
kinesthetic  perceptions.  There  are  changes 
in  experiencing  time  and  space  phenomena, 
in  rate  and  content  of  thought,  and  the  body 
image  may  change.  Some  have  hallucina- 
tions and  see  vivid  images  even  with  the 
eyes  closed.  There  is  a great  increase  in 
awareness  of  color.  Frequent  mood  and  af- 
fective changes  and  heightened  suggestibil- 
ity occur  during  this  period  of  time.  Recall 
and  memory  may  be  enhanced.  Depersonal- 
ization and  ego  dissolution  may  occur  also. 
In  addition,  the  subject  may  have  an  in- 
creased awareness  of  language,  an  increased 
sensitivity  to  nonverbal  cues,  a sense  of 
capacity  to  communicate  much  better  by 
nonverbal  means,  and  feelings  of  empathy. 
There  is  regression  and  primitive  type  be- 
havior. The  person’s  ordinary  psychody- 
namic makeup  may  become  so  barren  as  to 
reveal  unconscious  phenomena,  and  the 
interaction  of  ideas  and  emotions  becomes 
highly  abstract  on  occasions  with  philosoph- 
ical and  religious  questions  which  appear 
and  seem  to  be  greatly  enhanced. 

Dr.  Houston  of  the  Foundation  for  Mind 
Research'  has  divided  psychedelic  experi- 
ences into  four  different  types  of  phenom- 
ena— the  sensory,  the  recollective  analytical, 
the  symbolic,  and  the  integral. 

The  sensory  phenomenon,  of  course,  in- 
volves all  of  the  sensory  hallucinations  and 
changes  which  occur  after  the  psychedelic 
experience.  The  recollective  analytical  phe- 
nomenon involves  the  subject’s  exploration 
into  his  inner  space  inside  himself  and  ac- 
cessibility to  his  own  consciousness.  I think 
this  is  vividly  demonstrated  in  one  of  the  de- 
scribed subjects.  The  third,  or  symbolic 
level,  which  is  deeper  than  the  second,  re- 
quires that  one  first  experience  the  second 
level  and  then  develop  a great  deal  of  sym- 
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holism,  such  as  concept  of  God,  of  being,  of 
essence,  of  truth  and  such  abstract  feelings 
demonstrated  in  symbolic  form.  Then,  there 
is  an  integral  level  in  which  the  subject  feels 
a kind  of  subjective  descent,  this  occurring 
in  only  a small  percentage  of  subjects,  in 
which  there  is  the  most  profound  self  dis- 
tortion to  the  point  where  they  may  become 
an  object,  such  as  an  orange.  This  occurred 
in  one  of  the  subjects  that  we  had  seen  with 
complications  from  psychedelic  experiences. 

The  particular  focus  that  I would  like  this 
paper  to  take  is  a concern  with  reappearance 
of  drug  effects  which  I will  divide  into  two 
categories:  those  occurring  within  a period 
of  four  days  or  so  following  administration 
of  hallucinogens,  and  the  prolonged  adverse 
reactions.  I think  these  two  constitute  dif- 
ferent type  categories  and  the  cases  we  shall 
discuss  briefly  demonstrate  these  two  types 
of  complications. 

The  immediate  reappearance  of  drug  ef- 
fects in  the  first  three  or  four  days  often- 
times is  only  a prolongation  of  initial  effects 
with  changes  of  color  sensitivity  perception 
and  feelings  of  well  being.  These  are  some- 
times prolonged  effects  which  are  made 
more  lengthy  by  smoking  marijuana  or  tak- 
ing amphetamines,  and  these  individuals 
frequently  do  not  come  for  relief  because 
these  are  not  particularly  distressful  types 
of  phenomena.  The  causes  of  these  phe- 
nomena are  not  clear,  but  suggest  that  both 
psychological  and  physiological  factors 
might  play  a role.  When  effects  become 
prolonged  beyond  the  three  or  four  days, 
the  prolonged  adverse  reactions  are  thought 
to  result  from  permanent  brain  damage  or 
a gradual  release  of  stored  metabolics  or 
drugs  and  a learned  anxiety  response  has 
also  been  suggested  as  a possibility.  The  data 
which  we  have  accumulated  at  Saint  Albans 
would  indicate  that  in  some  cases  there  is 
suggestion  of  brain  damage  which  at  this 
point  appears  to  be  of  a permanent  nature, 
resulting  in  a very  constricted,  concrete  and 
illogical  type  of  thinking.  It  was  the  pro- 
longed adverse  reactions  which  we  first 
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observed  in  the  Spring  Grove  studies  con- 
ducted in  the  Baltimore  area  in  19  5 5,  which 
certainly  caused  some  anxiety  on  our  part 
about  using  hallucinogens  and  from  what 
we  have  seen  at  Saint  Albans,  we  feel  that 
this  apprehension  seems  to  be  well  founded. 

Case  Studies 

Case  #1  is  that  of  a 20-year-old,  former 
student  who  had  failed  in  college,  had  be- 
come an  increasing  user  of  LSD,  mescaline 
and  marijuana,  taking  as  many  as  several 
"trips”  a week.  During  the  process  of  tak- 
ing LSD,  the  patient  experienced  vivid  vis- 
ual phenomena,  feeling  as  if  parts  of  his 
body  did  not  belong  to  him  and  as  if  they 
had  turned  to  blood.  He  also  experienced  a 
strong  urgency  for  sexual  relationships  and 
felt  himself  to  be  a woman  during  these 
periods  of  time.  He  would  resort  to  anal 
masturbation  and  achieve  a climax  by  this 
method.  His  situation  became  much  more 
distressful,  however,  and  his  anxiety  level 
rose  to  the  point,  and  remained  to  the  point 
after  discontinuance  of  LSD,  where  he  was 
unable  to  function  in  college,  had  failed 
and  was  at  times  suicidally  depressed.  He 
finally  discussed  his  problem  with  his  par- 
ents and  his  local  physician,  who  referred 
him  for  admission  here.  After  admission  to 
the  hospital,  several  important  features  pre- 
sented in  this  case.  He  discussed  his  problems 
with  a rather  bland,  indifferent  attitude 
with  his  physician,  other  patients,  or  other 
staff  members  without  any  show  of  concern 
about  his  sexual  behavior.  He  described  feel- 
ings of  unreality  or  fantasies  which  occurred 
repeatedly  and  caused  much  anxiety  to  the 
point  where  he  seemingly  was  unable  to 
function,  but  discussed  all  of  this  with  a 
very  flat  affect.  Physical  examination  of  the 
patient  was  not  particularly  significant.  An 
EEG  examination  showed  an  asymmetry 
and  a choppy  type  of  abnormal  discharge 
which  has  been  seen  in  several  other  individ- 
uals who  had  been  taking  drugs  on  a rather 
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frequent  basis.  However,  with  the  use  of 
tranquilizers  in  the  hospital,  the  patient  re- 
sponded by  being  less  depressed;  although 
he  remained  highly  abstract  and  emotionally 
obtunded.  We  feel  that  he  is  continuing  to 
show  a recurrence  of  drug  effects,  particu- 
larly on  occasions  when  he  goes  through 
fantasies  of  his  body  being  dismembered,  of 
his  becoming  a female,  and  his  high  increase 
in  anxiety  level  during  this  period  of  time. 
He  has  fantasies  of  visual  phenomena  which 
occur  in  vivid  colors,  but  these  usually  sub- 
side within  a few  minutes. 

Case  # 2 is  a 16 -year-old  who  has  been 
a frequent  user  of  LSD  (acid)  over  at 
least  the  last  two  years.  He  has  become  in- 
creasingly impaired  to  the  point  where  he 
was  not  functioning  in  school  and  spent 
most  of  his  time  during  the  day  sitting 
quietly,  going  through  many  visual  phe- 
nomena. This  patient’s  EEG  demonstrates 
also  a type  of  irregularity  which  we  have 
seen  in  several  patients  who  have  used  LSD 
to  excess  over  a fairly  long  period  of  time. 

Case  #3  is  a college  student  who  was 
seen  frequently  as  an  outpatient,  but 
never  hospitalized,  and  presented  with  a 
high  level  of  anxiety,  feeling  as  if  he  were 
going  to  burst  apart.  The  patient  had  pre- 
viously been  on  LSD  frequently  and  even 
after  being  off  the  drug  for  two  months,  he 
kept  experiencing  high  anxiety  levels  to  the 
point  where  he  would  sit,  stare  into  space 
and  see  the  walls  around  him  tend  to 
crumble.  The  buildings  around  began  to 
rise  into  the  air  and  to  swallow  up  the 
ground  underneath;  all  of  these  occurring 
in  visual  kaleidoscopic  patterns  with  various 
mixtures  of  colors  that  seemed  to  actually 
be  felt  by  the  patient.  He  responded  to 
doses  of  tranquilizers  during  these  episodes 
but  would  return  to  his  previous  state  with- 
in a matter  of  four  hours. 

Case  #4  is  an  18 -year-old,  young  lady 
who  had  been  on  various  drugs,  includ- 
ing mescaline,  prior  to  her  admission  here 


to  the  hospital.  She  had  become  more  and 
more  confused  after  repeated  "trips”  and 
finally  ended  up  in  the  hospital  following 
an  attack  on  her  stepfather  with  a knife. 
Apparently  this  occurred  during  mescaline 
intoxication,  at  which  time  she  became  more 
aware  of  her  desire  to  kill  him.  Ordinarily, 
there  were  conflicts  between  her  and  her 
stepfather  to  a lesser  extent  when  she  was 
not  on  mescaline  or  other  drugs.  After  her 
admission,  the  patient  made  a fairly  good 
hospital  adjustment  for  a period  of  seven  or 
eight  weeks,  following  which  she  began  to 
experience  flashback  phenomena,  consisting 
of  visual  distortions,  hallucinations  of  the 
hedges  and  trees  rising  into  the  heavens  and 
then  engulfing  the  whole  area  around  the 
hospital.  These  were  vivid,  colorful  hallu- 
cinations which  produced  intense  anxiety  on 
her  part  and  a feeling  that  she  was  being 
devoured  by  this  same  process.  The  patient 
became  increasingly  distressed  and  with  her 
increase  in  anxiety,  she  had  an  intense  desire 
to  jump  into  the  river  which  is  located  near 
the  hospital.  She,  however,  became  so  dis- 
tressed that  she  confided  in  her  psychologist 
and  in  her  psychiatrist.  Because  of  the  pa- 
tient’s suicidal  urges,  she  was  given  a short 
course  of  electroconvulsive  treatments 
which  relieved  both  the  flashbacks  as  well  as 
the  depressive  components.  Apparently 
these  had  occurred  approximately  three 
months  following  her  last  mescaline  admin- 
istration. 

These  four  cases  illustrate  phenomena  of 
the  flashback  type  occurring  in  people  with 
different  personality  types.  It  could  be  said 
in  the  case  of  the  young  man  who  had  fan- 
tasies of  being  a woman  that  he  had  many 
homosexual  tendencies  even  in  a non-intox- 
icated  state.  However,  the  patient  experi- 
enced these  phenomena  much  more  vividly 
during  LSD  administration  and  these  be- 
came so  real  that  he  actually  felt  he  was  a 
woman.  In  case  #4,  she  also  had  many 
premorbid  types  of  traits  which  consisted 
of  conflicts  with  her  stepfather,  but  under 
the  intoxication  effects,  these  became  more 
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pronounced.  Her  depressive  phenomena 
also  became  more  pronounced  during  flash- 
back phenomena,  and  her  suicidal  potential 
certainly  rose  during  this  time. 

It  is  important  to  realize  that  the  person- 
ality of  the  patient  before  the  administra- 
tion of  the  drug  plays  a large  part  in  the 
type  of  "trips”  they  have.  Of  course,  we 
as  psychiatrists  see  the  more  morbid  types 
of  phenomena  which  frequently  require  in- 
hospital  management.  The  usual  method 
of  managing  such  flashbacks  consists  of 
three  measures.  In  the  more  simple  cases 
where  there  is  increased  anxiety,  the  use 
of  Thorazine,  Mellaril,  or  other  effective 
tranquilizers  frequently  relieves  much  of 
the  difficulty.  In  other  patients  we  have 
seen  who  have  abnormal  EEG’s,  the  use  of 
Dilantin  to  control  both  the  behavior,  as 
well  as  the  sensory  phenomena,  proves  to 
be  a beneficial  measure.  In  cases  of  severe 
suicidal  preoccupation,  electroconvulsive 
treatment  has  also  been  found  effective. 

The  importance  of  this  type  of  difficulty 
is  its  recognition  by  the  physician  and  the 
fact  that  it  is  far  more  frequent  than  is 
commonly  suspected.  The  recognition 
mainly  comes  from  the  history  from  the 
patient,  although  there  are  certain  signs  that 
do  prevail,  including  the  stare  phenomena, 
the  preoccupation  of  the  patient,  the  height- 
ened sensitivity  to  all  types  of  stimuli,  and 
the  overall  look  of  anxiety  which  accom- 
panies these  episodes.  From  our  experience, 
the  cases  that  we  see  with  flashback  phe- 
nomena are  frequently  prepsychotic  indi- 
viduals who  have  had  extensive  psychiatric 
difficulty  prior  to  self-administration  of 
LSD.  The  dosages  that  these  individuals 
administer  to  themselves  are  somewhere  in 
the  neighborhood  of  200  megs.,  whereas  the 
average  research  dosage  used  in  the  Spring 
Grove  study  was  at  the  25  to  5 0 meg.  level. 


Of  course,  the  other  factors  play  a part  in 
the  complications,  including  the  purity  of 
the  product  or  the  purposeful  impurities 
which  are  instilled,  such  as  the  amphetamines 
to  prolong  the  "trip”  or  the  use  of  strych- 
nine to  give  the  "trip”  a little  greater  in- 
tensity, and  the  admixture  of  various  other 
substances  to  the  drug  dosage.  It  is  also  felt 
by  this  examiner  that  marijuana,  particu- 
larly in  people  who  have  also  used  LSD, 
may  serve  to  re-precipitate  psychedelic  ex- 
periences. As  has  been  emphasized  by  Dr. 
Buckman’  and  others  who  have  had  exten- 
sive experience  with  LSD,  the  environment 
in  which  the  person  is  placed  during  the 
period  of  hallucinations  is  extremely  im- 
portant and  may,  if  unpleasant,  precipitate 
severe  reactions  which  are  dangerous  or 
produce  acting  out.  As  in  case  # 4 , during 
her  home  experience  with  administration 
of  mescaline,  she  experienced  violent  urges 
toward  her  stepfather,  but  in  the  experience 
in  the  hospital  her  violence  seemed  to  be 
directed  more  toward  herself. 

Summary 

The  importance  of  diagnosing  flashback 
phenomena  is  emphasized.  The  varieties  of 
recurrences  of  psychedelic  experiences  are 
illustrated,  together  with  four  case  studies 
with  important  points  mentioned.  The 
treatment  of  flashbacks  is  also  briefly  dis- 
cussed. 
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Clinical  History 

This  79-year-old  white  female  was  ad- 
mitted to  the  Medical  College  of  Virginia 
Hospitals  on  6 19  70  because  of  weakness, 
abdominal  distention,  and  swelling  of  her 
left  leg. 

Patient  had  been  well  until  January, 
1963,  when  she  noted  the  onset  of  a vaginal 
discharge  and  passage  of  about  two  table- 
spoons of  dark  blood.  She  subsequently  de- 
veloped a slight  yellowish  discharge  and  was 
seen  by  her  family  physician  in  April,  1963. 
On  pelvic  examination,  he  found  an  ul- 
cerating, fungating,  friable  growth  which 
bled  easily  involving  the  entire  cervix  and 
encroaching  upon  the  posterior  wall  of  the 
vagina.  The  uterus  was  not  well  outlined 
but  was  thought  to  be  small.  The  adnexae 
were  clear.  A biopsy  revealed  a squamous 
cell  epithelioma,  moderately  well  differen- 
tiated of  the  cervix.  The  patient  was  clas- 
sified as  a Stage  II  and  received  transvaginal 
maxitron  300  therapy  to  a total  tumor  dose 
of  3,000  r.  She  subsequently  had  45  mg  of 
radium  inserted  by  Kaplan  colpostat  which 
remained  in  place  78  hours  giving  a total 
dose  of  3,510  mg  hours.  She  was  then  begun 
on  external  beam  radiation  therapy  to  the 
anterior  and  posterior  pelvis  with  maxitron 


2,000  and  received  a tumor  dose  of  4,400  r 
over  a period  of  25  days.  Attempts  were 
made  to  insert  intrauterine  radium,  but 
were  unsuccessful  because  the  cervical  canal 
could  not  be  visualized.  She  was  followed 
regularly  by  her  family  physician  without 
further  difficulty  until  late  March,  1970, 
when  she  noted  some  lower  abdominal 
distention.  She  was  again  seen  by  her  phy- 
sician who  told  her  that  she  had  ascites.  A 
diagnostic  paracentesis  was  done  from  the 
left  lower  quadrant  and  a cell  block  was 
read  as  consistent  with  adenocarcinoma.  She 
was  treated  with  5 -fluorouracil  and  furo- 
semide  and  continued  to  feel  well  until  late 
April,  1970,  when  her  appetite  decreased 
markedly  and  the  ascites  became  progres- 
sively more  severe.  She  developed  occasional 
vomiting  and  lost  about  20  pounds  of 
weight  with  increasing  fatigue.  The  day 
prior  to  admission,  her  left  leg  had  become 
swollen  to  the  inguinal  region  and  she  was 
admitted  to  the  hospital  for  further  evalua- 
tion. 

Review  of  Systems:  Non-contributory 
except  as  in  the  present  illness.  Menstrual 
history  revealed  that  she  had  had  her 
menarche  at  about  age  16  with  periods  re- 
curring regularly  every  28  days  and  of 
three  days’  duration.  She  was  a Gravida 
VI,  Para  V,  Aborta  I.  Her  menopause  had 
occurred  at  age  48  without  difficulty  until 
the  onset  of  her  illness  in  1963. 

Past  Medical  History:  Negative. 

Family  History:  Non-contributory. 

Physical  Examination:  BP  112/64,  P 80, 
R 20,  T 98  . Patient  was  a well-developed, 
rather  cachectic-looking  elderly  woman  ly- 
ing in  bed  in  no  acute  distress  but  with  ob- 
vious ascites.  She  was  alert,  oriented  and 
cooperative.  Head  was  normocephalic.  Scle- 
rae  were  clear.  Funduscopic  examination 
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was  normal.  She  was  edentulous.  Mucous 
membranes  of  the  mouth  were  of  good 
color.  Neck  was  supple.  Trachea  was  in 
the  midline.  Thyroid  was  of  normal  size; 
there  were  no  masses  palpable.  Breasts  were 
atrophic  and  symmetrical  without  masses, 
tenderness,  discharge  or  skin  retraction. 
Chest — symmetrical  with  a slight  increase 
in  AP  diameter.  Lungs  were  clear  to  percus- 
sion and  auscultation.  Diaphragmatic  ex- 
cursion was  poor.  Heart  revealed  a cardiac 
impulse  to  be  in  the  5 th  left  intercostal  space 
in  the  midclavicular  line.  There  was  a Grade 
II/ III  harsh  systolic  murmur  at  the  apex. 
Rhythm  was  irregular  with  frequent  ven- 
tricular premature  contractions.  Abdomen 
was  convex  and  symmetrically  distended 
but  not  tense.  Fluid  wave  was  palpable. 
There  were  several  areas  of  induration 
throughout  the  abdominal  wall,  the  largest 
of  which  measured  15x16  cm  and  was  lo- 
cated at  the  site  of  previous  paracentesis 
in  the  left  lower  quadrant.  Bowel  sounds 
were  normal.  No  organs  or  masses  were 
palpable.  No  lymphadenopathy  was  de- 
tected. Extremities  showed  2+  pitting 
edema  to  the  level  of  the  inguinal  ligament 
on  the  left.  There  was  also  2+  sacral  edema. 
Right  leg  was  normal.  Neurological  exam- 
ination was  within  normal  limits.  Pelvic 
examination  showed  a foreshortened  ob- 
structed vagina.  On  rectal  examination  a 
rectal  shelf  was  palpable. 

Laboratory  Data:  The  urine  was  amber, 
cloudy  and  acid  with  a specific  gravity  of 
1.014.  Protein,  sugar  and  acetone  were  neg- 
ative. Microscopic  examination  of  the  urine 
sediment  was  normal.  Hemoglobin  14.6 
gm%,  white  count  12,100/mm:i  with  90% 
neutrophils,  1%  eosinophils  and  9%  lym- 
phocytes. Platelet  count  200,000/mm'!, 
reticulocyte  count  3%.  Serum  calcium  8.5 
mg%,  phosphorous  4.1  mg%,  glucose  90 
mg%,  BUN  38  mg%,  uric  acid  7.6  mg%, 
cholesterol  155  mg%.  Total  protein  5.5 
gm%  with  1.9  gm%  albumin.  Total  bili- 
rubin 0.7  mg%.  Alkaline  phosphatase  125 
mu  ml,  serum  LDH  290  mu /ml,  SGOT  45 


mu/ml.  Serum  sodium  126  mEq/l,  potas- 
sium, 4.6  mEq/l,  chlorides  82  mEq/l  and 
COa  32  mEq/l. 

PA  and  lateral  chest  x-rays  revealed  dis- 
coid atelectasis  at  the  base  of  the  right  lower 
lobe.  An  electrocardiogram  revealed  a left 
bundle  branch  block  with  multifocal  ven- 
tricular premature  contractions. 

A paracentesis  was  performed  in  the  left 
lower  quadrant  and  4000  cc  of  slightly 
turbid,  blood-tinged  fluid  was  obtained.  The 
fluid  was  interpreted  as  Papanicolau  Class  V. 
Thirty  milligrams  of  NN'N”  triethylene- 
thiophosphoramide  was  injected  intraperi- 
toneally  and  the  patient  was  begun  on 
fluorocortisone  acetate  because  of  the  hypo- 
natremia. Despite  these  measures,  she  had 
rapid  reaccumulation  of  her  ascitic  fluid 
and  continued  to  have  nausea  and  periodic 
vomiting.  Her  serum  electrolytes  showed 
progression  of  her  hyponatremia  but  she 
had  no  toxic  depression  of  her  blood  counts 
from  the  alkylating  agent. 

A week  following  her  paracentesis,  she 
became  hypotensive  and  was  begun  on  in- 
travenous hydrocortisone,  but  this  had  to 
be  discontinued  following  an  episode  of 
hematemesis.  Her  urine  output  became  scant 
and  she  began  to  gain  weight  rapidly  with 
development  of  pulmonary  edema  on 
7/12/70.  Despite  vigorous  treatment  of  her 
pulmonary  edema  with  morphine  sulfate, 
cedilanid  and  diuretics,  her  respiratory  dis- 
tress continued  and  she  died  at  5 p.m.  on 
7/12/70. 

An  autopsy  was  performed. 

Clinical  Discussion 

Dr.  Leo  J.  Dunn:  This  patient  was  79 
years  of  age  and  had  a past  history  of  being 
treated  elsewhere  for  a squamous  cell  car- 
cinoma of  the  cervix,  seven  years  prior  to 
this  illness.  The  description  given  in  the 
protocol  of  the  carcinoma  of  the  cervix 
would  indicate  to  me  that  it  was  a Stage  II 
carcinoma  of  the  cervix,  and  under  the  new 
classification  we  would  call  this  a Stage  II-A 
squamous  cell  carcinoma  of  the  cervix. 
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Let’s  review  briefly  the  staging  system 
used  for  cervical  carcinoma.  Stage  I car- 
cinomas of  the  cervix  include  those  tumors 
confined  to  the  cervix  and  are  divided  now 
into  two  groups.  Those  which  are  minimally 
invasive  are  I-A  and  those  which  are  more 
extensively  invasive,  but  still  restricted  to  the 
cervix  itself,  are  I-B.  Stage  II  carcinoma, 
which  is  what  I believe  this  patient  had  in- 
itially, indicates  that  the  tumor  has  extended 
outside  the  confines  of  the  cervix,  involving 
either  the  parametria  or  the  vaginal  mucosa 
— but  the  extension  of  the  tumor  is  not  to 
the  side-wall  of  the  pelvis  and  is  not  to  the 
lower  third  of  the  vagina.  These  have  now 
been  divided  into  II-A  (which  are  those 
cases  that  involve  the  vaginal  mucosa  alone) 
and  II-B  (where  the  parametria  are  in- 
vaded). Stage  III  are  those  cases  that  are 
more  extensive  than  the  Stage  II,  with  actual 
invasion  of  the  pelvic  side-wall  or  extension 
into  the  lower  third  of  the  vagina.  Stage  IV 
involves  the  bladder  or  rectum  or  has  distant 
metastases.  These  are  all  clinical  Stages,  so 
post-operative  findings  do  not  change  the 
original  staging  of  a tumor. 

Thus,  in  this  patient,  we  are  talking  about 
a Stage  II-A  carcinoma  of  the  cervix,  which 
would  have  a prognosis  of  about  60%  cure 
based  on  the  ”5 -year-survival  with  no  evi- 
dence of  disease”  statistics.  The  rationale 
for  selecting  radiation  therapy  probably  was 
that  in  cervical  carcinoma  one  gets  essen- 
tially equal  cure  rates  with  radical  surgical 
techniques  and  radiation  therapy.  The  spe- 
cific indications  for  radical  surgery  are  more 
in  the  younger  age  groups  where  the  radia- 
tion damage  to  the  vagina  is  a consideration 
or  the  eventual  development  of  sarcomas  in 
the  radiated  tissue  might  be  a considera- 
tion. The  selection  of  radiation  therapy  in 
this  elderly  lady  was  a good  one.  The  tech- 
nique was  somewhat  unusual,  in  that  a 
transvaginal  type  of  therapy  was  added  to 
the  usual  therapeutic  measures.  The  usual 
reasons  for  doing  this  are  somewhat  varied, 
but  a transvaginal  cone  is  frequently  used 
to  shrink  a large  tumor,  allowing  a better 
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radium  application.  My  expectation  is  that 
the  tumor,  when  first  seen,  was  a large  fun- 
gating tumor  and  that  the  physician  be- 
lieved that  the  normal  anatomy  was  so 
distorted  that  a good  radium  application 
could  not  be  done.  If  you  notice  in  the 
protocol,  the  machine  used  was  a low  en- 
ergy machine,  which  would  then  give  a 
high  surface  dose  to  the  tumor  and  give  less 
of  a dose  to  the  internal  organs — i.e.,  the 
exit  dose  would  be  smaller.  This  would  be 
the  type  of  radiation  one  would  expect  to 
melt  a tumor  to  improve  the  eventual  ra- 
dium application.  This  is  a recognized 
technique,  and  although  not  commonly 
used,  there  is  no  objection  to  this. 

The  remainder  of  her  therapy  was  to 
include  radium,  which  provides  a high  dose 
to  the  tumor  per  se  and  rapidly  falls  with 
distance,  thus  protecting  the  vital  organs. 
This  is  probably  the  most  important  method 
of  radiation  therapy  for  cervical  carcinoma. 
Finally,  the  external  radiation  therapy  was 
used  primarily  for  the  purpose  of  adding  to 
the  distal  parametria  a higher  dose  as  well 
as  treating  the  lymph  node  chains  that  are 
primarily  involved.  These  lymph  nodes  are 
the  obturators,  the  internal  and  external 
iliacs  and  the  common  iliacs.  In  summary, 
I would  say  that  the  therapy  the  patient 
received  certainly  seems  adequate,  and  does 
not  seem  excessive.  I would  not  expect  her 
to  have  less  than  the  expected  cure  rate  nor 
would  I expect  her  to  have  more  than  the 
usual  complications. 

The  patient  did  well  after  this,  and  she 
then  returned  seven  years  later  with  a new 
complaint — an  enlarged  abdomen  which 
was  diagnosed  by  her  physician  as  ascites. 
We  frequently  find  that  the  students  have 
difficulty  in  telling  large  intra-abdominal 
masses  from  ascitic  fluid  and  are  unaware 
of  the  classical  findings  useful  in  making 
this  differentiation.  In  the  patient  with  free 
fluid  in  the  abdomen,  we  expect  (unless 
there  is  some  reason  for  fixation  of  the 
bowel)  that  the  gas-filled  bowel  will  float 
to  the  top  and  that  the  abdomen  will  be 
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tympanitic  over  its  central  portion,  with 
dullness  in  the  flanks.  In  the  case  of  a large 
tumor  in  the  abdomen,  we  expect  that  there 
will  be  dullness  centrally  in  the  abdomen 
and  that  we  will  get  tympany  in  the  flanks. 

Our  present  patient  then  had  a paracen- 
tesis and  the  cytology  was  read  as  "adeno- 
carcinoma”. There  is  some  hazard  in  mak- 
ing a diagnosis  of  malignancy  on  paracente- 
sis, particularly  on  the  first  paracentesis  that 
is  done.  In  patients  with  long-standing 
ascites  from  liver  disease  or  from  any  other 
cause,  there  is  distortion  of  cells  which  are 
in  various  stages  of  necrosis.  There  is  a 
higher  rate  of  false-positive  readings  on  the 
first  paracentesis  when  compared  with  sub- 
sequent samples.  Therefore,  in  trying  to 
make  a diagnosis  of  malignancy  from  ascitic 
fluid,  it  is  important  that  the  diagnosis  be 
made  only  on  repeated  taps  and  not  on  a 
single  tap.  In  addition,  the  handling  of  that 
fluid,  I think,  is  of  some  importance.  The 
fluid  should  be  properly  fixed  or  should  be 
handled  by  the  laboratory  within  a short 
period  of  time.  When  ascitic  fluid  is  allowed 
to  stand,  the  cells  do  have  enough  nutrients, 
if  kept  at  room  temperature,  to  go  on 
through  their  reproductive  cycle.  There- 
fore, ascitic  fluid  evaluated  at  the  end  of 
16-18  hours  at  room  temperature  may  have 
an  inherent  false-positive  rate  that  is  a good 
deal  higher  than  if  the  fluid  had  been  proc- 
essed within  an  hour. 

As  far  as  cell  block  technique  is  con- 
cerned, it  was  our  feeling  in  the  midwest 
that  cell  block  technique  had  more  inherent 
errors  than  cytologic  technique.  Cells  will 
distribute  themselves  in  a cell  block  accord- 
ing to  weight  and  unless  sections  are  taken 
step-wise  through  the  block,  cells  can  be 
missed.  There  is  less  distortion  of  the  cells 
and  a more  accurate  reading  if  a millipore 
filter  or  other  type  of  filter  technique  is 
used.  Therefore,  there  could  be  some  error 
here  in  making  a diagnosis  of  malignancy 
on  a single  paracentesis. 

As  far  as  making  a specific  diagnosis  of 
adenocarcinoma,  I think  that  there  is  again 
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much  more  hazard  in  doing  this  on  ascitic 
fluid  than  there  is  in  doing  it  on  vaginal 
cytology.  Cytologists  state  that  in  the  eval- 
uation of  ascitic  fluid,  it  is  difficult  to  deter- 
mine the  tissue  of  origin,  and  for  that  reason 
it  is  quite  possible  for  the  patient  to  have 
metastatic  squamous  cell  carcinoma  being 
read  as  adenocarcinoma  in  this  ascitic  fluid. 
Although  the  patient  may  indeed  have  an 
adenocarcinoma,  I would  not  feel  compelled 
to  make  that  diagnosis  because  this  was  re- 
ported cytologically. 

Thereafter  the  patient  was  treated  as  if 
she  had  a malignancy,  with  5-fluoro-uracil 
and  furosemide  or  Lasix.  The  experience  on 
our  service  with  diuretics  in  patients  with 
ascites  has  been  essentially  negative  in  terms 
of  response.  The  5-fluoro-uracil  is  a reason- 
able drug  to  use  in  a variety  of  gynecologic 
malignancies,  but  it  does  not  necessarily  have 
any  more  attractiveness  than  a variety  of 
other  chemotherapeutic  agents.  The  selec- 
tion of  this  chemotherapeutic  agent  was,  I 
suspect,  because  of  its  general  anti-tumor 
effect  rather  than  specifically  for  any  par- 
ticular tumor. 

The  patient  had  weight  loss,  increasing 
fatigue  and  some  vomiting,  and  then  she 
developed  swelling  of  her  left  leg.  Here 
we  would  have  to  make  the  differential  diag- 
nosis betwen  lymphatic  and  venous  obstruc- 
tion due  to  the  tumor  and  an  acute  throm- 
bophlebitis of  the  pelvic  system.  We  are  not 
given  enough  information  to  make  that 
diagnosis.  One  can  use  a variety  of  tech- 
niques in  order  to  clarify  this;  in  pelvic 
malignancies,  we  make  use  of  lymphography 
by  injecting  radio-opaque  substances  into 
lymphatics  on  the  dorsum  of  the  foot.  This 
will  outline  the  pelvic  lymphatics  and  if 
they  are  infiltrated  by  malignancies,  one  can 
often  make  the  diagnosis  of  metastatic  dis- 
ease to  the  lymph  nodes.  Since  the  patient 
was  not  treated  with  anticoagulants,  I sus- 
pect that  the  assumption  here  was  that  she 
had  obstructive  disease  on  the  basis  of  tu- 
mor. Apparently  she  did  not  have  fever, 
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tenderness  or  any  other  findings  to  go  along 
with  thrombophlebitis. 

Physical  examination  after  her  admission 
to  the  hospital  did  not  add  too  much  to 
what  we  have  already  surmised.  The  major 
finding  was  that  she  had  ascites  and  a rectal 
shelf.  Induration  of  the  abdominal  wall  was 
noted  but  this  is  not  described  as  a cellulitis 
nor  as  intraabdominal  masses.  I am  not  sure 
whether  we  are  talking  about  extravasation 
from  a previous  paracentesis  site  or  an  area 
of  infection  from  these  areas. 

Laboratory-wise,  we  have  some  interest- 
ing findings.  The  patient  had  a good  he- 
moglobin for  this  age,  particularly  if  she 
had  an  advanced  malignancy.  She  did  have 
urinary  specific  gravity  of  1.014  with  a 
serum  sodium  of  126.  That  is  a bit  unusual. 
She  also  had  a serum  sodium-to-potassium 
ratio  of  27,  which  tends  to  argue  against 
the  serum  sodium  being  low  on  the  basis 
of  an  adrenal  cause.  We  do  not  have  urinary 
electrolytes,  which  I think  would  be  of  some 
help,  nor  do  we  have  information  regarding 
urinary  output  or  body  weight.  The  x-rays 
are  essentially  non-contributory. 

In  the  final  portion  of  the  patient’s  ill- 
ness, she  had  a paracentesis  of  four  liters  of 
blood-tinged  fluid.  This  was  reported  as 
Papanicolau  Class  V.  It  would  be  most  rare 
to  have  on  second  paracentesis  a report  of 
a Class  V smear  in  the  absence  of  malig- 
nancy. So  I think  this  was  a very  important 
finding  and  very  strong  evidence  for  an 
intra-abdominal  malignancy. 

The  patient  was  given  Thiotepa  into  the 
ascitic  fluid,  and  this  practice  is  one  that 
we  don’t  generally  follow.  The  reason  for 
this  is  that  chemotherapeutic  agents  given  by 
other  routes  seem  to  have  about  the  same 
effectiveness  in  reducing  the  effusions  as 
giving  the  substances  directly  into  the  fluid, 
and  loculation  of  the  chemotherapeutic 
agent  in  a small  area  of  the  abdomen  may 
occur  with  direct  administration.  There  is 
also  some  theoretical  objection  to  it  based 
on  experimental  tumors,  where  irritants 


added  to  the  serosal  surfaces  increased  the 
number  of  tumor  implants  that  will  take. 

She  was  then  given  a mineralocorticoid 
because  of  the  hyponatremia.  As  far  as  I 
can  determine,  in  spite  of  the  steroid,  she 
went  on  to  develop  progressive  hypona- 
tremia. Although  with  the  halogenated 
steroids  one  increases  the  gluco-corticoid 
effect  even  more  than  one  does  a mineralo- 
corticoid effect,  she  should  have  had  some 
response  to  this.  Perhaps  she  should  have 
had  DOCA  added  to  this  regimen,  which 
would  have  been  more  potent  and  more 
specific  for  the  type  of  abnormality  sus- 
pected. We  assume  here  that  the  feeling  was 
that  the  patient  was  getting  into  progressive 
difficulty  on  the  basis  of  adrenal  failure,  but, 
as  far  as  I can  see,  she  failed  to  respond  to 
this  therapy. 

A week  later  she  actually  became  hypo- 
tensive and  was  given  hydrocortisone.  I 
assume  that  this  was  in  addition  to  the  afore- 
mentioned medications.  The  patient  now 
had  bleeding  from  her  stomach  which  may 
or  may  not  have  been  related  to  her  steroids. 
Critically  ill  patients  may  get  stress  ulcers 
regardless  of  their  primary  illness.  These  are 
related  to  the  so-called  Curling’s  ulcers,  with 
superficial  ulcerations  of  the  gastric  mucosa, 
duodenum  and  esophagus  which  can  bleed 
to  exsanguination.  The  urinary  output  be- 
came scant,  but  the  patient  was  apparently 
hypotensive  during  this  time,  and  failure  of 
these  aged  kidneys  would  be  anticipated. 
She  gained  weight  rapidly  and  showed  evi- 
dence of  hypervolemia  which  I think  would 
be  unusual  if  we  are  dealing  with  a hypo- 
adrenal  patient. 

In  summary,  I would  say  that  this  is  a 
patient  with  one  known  malignancy,  a 
squamous  cell  carcinoma  of  the  cervix,  who 
developed  what  appeared  to  be  either  an- 
other malignancy  or  an  extension  of  that 
first  malignancy  with  an  ascitic  type  of 
response. 

Certainly  there  are  specific  ascitic  tumors 
— those  tumors  that  will  live  and  multiply 
in  a fluid  medium.  The  best  example  of 
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these  are  the  ovarian  carcinomas.  It  is  en- 
tirely possible  that  the  patient  developed 
an  ovarian  carcinoma  after  her  cervical 
carcinoma  but  there  is  no  real  reason  for 
her  to  have  done  this — in  other  words,  there 
is  no  relationship  between  a squamous  cell 
carcinoma  of  the  cervix  and  ovarian  car- 
cinoma. There  is  no  relationship  between 
radiation  of  the  ovaries  and  the  develop- 
ment of  an  ovarian  carcinoma. 

There  is  the  possibility  that  she  developed 
an  adenocarcinoma  of  the  endometrium, 
which  was  spreading  through  the  abdomen 
rather  than  showing  itself  through  the  cer- 
vix, since  we  know  that  the  cervix  and 
vagina  were  obliterated.  But,  again  there  is 
no  compelling  reason  to  consider  that  she 
might  have  done  this.  In  fact,  her  radiation 
therapy  to  the  pelvis  probably  would  reduce 
the  chances  of  this  event. 

She  could  have  a metastatic  lesion  to  the 
abdomen  from  some  other  site,  but  no  other 
site  was  identified.  It  is  a possibility  that 
she  had  a malignancy  in  the  gastrointestinal 
tract  but  we  have  no  information  to  show 
this. 

The  terminal  illness  is  an  interesting  one. 
Although  we  do  not  have  sufficient  infor- 
mation I would  feel  that  her  hyponatremia 
and  terminal  event  was  not  on  the  basis  of 
adrenal  failure.  I think  that  with  the  repet- 
itive adrenocorticoid  therapy  she  had,  she 
would  have  responded  if  the  adrenals  had 
indeed  failed. 

I would  raise  the  question  that  she  might 
have  had  inappropriate  anti-diuretic  hor- 
mone (ADH)  activity.  As  you  know,  many 
malignancies  and  some  benign  states  have 
resulted  in  a variety  of  hormonal  syndromes. 
One  of  these  is  the  inappropriate  secretion 
of  ADH.  We  have  not  seen  this  in  gyne- 
cologic malignacies,  but  I don’t  know  of 
any  reason  that  this  could  not  occur.  In 
support  of  this,  we  find  that  in  spite  of 
steroid  therapy,  the  serum  sodium  progres- 
sively dropped  and  at  the  same  time,  she 
had  a reasonable  specific  gravity.  She  did 
show  evidence  of  hypervolemia  and  went 
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into  heart  failure.  Thus,  although  one  can’t 
document  it,  she  may  have  had  inappro- 
priate ADH  activity  on  the  basis  of  her 
malignancy.  There  is  also  described  a syn- 
drome of  hyponatremia  for  no  known  rea- 
son in  patients  with  widespread  malignan- 
cies. A final  possibility  is  hyponatremia  on 
the  basis  of  sodium  loss  into  her  ascitic  fluid 
— however,  her  low  serum  sodium  was  re- 
ported before  her  paracentesis  was  done. 

My  final  diagnosis  would  be  that  the 
patient  had  abdominal  carcinomatosis  prob- 


Fig.  1.  Detail  of  biopsy  of  original  cervical  tumor,  show- 
ing focally  keratinizing  squamous  cell  epithelioma. 

ably  secondary  to  her  original  squamous  cell 
carcinoma  of  the  cervix  and  that  her  ter- 
minal event  may  well  have  been  inappro- 
priate ADH  secretion  on  the  basis  of  the 
malignancy. 

! 

Pathologic  Discussion 

Dr.  Steven  G.  Silverberg:  The  only  mate-  i 
rial  that  we  had  in  the  Pathology  Depart- 
ment from  the  original  cervical  tumor  con- 
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sisted  of  the  small  biopsy  that  was  taken 
before  radiation  therapy  was  instituted.  This 
tissue  showed  an  invasive  squamous  cell 
epithelioma  of  the  cervix,  with  malignant 
cells  demonstrating  intercellular  bridges  and 
focal  keratinization  (Fig.  1). 

I want  to  start  by  briefly  discussing  the 
question  of  late  recurrence  of  squamous  cell 
cancers  of  the  cervix  since  this,  of  course, 
is  one  of  the  factors  of  great  significance 
in  this  case.  Dr.  vanVoorhis  of  our  Depart- 
ment of  Obstetrics  and  Gynecology  recently 
published  a very  excellent  study  in  which 
a large  number  of  patients  with  squamous 
cell  cancers  of  the  cervix  were  followed  over 
a long  period  of  time.1  Ffe  noted  that  6.1% 
of  patients  who  survived  five  years  after 
treatment  subsequently  died  of  squamous 
cancer  of  the  cervix  at  intervals  up  to  15 
years.  This  points  out  that  late  recurrence 
— if  you  define  late  as  occurring  after  a 
5 -year  period — certainly  does  occur  but  is 
(as  Dr.  Dunn  mentioned)  a rather  uncom- 
mon finding.  The  additional  question  that 
must  always  be  raised  in  these  cases  is:  How 
many  of  these  may  represent  new  primaries? 
It  is  well  known  that  patients  who  develop 
squamous  cell  cancers  of  the  cervix  also  have 
a tendency  to  develop  independent  squa- 
mous cell  cancers — in  situ  or  invasive — else- 
where in  the  lower  genital  tract,  for 
example,  the  vagina,  vulva  or  elsewhere  in 
the  cervix.2  Thus,  a "late  recurrence”  may 
actually  represent  a new  primary  lesion. 
We  can  prove  this  if  in  situ  changes  are 
present. 

In  any  event,  ascites  is  quite  rare  as  a 
late  sign  of  recurrence  in  cancer  of  the  cer- 
vix. At  the  M.  D.  Anderson  Tumor  Insti- 
tute in  Houston,3  of  178  patients  treated 
for  carcinoma  of  the  cervix  who  developed 
late  recurrences,  only  one  (0.6%)  presented 
with  ascites.  The  great  majority  of  these 
patients  will  present  with  local  recurrence 
or  some  type  of  intrapelvic  extension  or 
metastasis.  In  the  same  series,  only  13  of 
over  400  patients  with  distant  metastases 
had  peritoneal  involvement.  Two  showed 


peritoneal  involvement  as  the  only  evidence 
of  disease  and  1 1 had  peritoneal  involvement 
in  addition  to  other  sites  of  metastasis  and 
recurrence. 

The  percentage  of  fatal  cases  of  carci- 
noma of  the  cervix  that  die  of  distant 
metastases  is  increasing.  We  read  in  the  text 
books  that  the  classical  history  of  the  pa- 
tient with  squamous  cell  cancer  of  the  cer- 
vix who  is  not  cured  is  that  she  will  present 
some  years  or  perhaps  even  months  later 
with  massive  local  recurrence,  and  will  die 
with  extensive  tumor  within  the  pelvis — 
perhaps  with  hydroureter,  hydronephrosis, 
pyelonephritis,  and  sepsis — but  without  dis- 
tant metastases  outside  the  pelvis.  This  pic- 
ture, however,  has  changed  in  recent  years, 
and  as  local  surgical  and  x-ray  therapy  di- 
rected at  the  local  tumor  have  improved,  we 
more  frequently  see  complete  sterilization 
of  the  primary  tumor,  with  patients  who 
are  dying  with  extra-pelvic  distant  metas- 
tases. 

We  might  also  mention  the  rarity  of 
malignant  ascites  as  a manifestation  of 
metastatic  squamous  cell  cancer  (as  op- 
posed to  adenocarcinoma).  We  have  seen 
only  a single  ascitic  fluid  in  our  department 
that  we  have  been  able  to  recognize  cyto- 
logically  as  a metastasis  from  a squamous 
cell  carcinoma  of  any  primary  site.  Thus, 
although  an  ascitic  phase  of  squamous  cell 
cancer  certainly  does  occur,  it  is  quite  rare 
and  we  very  seldom  pick  it  up  cytologically. 

In  the  present  case,  the  two  ascitic  fluids 
that  we  saw  showed  multiple  clumps  of 
tumor  cells  as  well  as  quite  a bit  of  blood, 
indicating  that  this  was  indeed  a hemor- 
rhagic effusion.  The  cells  showed  coarse 
chromatin,  hyperchromatic  nuclei,  great 
variation  in  size  and  shape  of  cells,  and  a 
somewhat  papillary  configuration  indicative 
of  adenocarcinoma  (Fig.  2).  Some  of  these 
cells  appeared  to  contain  mucin  within 
vacuoles  in  their  cytoplasm.  In  retrospect, 
we  also  saw  some  cells  that  were  quite  un- 
usual in  that  they  had  rather  blue,  foamy- 
looking  cytoplasm.  We  now  think  (al- 
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though  we  missed  this  originally)  that  these 
cells  might  represent  chondrocytes  (Fig. 

2). 


Fig.  2.  Cells  from  paracentesis  specimen,  showing  papil- 
lary clusters  of  adenocarcinoma  (top),  plus  single  cells 
with  smaller  nuclei  and  foamy  basophilic  cytoplasm, 
which  probably  represent  chondroblasts  (bottom). 

At  autopsy,  we  found  a large  polypoid 
endometrial  tumor  which  grew  into  and 
extended  down  through  the  cervical  canal 
into  the  vagina.  The  tumor  was  hemor- 
rhagic and  necrotic  on  cut  section  (Fig.  3). 

When  the  abdominal  cavity  was  opened, 
we  found  a large  "cake”  of  tumor  overlying 
the  bowel  and,  in  addition,  multiple  foci  of 
tumor  seeding  the  visceral  and  parietal 
peritoneum.  These  were  responsible  for  the 
ascites  with  malignant  cells  in  it. 

At  the  gross  autopsy,  metastases  were  also 
noticed  in  the  left  ovary,  in  the  perigastric 
and  porta-hepatic  lymph  nodes,  and  in  sev- 
eral vertebrae.  The  lungs  were  heavy  and 
congested  and  exuded  edema  fluid  when  they 
were  cut,  indicating  that  she  had  massive 
pulmonary  congestion  and  edema. 


The  heart  was  of  normal  size,  weighing 
only  3 00  gm,  and  showed  mild  myocardial 
fibrosis.  There  was  no  evidence  of  any  acute 


Fig.  3.  Close-up  of  massive,  partly  necrotic,  largely  poly- 
poid tumor  completely  filling  the  endometrial  cavity  at 
autopsy  (cervix  begins  at  bottom  of  figure). 


lesions  in  the  myocardium  and  there  was 
only  slight  coronary  arteriosclerosis. 

The  other  organs  were  all  essentially 
grossly  and  histologically  normal,  including 
the  gastrointestinal  tract.  No  sources  of 
bleeding  were  found  anywhere  in  the  gas- 
trointestinal tract.  There  was,  however,  a 
3 cm  hiatus  hernia  which  had  been  diag- 
nosed radiographically.  It  is  also  worthy  of 
note,  in  view  of  the  hyponatremia,  that  the 
adrenals  were  also  grossly  and  histologically 
normal.  They  weighed  a total  of  15  gm, 
which  is  certainly  within  normal  limits  for 
adult  adrenals. 

Thus  we  know  that  this  lady  had  some 
type  of  malignant  tumor  of  the  corpus  uteri 
and  we  might  just  briefly  discuss  what  the 
choices  are.  The  most  common  such  tumor 
is  endometrial  carcinoma.  This  is  almost 
always  a glandular  tumor;  it  may  have  ele- 
ments of  squamous  proliferation — whether 
benign  or  malignant  in  appearance — asso- 
ciated with  the  glandular  or  adenocarcino- 
matous  elements. 

The  major  sarcomas  of  the  corpus  uteri — 
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comprising  5-10%  of  all  corporeal  cancers 
— are  four  in  number.  The  pure  sarcoma 
derived  from  and  resembling  endometrial 
stroma  is  known,  naturally  enough,  as  en- 
dometrial stromal  sarcoma.  It  can  be  either 
well-differentiated  — in  which  case  it  is 
known  as  stromal  myosis — or  poorly  differ- 
entiated. Carcinosarcoma  is  a tumor  con- 
taining elements  of  both  carcinoma  and 
endometrial  stromal  sarcoma.  The  third  type 
— malignant  mixed  mesodermal  tumor — 
shows  both  carcinoma  and  sarcoma,  but  in 
addition  to  the  endometrial  stromal  sarcoma 
we  see  malignant  sarcomatous  elements  that 
are  heterotopic  to  the  normal  uterus,  such 
as  malignant  striated  muscle,  cartilage,  bone, 
fat,  etc.  Finally,  we  have  leiomyosarcoma 
which  is  basically  a tumor  of  the  myome- 
trium rather  than  the  endometrium.  There 
are  also  some  other  rare  sarcomas,  lympho- 
mas, and  metastatic  tumors. 


Fig.  4.  Photomicrograph  of  endometrial  tumor,  showing 
glandular  adenocarcinoma,  stromal  sarcoma  and  chon- 
drosarcoma. Other  elements  were  seen  in  other  regions, 
as  described  in  the  text. 

The  tumor  in  today’s  case  (Fig.  4)  show- 
ed moderately  well-differentiated  adenocar- 
cinoma growing  in  a glandular  and  papillary 
pattern,  as  well  as  foci  of  malignant-appear- 


ing squamous  epithelium.  In  addition  to  this 
carcinomatous  element,  there  was  also  a 
diffuse  proliferation  of  small  round  stromal 
cells  which  were  malignant  in  appearance. 
Finally,  foci  of  malignant  cartilage  (chon- 
drosarcoma), malignant  fat  (liposarcoma) , 
and  malignant  striated  muscle  (rhabdomyo- 
sarcoma) were  present.  Thus,  this  tumor 
can  be  classified  as  a malignant  mixed 
mesodermal  tumor  of  the  uterus.  The  wide- 
ly disseminated  metastases  were  histologi- 
cally identical  to  the  primary  lesion. 

We  recently  have  been  studying  some  of 
these  tumors  with  the  electron  microscope. 
This  has  never  been  reported  before,  and  our 
findings  will  soon  be  published.4  The  foci 
of  endometrial  carcinoma  were  similar  ul- 
trastructurally  to  pure  endometrial  car- 
cinomas which  have  been  studied  in  humans 
and  in  animals.  The  stromal  elements  showed 
cells  which  were  quite  different  in  character, 
and  somewhat  resembled  benign  endome- 
trial stromal  cells  in  luteal  phase.  We  were 
not  able  to  find  any  transitions  between  the 
two  cell  types.  Transitions  were  found, 
however,  between  these  stromal  cells  and 
cells  interpreted  as  fibroblasts  and  chondro- 
cytes. Thus,  we  feel  that  two  separate  cell 
lines — epithelial  and  stromal,  the  latter 
forming  the  heterologous  elements — partic- 
ipate in  this  tumor,  and  that  it  is  of  miil- 
lerian  origin. 

Malignant  mixed  mesodermal  tumor  of 
the  uterus  is  a quite  uncommon  tumor,  and 
the  largest  published  series  in  the  literature 
comprise  about  20  or  30  cases."'  Dr.  Caro- 
lyn Martin  of  our  own  department  has  been 
studying  our  material  here  at  MCV,'  and  she 
has  been  kind  enough  to  provide  me  with 
some  of  the  pertinent  data  on  our  own  cases. 
We  have  had  a total  of  28  cases  in  20  years, 
including  three  in  the  past  year.  This  rep- 
resents about  10%  of  the  incidence  of 
endometrial  carcinoma  at  our  institution — 
a very  high  incidence.  Combined  with  our 
34  leiomyosarcomas  plus  about  a half-dozen 
endometrial  stromal  sarcomas,  this  gives  us 
an  incidence  of  sarcomas  as  compared  with 
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carcinomas  of  about  20%.  In  most  series, 
as  I mentioned,  all  of  the  sarcomas  com- 
bined account  for  about  5-10%  of  all  cor- 
poreal malignancies. 

Among  our  28  patients  with  malignant 
mixed  mesodermal  tumors,  it  is  of  interest 
that  18  were  hypertensive,  16  were  obese 
and  at  least  five  were  diabetic,  suggesting 
the  similarity  of  the  clinical  setting  of  this 
tumor  to  that  of  endometrial  carcinoma. 
Four  of  the  28  (14%)  had  a history  of  prior 
pelvic  irradiation,  as  did  the  patient  dis- 
cussed here  today — all  for  benign  conditions 
except  for  the  present  case.  The  radiation 
had  been  given  seven  years  earlier  in  two 
cases,  nine  years  earlier  in  one  case  and  19 
years  earlier  in  one  case.  In  contrast,  none 
of  the  34  patients  with  leiomyosarcoma  had 
a history  of  prior  pelvic  irradiation.  These 
figures  are  typical  of  those  in  the  literature. 
Norris  and  Taylor8  studied  post-radiation 
sarcomas  of  the  uterus  in  1965  and  found 
that  1 5 % of  patients  with  uterine  sarcomas 
(both  in  their  own  material  and  in  the  lit- 
erature) had  had  prior  radiation  therapy, 
with  a median  latent  period  of  11  years 
between  irradiation  and  the  development 
of  the  sarcoma.  Thirteen  of  their  17  cases 
and  45  of  73  in  the  literature  were  either 
malignant  mixed  mesodermal  tumor  or  car- 
cinosarcoma. Similarly,  30%  of  their  ma- 
lignant mixed  mesodermal  tumors  had  a 
history  of  radiation,  but  they  noted  that 
leiomyosarcomas  and  endometrial  stromal 
sarcomas  were  rarely  preceded  by  a history 
of  prior  irradiation,  pointing  out  that  there 
may  be  some  real  difference  other  than 
chance  in  these  figures. 

The  indications  for  the  prior  radiation 
therapy  in  these  cases  in  the  literature  were 
usually  benign  conditions,  although  four  of 
the  16  personal  cases  of  Norris  and  Taylor 
followed  radiation  therapy  for  cervical 
carcinoma. 

These  patients  with  mixed  mesodermal 
tumors  usually  present  with  vaginal  bleed- 
ing, but  unlike  endometrial  carcinoma,  they 
usually  have  enlarged  uteri  even  when  seen 


after  only  a few  weeks  of  symptoms.  They 
also  much  more  commonly  present  with 
polypoid  tumors  protruding  through  the 
the  cervical  os.  Not  infrequently  the  cyto- 
logic or  even  the  D & C histologic  diagnosis 
may  be  carcinoma,  the  sarcomatous  com- 
ponent not  becoming  evident  until  after 
hysterectomy. 

Of  the  25  patients  in  our  series  who  have 
been  followed  for  over  one  year,  19  are 
already  dead  and  several  of  the  six  survivors 
have  not  yet  gone  five  years.  This  is  con- 
sistent with  survival  figures  in  the  literature 
for  this  tumor,  in  that  the  best  series  show 
five  year  survivals  of  about  25-30%  and 
several  other  large  series  show  a survival 
figure  of  0.  Treatment  is  thought  to  be 
predominantly  surgical;  radiation  therapy 
may  or  may  not  improve  the  prognosis  in 
these  lesions.  When  the  tumors  metastasize, 
they  do  so  predominantly  by  hematogenous 
dissemination  and  local  extension,  most 
often  to  the  local  soft  tissues,  peritoneum 
and  lungs.  In  some  instances,  only  car- 
cinoma is  seen  in  the  metastases  histologi- 
cally, although  often  all  elements  are  present, 
as  they  were  in  today’s  case. 

In  summary,  this  is  a lady  who  was 
treated  seven  years  before  her  death  with 
radiation  therapy  for  squamous  cell  cancer 
of  the  cervix.  This  apparently  was  cured, 
since  we  found  no  evidence  of  metastatic 
or  recurrent  squamous  malignancy  at  the 
time  of  autopsy.  Seven  years  after  her  ra- 
diation therapy,  she  developed  a malignant 
mixed  mesodermal  tumor  of  the  endome- 
trium, which  rapidly  spread  both  locally 
and  by  distant  metastases,  and  was  the  fatal 
event. 

Dr.  Randolph  Hoge:  I would  like  to  ask 
about  the  correlation  between  radiation 
dosage  and  development  of  sarcomas. 

Dr.  Dunn:  I think  the  relationship  is  the 
opposite  of  what  you  would  expect.  Those 
patients  who  had  small  dosages  in  order  to 
sterilize  the  ovaries  are  more  likely  to  de- 
velop a sarcoma  of  the  uterus  than  those 
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who  have  had  complete  radiation  therapy 
for  carcinoma  of  the  cervix. 

Dr.  Silverbcrg:  I neglected  to  mention — 
and  I probably  ought  to  in  defense  of  our 
cytology  service — that  Dr.  Frable  has  re- 
cently been  compiling  our  cytologic  results 
with  follow-ups,  and  of  the  52  patients  who 
have  had  the  diagnosis  of  cancer  made  in 
body  fluids  (peritoneal  or  pleural)  over  the 
past  1 1 months,  5 0 have  already  been  proven 
to  have  metastatic  cancer.  The  other  two 
may  also  eventually  show  this,  so  certainly 
we  have  a very  low  incidence  of  false- 
positives. 

Dr.  James  Sites:  At  our  hospital,  5 0% 
of  the  patients  who  had  this  tumor  have 
had  previous  irradiation  and  it  has  been  just 
the  type  that  has  been  mentioned — it  was 
in  the  early  days  when  we  were  using  it  for 
castration  purposes,  to  control  irregular 
bleeding  after  menopause.  I would  like  to 
ask  Dr.  Dunn — would  you  have  done  a 
laparotomy  or  taken  a look  at  this  patient 
had  you  thought  she  had  a new  primary 
tumor? 

Dr.  Dunn:  We  really  have  not  given 
cancer  therapy  to  patients  on  the  basis  of 
cytology.  We  have  only  done  it  on  the  basis 
of  histology.  My  guess  is  that  the  patient’s 
age  and  condition  led  them  to  treat  without 


histologic  proof.  There  is  an  obvious  inher- 
ent risk  in  doing  this.  Perhaps  laparoscopy 
will  prove  to  offer  an  acceptable  compro- 
mise. 
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Cancer  of  the  Thyroid 

Carcinoma  of  the  thyroid  is  a relatively 
infrequent  disease,  accounting  for  only 
1,200  deaths  or  0.4  per  cent  of  all  cancer 
deaths  in  the  United  States  yearly;  yet  it 
occurs  often  enough  that  each  surgeon  sees 
and  has  responsibility  for  the  care  of  one 
or  two  cases  a year.  No  one  individual, 
however,  accumulates  any  great  experience 
with  this  disease,  and  as  a consequence  con- 
siderable confusion  exists  as  to  the  surgical 
treatment  of  choice.  This  confusion  is  evi- 
dent not  only  among  practicing  surgeons 
but  also  among  medical  school  faculty.  A 
review  of  the  literature  is  equally  controver- 
sial. In  an  attempt  to  clarify  some  of  this 
confusion,  we  have  recently  reviewed  all 
patients  with  carcinoma  of  the  thyroid  seen 
in  the  MCV  Hospital  between  1951  and 
1970  by  studying  over  1,300  patients  who 
have  undergone  thyroidectomy  during  the 
same  period  of  time.  In  this  review  special 
emphasis  has  been  given  to  the  following: 
(1)  The  value  of  the  radioactive  iodine  scan 
in  selecting  patients  with  thyroid  nodules 
for  surgery  (2)  the  mortality  of  carcinoma 
of  the  thyroid  (3)  the  surgical  treatment 
of  papillary  carcinoma  of  the  thyroid. 

Certain  observations  have  been  made 
from  this  study  which  it  is  hoped  will  be 
helpful  to  those  with  interest  in  this  sub- 
ject. Because  of  the  editorial  nature  of  this 
discussion,  only  selected  important  features 
of  the  study  will  be  discussed. 

Sponsored  by  the  Professional  Education  Commit- 
tee, Virginia  Division,  American  Cancer  Society. 


J.  M.  HARRISON,  M.D. 
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The  first  observation  relates  to  the  value 
of  the  radioactive  iodine  scan  in  selecting  pa- 
tients with  thyroid  nodules  for  surgery. 
Eleven  hundred  and  fifteen  patients  have 
undergone  surgery  for  thyroid  nodules  in 
MCV  Hospital  during  the  past  fifteen  years. 
Although  the  scan  has  been  available  at 
MCV  as  a diagnostic  study  since  19  5 0,  from 
1951  to  1961  only  25%  of  patients  with 
thyroid  nodules  had  a pre-operative  scan, 
indicating  a lack  of  confidence  in  the  scan 
on  the  part  of  most  of  the  faculty.  In  the 
last  five  years,  however,  8 5 % of  the  patients 
undergoing  thyroid  surgery  for  nodules  have 
had  a pre-operative  scan,  and  in  the  last  two 
years  95%  have  had  a scan.  A change  in 
attitude  toward  the  scan  by  the  Faculty  has 
thus  occurred.  One  reason  for  this  change 
was  that  in  1964  a careful  study  of  420 
patients  at  MCV  with  pre-operative  scans 
was  made.  In  this  study  it  was  found  that 
in  13%  of  patients  with  "cold”  nodules, 
carcinoma  of  the  thyroid  was  found  at  the 
site  of  the  nodule,  but  in  no  instance  in  this 
series  was  carcinoma  found  at  the  site  of 
a "hot”  nodule.  This  determination  was 
made  by  a comparison  of  the  pre-operative 
radioactive  iodine  scan  with  the  operative 
and  pathological  findings  of  the  specimen 
removed.  In  each  instance  the  term  "cold 
nodule”  was  used  to  include  any  nodule  in 
which  the  scan  showed  the  uptake  of  radio- 
active iodine  by  the  nodule  to  be  either 
absent  or  less  than  the  uptake  by  the  sur- 
rounding gland.  The  term  "hot  nodule” 
was  one  in  which  the  uptake  was  equal  to 
or  greater  than  that  of  the  surrounding 
gland.  The  "hot”  nodule,  therefore,  was 
not  necessarily  thyrotoxic  and  in  fact  usual- 
ly was  euthryroid. 

The  second  observation  was  that  a focus 
of  incidental  microscopic  carcinoma  was 
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found  in  the  thyroid  tissue  adjacent  to  a 
nodule  in  1.3%  of  patients  with  a "cold” 
nodule  and  in  1.8%  of  patients  with  a "hot” 
nodule.  At  first  some  felt  that  this  cast 
doubt  on  the  value  of  the  scan  because  of 
its  inability  to  pick  up  these  few  incidental 
carcinomas.  When  it  is  realized,  however, 
that  incidental  carcinoma  is  found  in  ap- 
proximately 2%  of  thyroid  glands  among 
patients  autopsied  with  non-palpable  thy- 
roids, it  is  obvious  that  such  a criticism  of 
the  use  of  the  scan  is  not  valid. 

A third  observation  that  has  been  made 
is  that  a lateral  scan  is  often  necessary  to 
accurately  interpret  the  AP  scan.  A nodule 
which  on  AP  scan  appears  to  be  "hot”  may 
in  fact  on  lateral  scan  be  "cold”.  This  has 
been  found  to  be  true  frequently  in  this 
series  of  cases.  The  lack  of  a lateral  scan, 
therefore,  may  account  for  the  rare  report 
in  the  literature  of  carcinoma  occurring  in 
the  presence  of  a "hot”  nodule. 

A fourth  observation  involved  a study 
comparing  the  incidence  of  carcinoma  in 
thyroid  nodules  in  patients  selected  for  sur- 
gery on  the  basis  of  physical  examination 
with  those  selected  for  surgery  by  means  of 
the  radioactive  iodine  scan.  Five  hundred 
and  ninety-five  patients  were  selected  for 
surgery  on  the  basis  of  physical  examination. 
In  forty-six  of  these,  or  7.7%,  carcinoma 
was  found.  Among  420  patients  selected  for 
surgery  by  means  of  the  scan,  carcinoma 
was  found  in  13%.  This  difference  seems 
statistically  significant  and  indicates  that 
the  scan  is  superior  to  physical  examination 
alone  when  the  scan  is  performed  by  one 
with  experience.  Of  further  interest  was 
the  observation  in  this  series  of  cases  that 
in  those  patients  with  multinodular  goiter 
in  whom  a cold  nodule  was  present  on  radio- 
active iodine  scan,  the  incidence  of  malig- 
nancy at  the  site  of  the  cold  nodule  was 
16.5%.  These  were  cases  of  multinodular 
goiter,  however,  that  were  selected  for  scan 
because  of  some  suspicion  of  malignancy  on 
the  part  of  the  clinician.  Although  this  find- 
ing is  not  meant  to  imply  that  the  overall 


incidence  of  carcinoma  in  multinodular 
goiter  is  16.5%,  it  emphasizes  the  impor- 
tance of  the  radioactive  iodine  scan  in  help- 
ing to  select  patients  for  surgery  with 
multinodular  goiters. 

Having  established  that  the  radioactive 
scan  is  a valuable  asset  to  the  clinician  in 
selecting  patients  with  thyroid  nodules  for 
surgery,  the  remainder  of  this  study  was 
directed  to  the  treatment  of  papillary  cancer 
of  the  thyroid. 

Although  papillary  cancer  is  histologi- 
cally malignant,  it  is  well  known  that  this 
tumor  in  most  instances  is  slow  growing 
and  well  tolerated  by  its  host.  Such  empha- 
sis has  been  given  to  the  benign  behavior  of 
papillary  cancer,  however,  that  we  tend  to 
lose  sight  of  the  fact  that  patients  do  indeed 
die  from  papillary  carcinoma  of  the  thy- 
roid. This  is  well  documented  by  a study 
in  our  hospital  of  142  patients  with  cancer 
of  the  thyroid.  Of  this  group  78  were 
papillary  cancers  of  the  thyroid  and  eight 
or  10%  of  these  died  from  the  disease.  A 
review  of  the  literature  likewise  indicates 
that  10%  of  patients  with  papillary  cancer 
of  the  thyroid,  if  followed  for  a long  enough 
period,  will  die  of  the  disease.  It  seems  rea- 
sonable, therefore  that  the  plan  of  treatment 
should  be  directed  toward  cure  and  not 
palliation. 

In  general  the  surgical  management  must 
be  divided  into  two  categories;  namely,  that 
of  treatment  of  the  primary  lesion  and  that 
of  treatment  of  the  cervical  metastases.  As 
regards  the  treatment  of  the  primary  lesion, 
one  has  the  choice  of  lobectomy,  subtotal 
thyroidectomy  or  total  thyroidectomy. 
Which  of  these  is  preferable  in  large  measure 
depends  on  the  incidence  of  involvement  of 
both  lobes  of  the  thyroid  by  carcinoma.  In 
our  experience  among  those  patients  who 
have  undergone  near  total  or  total  thy- 
roidectomy for  carcinoma  of  the  thyroid, 
cancer  has  been  found  in  both  lobes  in  40%. 
In  the  majority  of  these  patients,  at  the 
time  of  surgery  only  one  lobe  grossly  ap- 
peared to  be  involved.  Among  these  pa- 


Volume  98,  June,  1971 


333 


tients  microscopic  cancer  was  found  in  30% 
of  the  lobes  that  appeared  to  be  grossly 
normal.  Because  of  this  high  incidence  of 
bilateral  involvement,  it  seems  advisable  to 
remove  both  lobes  of  the  thyroid  as  therapy 
of  the  primary  lesion.  Further  evidence  that 
this  is  desirable  is  the  fact  that  in  the  follow- 
up study  of  those  patients  who  only  under- 
went lobectomy  for  papillary  cancer  of  the 
thyroid,  25%  have  subsequently  returned 
because  of  enlargement  of  the  remaining 
lobe,  and  have  been  found  to  have  cancer 
in  the  remaining  lobe  when  removed.  How- 
ever, since  27%  of  our  patients  have  experi- 
enced transient  hypoparathyroidism  and 
7%  permanent  hypoparathyroidism  after 
total  thyroidectomy,  it  is  recommended  that 
a near  total  thyroidectomy  be  performed; 
this  entails  removing  the  entire  lobe  on  the 
grossly  involved  side,  and  performing  a near 
total  lobectomy  on  the  grossly  uninvolved 
side.  In  this  manner  preservation  of  at  least 
one  parathyroid  can  usually  be  assured. 

As  regards  treatment  of  the  cervical 
nodes  with  papillary  cancer  of  the  thyroid, 
the  treatment  of  choice  is  difficult  to  estab- 
lish. Here  emotion  may  rule  more  strongly 
than  reason  and  no  agreement  has  yet  been 
reached.  In  general,  authorities  divide  the 
treatment  of  metastatic  papillary  cancer  of 
the  thyroid  into  two  categories:  that  of 
prophylactic  neck  dissection  where  no  nodes 
are  clinically  palpable,  and  that  of  thera- 
peutic neck  dissection  where  one  or  more 
cervical  nodes  are  clinically  palpable.  When 
a prophylactic  radical  neck  dissection  is 
performed  it  has  been  found  in  our  series 
that  microscopic  papillary  cancer  is  present 
in  the  lymph  nodes  in  75%  of  patients  un- 
dergoing this  procedure.  Since  the  purpose 
of  treatment  should  be  cure,  some  type  of 
neck  dissection,  therefore,  seems  indicated 
prophylactically.  Whether  this  should  be 
a radical  neck  dissection  or  modified  neck 
dissection  in  large  measure  depends  on 
whether  a modified  neck  dissection  will  ac- 
complish the  same  as  a radical  neck  dissec- 
tion without  its  attendent  deformity.  We 


have  attempted  to  answer  this  by  studying 
the  nodes  removed  with  prophylactic  neck 
dissection  to  determine  which  nodes  are 
consistently  positive.  Although  our  experi- 
ence is  not  great,  it  has  been  found  that  in 
those  patients  who  have  had  prophylactic 
radical  neck  dissection  with  positive  nodes, 
in  90%  of  the  cases  the  involved  nodes  were 
in  the  tracheoesophageal  groove  or  in  the 
local  jugular  node  area  between  the  thyroid 
cartilage  and  the  mediastinal  inlet.  If  this 
is  found  to  be  true  in  a large  group  of  cases, 
it  would  seem  reasonable  that  a local  jugular 
node  dissection  extending  from  the  thy- 
roid cartilage  to  the  mediastinal  inlet  would 
encompass  as  many  positive  nodes  as  the 
prophylactic  radical  neck  dissection  and  be 
equally  as  beneficial.  At  the  same  time  it 
would  avoid  the  cosmetic  and  functional 
disability  of  radical  neck  dissection.  Further 
experience  with  this  procedure  is  necessary 
to  substantiate  this  viewpoint. 

As  regards  therapeutic  neck  dissection 
suffice  it  to  say  that  because  of  the  many 
node  groups  that  are  involved  microscopi- 
cally when  a node  is  clinically  palpable, 
radical  neck  dissection  on  the  involved  side 
is  recommended.  Although  therapeutically, 
a modified  neck  dissection  with  preservation 
of  the  sternocleidomastoid  muscle  and  the 
spinal  accessory  nerve  is  less  disabling  from  a 
cosmetic  and  functional  standpoint,  it  is  felt 
that  this  is  inferior  to  the  standard  radical 
neck  dissection  because  of  the  relatively  high 
incidence  of  involvement  of  the  spinal  ac- 
cessory group  of  lymph  nodes  and  involve- 
ment of  nodes  directly  beneath  the  sterno- 
cleidomastoid in  the  midportion  of  the 
neck.  Preservation  of  the  spinal  accessory 
nerve  and  sternocleidomastoid  muscle  un- 
der these  circumstances,  therefore,  would 
seem  hazardous  so  far  as  cure  is  concerned. 

In  the  management  of  giant  cell  carci- 
noma and  small  cell  carcinoma  of  the 
thyroid  all  forms  of  therapy  are  notably 
poor.  In  most  instances  the  lesion  is  inop- 
erable when  first  seen  by  the  surgeon.  If 
operable,  however,  the  surgical  approach 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods— because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meat. 
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About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis* 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 


ing the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

Warnings:  Use  with  discretion  during  the  sec- 
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restrict  to  patients  not  cured  by  topical  mea- 
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the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


eruptions,  “weakness,”  urticaria,  flushing,  dry- 
ness of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 


Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  arc 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat- 
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Dosage  Forms:  Oral  tablets  . . . 250  mg. 

Vaginal  inserts  . . 500  mg. 
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should  be  that  of  total  thyroidectomy  plus 
immediate  radical  neck  dissection  regardless 
of  whether  the  nodes  are  palpable.  In  our 
experience  this  form  of  therapy  is  superior 
to  other  modalities  of  therapy.  In  medul- 
lary carcinoma  of  the  thyroid  the  tumor  is 
less  aggressive  than  giant  cell  carcinoma  but 
more  aggressive  than  papillary  carcinoma. 
Total  thyroidectomy  and  prophylactic  rad- 
ical neck  dissection  offers  the  best  chance 
for  cure. 

In  the  case  of  adenoma  malignum,  total 
lobectomy  alone  on  the  involved  side  is 
sufficient  surgical  management.  In  nineteen 
cases  of  adenoma  malignum  treated  at  MCV 
in  the  past  twenty  years  all  are  alive  and 
well  without  recurrence  following  treat- 
ment with  lobectomy  and  post-operative 
thyroid  extract.  Radiation  therapy  has  been 
reserved  for  the  inoperable  cancers  of  the 
thyroid  and  for  lymphosarcomas  of  the 
thyroid.  Thyroid  extract  is  given  to  all 
patients  post-operatively  to  reduce  TSH. 

Summary 

1.  Thirteen  hundred  cases  of  thyroidec- 
tomy performed  at  MCV  Hospital  from 
1951  to  1970  have  been  reviewed.  Among 
this  group  there  were  142  cases  of  carci- 
noma of  the  thyroid,  78  of  which  were 
papillary  carcinoma. 

2.  In  patients  operated  on  with  a "cold” 
nodule,  cancer  was  found  at  that  site  in 
13%. 

3.  In  no  instance  was  cancer  found  at  the 
site  of  a "hot”  nodule. 

4.  In  those  patients  with  multinodular 
goiter  in  whom  there  was  a clinical  suspi- 
cion of  carcinoma  of  the  thyroid  a radio- 
active iodine  scan  was  performed.  Carci- 
noma was  found  at  the  site  of  a "cold” 
nodule  in  16. 5%.  It  is  felt  that  a radioactive 
iodine  scan  is  an  asset  in  selecting  patients 
with  multinodular  goiter  for  surgery  and 
that  in  those  patients  in  which  a "cold” 
nodule  is  demonstrated,  surgery  is  indicated. 

5.  Incidental  microscopic  carcinoma  was 
found  in  the  thyroid  gland  adjacent  to  a 


"cold”  nodule  in  1.8%  of  patients,  and 
adjacent  to  a "hot”  nodule  in  1.3%  of 
patients.  This  compares  to  an  incidence 
of  microscopic  focal  carcinoma  of  2% 
among  patients  undergoing  autopsy  whose 
thyroid  glands  were  not  clinically  palpable. 

6.  Of  78  patients  admitted  to  the  Medical 
College  of  Virginia  Hospital  with  papillary 
cancer  of  the  thyroid,  eight  patients  or  10% 
died  of  the  disease. 

7.  When  papillary  cancer  was  observed 
at  surgery  to  be  present  grossly  in  only  one 
lobe,  it  was  found  microscopically  in  the 
opposite  lobe  in  30%  of  cases.  It  is  felt, 
therefore,  that  a near  total  thyroidectomy, 
leaving  a small  amount  of  thyroid  tissue 
on  the  clinically  uninvolved  side  in  order 
to  preserve  parathyroid  function,  is  prefer- 
able to  lobectomy  as  treatment  for  papillary 
cancer  of  the  thyroid. 

8.  Although  in  75%  of  our  patients  un- 
dergoing prophylactic  neck  dissection  for 
papillary  cancer,  metastasis  was  present  in 
the  nodes,  in  90%  of  the  cases  the  positive 
nodes  were  in  the  local  jugular  node  chain 
between  the  level  of  the  thyroid  cartilage 
and  mediastinal  inlet.  A modified  neck  dis- 
section removing  the  nodes  from  this  area, 
therefore,  would  seem  as  beneficial  prophy- 
lactically  as  a radical  neck  dissection,  and 
would  avoid  the  cosmetic  and  functional 
disability  of  radical  neck  dissection. 

9.  Total  thyroidectomy  and  prophylactic 
radical  neck  dissection  are  recommended  for 
the  more  aggressive  carcinomas  of  the  thy- 
roid. 

10.  In  19  patients  operated  upon  for 
adenoma  malignum  all  are  alive  and  well 
following  treatment  by  lobectomy  and 
post-operative  thyroid  extract. 

11.  Thyroid  extract  is  recommended 
post-operatively  in  all  patients  with  car- 
cinoma of  the  thyroid. 

Comment 

This  paper  demonstrates  the  usefulness  of 
the  radioactive  iodine  scan  in  the  selection 
of  patients  with  thyroid  nodules  for  surgical 
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exploration.  I am  sure  the  author  would 
agree  that,  despite  the  radioactivity  in  the 
nodule,  other  findings  such  as  the  solitary 
nodule  in  a child,  rapid  growth,  a stony  hard 
nodule,  and  associated  cervical  lymphade- 
nopathy  are  indications  for  surgery.1  Re- 
cently, a technic  utilizing  photoscans  with 
radioiodine  and  ' Selenomethionine  was  re- 
ported by  Thomas.2  The  uptake  of  ^Seleno- 
methionine in  the  thyroid  represented  the 
rate  of  protein  synthesis,  reflecting  mitotic 
activity  and  cellularity.  A nodule  "cold” 
by  radioiodine  scan  and  "hot”  with  ' Se- 
lenomethionine had  approximately  a 50  per 
cent  chance  of  being  cancer.  Of  great 
significance  was  the  fact  that  there  were 
no  false  negative  scans  with  the  ' Seleno- 
methionine. This  shows  real  promise  as  an 
additional  technic  to  improve  our  accuracy 
of  diagnosis  of  thyroid  cancer  and  should 
help  to  decrease  surgery  for  benign  nodules 
of  the  thyroid. 

As  the  author  has  pointed  out,  there  is 
a high  incidence  of  involvement  of  the  con- 
tralateral lobe  of  the  thyroid  with  papillary 
cancer  as  graphically  demonstrated  by  a 
series  of  cases  carefully  analyzed  at  the  M. 
D.  Anderson  Hospital.3  The  importance 
of  this  is  demonstrated  by  the  later  evidence 
of  residual  or  recurrent  carcinoma  of  the 
remaining  lobe  in  that  group  of  patients  at 
MCV  who  had  lobectomy  as  the  treatment 
of  their  papillary  cancer.  I would  certainly 
agree  with  making  every  effort  to  avoid 
hypoparathyroidism  by  doing  slightly  less 
than  a total  thyroidectomy  of  the  contra- 
lateral lobe  when  it  appeared  grossly  un- 
involved. 

There  seems  to  be  no  indication  for  a 
prophylactic  neck  dissection  in  the  initial 
treatment  of  papillary  carcinoma  of  the 
thyroid  with  no  palpable  cervical  nodes.4 
If  the  cervical  nodes  are  palpable,  a modi- 
fied neck  dissection  preserving  the  sterno- 
cleidomastoid muscle,  the  spinal  accessory 
nerve,  and  the  internal  jugular  vein5  is  suit- 
able unless  the  involvement  is  extensive,  and 
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then  the  usual  radical  neck  dissection  should 
be  done. 

The  use  of  thyroid  hormone  to  suppress 
TSH  function  following  surgical  removal 
of  thyroid  cancer  is  mandatory.  The  equiv- 
alent of  three  to  four  grains  of  desiccated 
thyroid  is  adequate  as  there  is  no  evidence 
to  suggest  that  higher  doses  are  more  effec- 
tive, and  they  do  run  the  risk  of  creating 
a hyperthyroid  condition. 

Recently  Crile'’  has  published  his  extensive 
experience  with  papillary  carcinoma  of  the 
thyroid.  A strong  advocate  of  conservative 
surgery  and  thyroid  feeding,  he  feels  that 
the  most  significant  improvement  in  the 
past  50  years  occurred  around  1937,  when 
the  type  of  papillary  cancer  changed.  There 
was  a fall  in  mortality  from  38  per  cent 
from  1926  through  193  5 to  2 per  cent  from 
1937  through  1964.  Dr.  Crile  believes  that 
these  cancers  seen  since  1937  occurred  prin- 
cipally as  a result  of  irradiation  given  for 
benign  disease  during  childhood.  This  has 
lead  to  a striking  increase  in  the  incidence 
of  papillary  cancer  with  a decrease  in  me- 
dian age  incidence  and  change  in  the  type 
of  cancer  to  one  which  is  more  easily  con- 
trolled by  suppression  of  TSH  activity  with 
thyroid  feeding  thereby  decreasing  the  need 
for  radical  surgery.  This  article  deserves 
the  careful  attention  of  everyone  who  cares 
for  the  patient  with  papillary  cancer  of  the 
thyroid. 

We  are  indebted  to  Dr.  Harrison  for  his 
presentation  of  this  valuable  experience. 

The  Editors 
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Let’s  Reminisce! 

The  General  Practitioner  of  the  Future. 

Let  us  transport  ourselves  one  hundred  years  ahead,  and  look  about  us, 
and  listen  to  the  talk  of  men,  and  note  their  methods  and  modes  of  living. 

For  the  sake  of  a place  to  visit,  let  us  go  to  Washington,  for  here  is  the 
great  center  of  medicine  in  the  United  States.  Here  is  a Government 
Department,  where  doctors  are  employed  to  study  and  search  out  the 
causes  and  cures  for  all  diseases  in  man  and  animals,  and  the  great  build- 
ing is  filled  with  laboratories  and  libraries  of  reference.  * * * * Here  is 
the  chief  of  the  medical  police.  * * * * 

And  what  has  become  of  the  general  practitioner  we  ask  one  of  the 
gentlemen  whom  we  meet?  "My  dear  sir,  by  a gradual  increase  in  the 
requirements  of  graduation  for  medical  degrees,  and  the  increased  tuition 
fees,  many  are  debarred,  and  very  few  are  now  graduated,  compared  to 
your  time.  Today  every  city,  town  and  hamlet  has  its  hospital  or  hos- 
pitals, accessible  to  all  its  citizens,  supported  by  the  Government,  and 
officered  by  medical  men  appointed  by  the  State  or  the  Government,  as 
the  case  may  be.  These  men  act  as  medical  police,  and  any  case  of  emer- 
gency that  cannot  be  moved  is  treated  on  the  spot,  until,  as  with  all  other 
cases  of  illness,  they  are  removed  to  the  hospitals  of  the  towns  in  which 
they  reside.”  * * * * 

There  are  in  the  large  cities  private  hospitals  where  the  rich  and  affluent 
may  go  if  they  choose.  These  are  syndicates  of  medical  men,  and  these 
have  formed  stock  companies,  and  furnish  these  hospitals  in  palatial  style 
and  appoint  them  as  nearly  perfect  as  medical  corps  and  other  services 
can  be  made,  and  the  revenue  from  them  is  enormous;  they  are,  however, 
no  better  than  the  municipal  hospitals. 

You  know  cancerous  disease  is  almost  entirely  unknown  now,  as  the 
marriage  laws  and  pathological  laboratories  have  almost  stopped  its  ex- 
istence. * * * * * Suicide  and  insanity  in  all  its  forms,  are  rarely  met 
with;  pauperism  and  all  its  attendant  vices  are  things  of  the  past.  * * * * 

( Excerpts  from  a speech  given  in  1891  and  printed  in  the  Virginia 
Medical  Monthly,  February  1892 ) 
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Correspondence 


“Should  Adenotonsillectomy  Be  Done  in 

Clefl  Palate  Patient?” 

To  the  Editor: 

We  applaud  the  active  liaison  and  coop- 
eration noted  in  this  article  (Virginia  M. 
Monthly,  p.  133,  March  1971,  Goldstone  & 
Horton)  between  the  specialties  of  Oto- 
rhinolaryngology and  Plastic  Surgery  (Res- 
ident at  Medical  College  of  Virginia  and 
private  practitioner,  respectively).  We 
think  more  work  of  this  nature  should  be 
done. 

However,  several  things  deserve  to  be 
mentioned  about  ears  in  cleft  palate  chil- 
dren. First,  it  may  be  fairly  stated  that 
many  of  us  in  otorhinolaryngology  do  not 
feel  that  in  the  vast  majority  of  instances 
the  tonsils  (in  the  absence  of  true  bacterial 
tonsillitis  of  a repeated  nature)  have  any- 
thing to  do  with  ear  problems.  Further- 
more, we  believe  that  tonsillectomies  can  be 
performed  without  causing  a great  deal  of 
scarring  to  the  anterior  and  posterior  ton- 
sil pillars.  As  a matter  of  fact,  we  do  not 
ordinarily  expect  a great  deal  of  this  kind 
of  scarring  which  would  interfere  with 
palatal  competence. 

We  are  very  reluctant  to  do  an  ade- 
noidectomy  in  cleft  palate  patients  because 
of  the  velopharyngeal  problem.  However, 
we  do  not  want  the  ears  to  suffer  as  a re- 
sult. In  the  vast  majority  of  instances,  the 
ear  problems  can  be  taken  care  of  very 
nicely  by  either  conservative  treatment, 
utilizing  office  visit  insufflations  of  the  mid- 
dle ear  or  the  utilization  of  tympanostomy 
tubes  which  have  been  found  to  be  very 
effective.  The  Monthly  has  had  an  article 
written  by  one  of  us  about  the  utilization 
of  these  tubes. 

We  feel  that  the  absence  of  utilization  of 


tympanostomy  tubes  in  appropriate  cleft 
palate  patients  constitutes  a lack  of  consid- 
eration for  an  extraordinarily  important 
mode  of  therapy.  Certainly  we  would  ad- 
vocate, in  most  instances,  leaving  the  ade- 
noid tissue  rather  than  taking  a chance  on 
the  necessity  of  a later  pharyngeal  flap. 

There  is  no  question  about  the  high  inci- 
dence of  hearing  problems  in  patients 
having  cleft  palates.  In  considering  the 
advisability  of  adenotonsillectomy  in  these 
patients,  we  believe  a more  thorough  under- 
standing of  the  pathological  processes  and 
pathophysiology  of  the  hearing  loss  should 
be  considered.  There  is  indeed  an  increased 
incidence  in  older  children  of  ear  problems 
when  a cleft  palate  is  present.  As  the  child 
gets  older,  the  eustachian  tube  becomes  less 
patent,  angulates,  and  becomes  more  de- 
pendent upon  active  muscular  motion  for 
insufflation  of  the  middle  ear.  The  predom- 
inant problem  in  these  individuals  is  not 
infection  or  physical  obstruction  of  the 
pharyngeal  eustachian  tube  orifice  (e.g. 
adenoids)  but  rather  mechanical  eustachian 
tube  insufficiency,  either  due  to  anatomical 
development  associated  with  the  cleft  palate 
or  dysfunction  of  a neuromuscular  type. 
The  pathophysiology  involved  is  one  of  a 
chronic  lack  of  aeration  of  the  middle  ear 
with  resultant  chronic  serous  otitis  media, 
atelectasis  of  the  middle  ear,  and  adhesive 
otitis  media.  The  first  line  of  therapy  here 
should  be  directed  toward  adequate  ventila- 
tion of  the  middle  ear  by  means  of  tym- 
panostomy tubes.  In  rare  instances,  and 
only  with  persistent  specific  true  bacterial 
infection  of  the  pharyngeal  lymphoid  tis- 
sue, do  we  feel  adenotonsillectomy  is  indi- 
cated and  then  would  prefer  tonsillectomy 
without  adenoidectomy.  As  the  child  reach- 
es puberty,  the  adenoids  regress,  giving  an 
incongruous  situation  when  one  considers 
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the  increased  incidence  of  ear  problems  as 
the  child  develops  if  hypertrophic  adenoids 
are  to  be  implicated  as  predominant  factor. 
Not  only  do  we  discourage  adenotonsillec- 
tomy  in  cleft  palate  patients,  but  careful 
consideration  should  be  given  also  to  those 


patients  with  bifid  uvulae  and  or  submu- 
cous clefts  of  the  bony  palate. 

J.  Parker  Cross,  Jr.,  M.D. 
Donald  E.  Sly,  M.D. 

901  Hampton  Boulevard 
Norfolk,  Virginia  2)507 


Clinical  Studies  in  Acute  Myelocytic  Leukemia — Laminar  Air  Flow 
Rooms  to  Reduce  the  Incidence  of  Serious  Infection 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  acute  mye- 
locytic leukemia  for  clinical  studies  being 
conducted  by  the  National  Cancer  Insti- 
tute’s Baltimore  Cancer  Research  Center  at 
the  U.  S.  Public  Health  Service  Hospital, 
Baltimore,  Maryland.  These  studies  are 
aimed  at  reducing  the  incidence  of  serious 
infections  during  remission  induction  with 
intensive  cancer  chemotherapy. 

A controlled  trial  is  in  progress  to  deter- 
mine whether  a sterile  environment  pro- 
vided by  a laminar  air  flow  room  plus  sup- 
pression of  endogenous  flora  is  superior  to 
routine  care  with  or  without  fecal  flora 
suppression. 


Hospitalization,  outpatient  visits,  medi- 
cal services,  and  drugs  are  provided  without 
charge. 

Upon  completion  of  their  studies,  pa- 
tients will  be  returned  to  the  care  of  the 
referring  physician  or  followed  coopera- 
tively with  the  Center’s  physicians. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these 
studies  may  write  or  telephone:  Howard  M. 
Shapiro,  M.D.,  or  Stephen  C.  Schimpff, 
M.D.,  Baltimore  Cancer  Research  Center, 
3100  Wyman  Park  Drive,  Baltimore,  Mary- 
land 21211.  Telephone:  301-338-1  100,  ext. 
247. 
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Mental  Health 


JULIAN  C.  HOUSEMAN 


Mental  Health  Licensing  Changes 

A widening  of  the  licensing  provisions  of 
the  Department  of  Mental  Hygiene  and 
Hospitals  was  provided  by  the  Special  Ses- 
sion of  the  1971  General  Assembly  and  these 
provisions  are  effective  July  1,  1971.  These 
amendments  to  the  present  licensing  laws 
were  brought  about  to  encourage  the  de- 
velopment of  progressive  private  mental 
health  facilities  and  to  tighten  control  over 
occasional  possible  fringe  operations. 

The  Department  has,  over  the  years,  had 
the  authority  to  license  psychiatric  hospitals, 
psychiatric  wards  in  community  hospitals 
and  other  facilities  which  provided  care, 
treatment  and  educational  facilities  for  re- 
tardates. 

"In  the  rising  affluence  of  our  citizens,” 
Dr.  William  S.  Allerton,  Commissioner,  said, 
"we  find  that  more  and  more  families  are 
seeking  psychiatric  and  retardation  educa- 
tion assistance  outside  of  our  system  of  men- 
tal hospitals.  This  is  as  it  should  be  because 
when  a family  has  such  problems  they 
should  turn  to  institutional  commitment  as 
a last  resort. 

"However,  it  is  encumbent  upon  this 
Department  to  maintain  a close  supervision 
on  the  increasing  number  of  such  men- 
tal health  and  mental  retardation  facilities 
so  that  they  operate  at  a standard  of  excel- 
lence of  providing  the  services  expected.” 

At  present  the  Department  has  licensed 
two  facilities  for  retardates,  four  psychiatric 
hospitals  and  eight  psychiatric  units  in  com- 
munity hospitals.  These  numbers  should 
increase  after  July  1,  1971,  for  several  rea- 
sons. More  and  more  community  hospitals 
are  expanding  services  so  as  to  add  psychia- 

Houseman,  Julian  C.,  Information  Director,  De- 
partment of  Mental  Hygiene  and  Hospitals. 

Approved  for  publication  by  the  Commissioner, 
Department  of  Mental  Hygiene  and  Hospitals. 


trie  services,  some  nursing  homes  are  doing 
the  same  and  accelerated  interest  is  being 
shown  in  more  private  services  for  retarded 
children. 

When  an  application  for  licensure  is  re- 
ceived by  the  Department,  an  inspection 
team  composed  of  two  medical  professionals 
and  an  architect  examine  the  prospective 
applicant  to  see  if  the  facility  meets  the 
demanding  standards.  Following  the  inspec- 
tion, recommendations  are  made  to  the  State 
Hospital  Board,  which  will  in  turn  grant 
the  license. 

Notification  of  the  amended  requirements 
have  been  sent  to  all  operators  of  present 
facilities  and  prospective  operators  whether 
the  owners  are  within  the  State  boundaries 
or  domiciled  outside  of  the  boundaries. 

Following  are  copies  of  the  two  statutes 
passed  by  the  1971  General  Assembly,  with 
the  amendments  in  italicized  letters. 

A BILL  to  amend  and  reenact  § 37.1-179 
of  the  Code  of  Virginia,  relating  to  au- 
thority of  the  State  Hospital  Board  to 
grant  licenses  to  private  facilities  caring 
for  certain  persons. 

Be  it  enacted  by  the  General  Assembly  of 
Virginia: 

1.  That  § 37.1-179  of  the  Code  of  Virginia 
be  amended  and  reenacted  as  follows: 

§ 37.1-179.  Authority  of  Board  to  grant 
licenses. — ( 1 ) For  purposes  of  this  chapter 
the  term  "mentally  ill”  person,  in  addition 
to  the  definition  in  subsection  (15)  of  sub- 
section 37.1-1  of  the  Code  of  Virginia,  shall 
include  any  person  who  is  a drug  addict  or 
inebriate,  and  the  term  "mentally  deficient” 
person  shall  include  any  person  within  the 
definitions  in  subsections  (13)  or  (14)  of 
§ 37.1-1  of  the  Code  of  Virginia. 

(2)  The  term  "private  facility”  or  "pri- 
vate institution”  as  used  herein  shall  mean  j 
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any  facility  or  institution  not  operated  by  an 
agency  of  federal,  state  or  local  government 
by  whatever  name  or  designation  which 
provides  care  or  treatment  for  mentally  ill 
or  mentally  deficient  persons,  or  persons 
addicted  to  the  intemperate  use  of  narcotic 
drugs,  alcohol  or  other  stimulants.  Such  in- 
stitute or  facility  shall  include  a hospital  as 
defined  in  subsection  (2)  of  § 32-298  of 
the  Code,  out-patient  clinic,  special  school, 
halfway  house,  sanitorium,  home  and  any 
other  similar  or  related  facility. 

(3)  Notwithstanding  § 37.1-180  of  the 
Code,  the  Board  may  annually  license  any 
suitable  person  to  establish,  maintain  and 
operate,  or  to  have  charge  of  any  private 
facility  or  private  institution  which  pro- 
vides care  or  treatment  for  mentally  ill  per- 
sons, or  mentally  deficient  persons,  or  per- 
sons addicted  to  the  intemperate  use  of  nar- 
cotic drugs,  alcohol  or  other  stimulants; 
provided,  that  no  institution  devoted  solely 
to  the  care  or  treatment  of  persons  addicted 
to  the  use  of  alcohol  shall  be  required  to 
obtain  a license  from  the  Board. 

2.  This  act  shall  be  effective  at  noon,  July 
one,  nineteen  hundred  seventy-one. 

A BILL  to  amend  the  Code  of  Virginia  by 
adding  a section  numbered  37.1-183.1 ; 
and  to  repeal  § 37.1-183  of  the  Code  of 
Virginia;  the  new  and  repealed  sections 
relating  to  licensing  of  certain  private 
facilities  or  institutions. 

Be  it  enacted  by  the  General  Assembly  of 
Virginia: 

l.That  the  Code  of  Virginia  be  amended 


by  adding  a section  numbered  37.1-183.1 
as  follows: 

§ 37.1-183.1.  (1)  No  person  shall  es- 
tablish, conduct,  maintain  or  operate  in  this 
Commonwealth  any  private  facility  or  pri- 
vate institution  as  defined  in  subsection  (2) 
of  § 37.1-179  of  the  Code  of  Virginia,  for 
the  care  or  treatment  of  mentally  ill  or  men- 
tally deficient  persons,  or  persons  addicted 
to  the  intemperate  use  of  narcotic  drugs, 
alcohol  or  other  stimulants,  without  first 
being  licensed  under  this  chapter,  except 
where  such  facility  or  institution  is  exempt 
from  licensing.  No  facility  or  institution 
devoted  solely  to  the  care  or  treatment  of 
persons  addicted  to  the  use  of  alcohol  shall 
be  required  to  obtain  a license  from  the 
Board. 

(2)  No  license  issued  under  this  chapter 
shall  be  assignable  or  transferable. 

(3)  No  person  may  continue  to  operate 
any  existing  private  facility  or  institution 
described  in  § 37.1-179  (2)  unless  such  op- 
eration is  approved  and  licensed,  or  exempt 
from  licensing,  as  provided  in  this  chapter. 

(4)  No  person  shall  be  committed, 
placed,  treated,  maintained,  housed,  or  oth- 
erwise kept,  voluntarily  or  involuntarily,  at 
any  facility  or  institution  required  to  be 
licensed  by  subsection  ( 1 ) of  this  section 
unless  and  until  it  be  duly  licensed  by  the 
Board. 

2.  § 37.1-183  of  the  Code  of  Virginia  is  re- 
pealed. 

3.  This  act  shall  be  effective  at  noon,  July 
one,  nineteen  hundred  seventy-one. 
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The  Virginia  Regional  Medical  Program 


Current  Status 

Early  in  1970,  federal  funds  in  the 
amount  of  $877,218  were  awarded  to  the 
Virginia  Regional  Medical  Program  to  sup- 
port the  following  activities  and  projects: 

1.  Community  based  continuing  educa- 
tion programs  for  nurses — over  750 
Virginia  nurses  have  attended  pro- 
grams. 

2.  Coronary  care  training  for  physicians 
and  nurses — 65  nurses  and  five  phy- 
sicians have  been  trained  to  date. 

3.  Evaluation  of  coronary  care  units — 
five  Virginia  hospitals  are  participat- 
ing in  a pilot  study. 

4.  Improved  care  and  rehabilitation  of 
stroke  patients  in  a rural  area — seven 
rural  physicians  are  cooperating  with 
a medical  center  in  a pilot  study. 

5.  Statewide  biomedical  library  services 
for  physicians,  nurses,  and  other 
health  professionals — over  7,000  re- 
quests have  been  filled  (in  addition  to 
other  services.) 

6.  Statewide  registry  of  tumor  patients 
— six  hospitals  are  submitting  data  in 
the  first  phase  of  a pilot  program. 
Many  more  will  join  if  funds  are 
available. 

7.  Training  of  hospital  and  emergency 
medical  personnel  in  cardiopulmonary 
resuscitation  (closed  chest  heart  mas- 
sage)— over  5,000  persons  trained. 

8.  Workshops  for  health  professionals  to 
promote  a team  approach  in  the  care 
and  rehabilitation  of  stroke  patients — 


EUGENE  R.  PEREZ,  M.D. 

over  1,050  physicians,  nurses,  and  al- 
lied health  personnel  have  partici- 
pated. 

VRMP  staff  provide  consultative  services 
to  health  institutions  and  agencies.  A health 
data  reference  book  has  been  published  and 
a health  data  library  established. 

Budget  Cut 

A health  bill  signed  by  President  Nixon 
in  November  1970,  included  a three-year 
extension  for  the  activities  of  all  Regional 
Medical  Programs.  The  bill  was  the  result 
of  a joint  conference  committee  of  the 
House  and  Senate  appropriating  funds  for 
RMPs  in  the  amounts  of  $125  million  for 
1971,  $150  million  for  1972  and  $250  mil- 
lion for  1973.  This  compares  to  $93.5  mil- 
lion appropriated  in  1970.  It  was  recently 
announced,  however,  that  only  $70.3  mil- 
lion will  be  made  available  to  the  5 6 existing 
RMPs  in  1971. 

Hoiv  does  this  affect  Virginia?  A budget 
for  VRMP  submitted  to  the  Regional  Med- 
ical Programs  Service  for  1971  requested 
$1 ,65 1 ,176.  The  Virginia  Regional  Medical 
Program,  however,  was  recently  informed 
that  it  could  expect  one-year  support  for 
1971  in  the  amount  of  only  $673,000.  This 
figure  reflects  no  money  for  new  activities 
which  had  been  planned,  and  a 12%  budget 
cut  over  last  year  for  ongoing  activities. 

Many  new  activities  are  presently  under 
consideration.  Further  development  will 
depend  on  funding. 
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IN  ASTHMA 
IN  EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodila tor-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Vi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 
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Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 


Synirin, 

ASPIRIN  5 a/I.— PENTOBARBITAL  1/8  OR. 


ETHICAL  ANALGESIA  ( economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 


EACH  UNCOATED  TABLET  CONTAINS: 


Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 


Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


WILLIAM  P.  POYTHBESS  & COMPANY,  INC. 
BICHMOND,  VIRGINIA  23261 

5 fj/tnce  /S'S^ 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


Womans  Auxiliary 


• • • • 


President  Mrs.  Reuben  F.  Simms 

President-Elect Mrs.  David  B.  Hill 

First  Vice-President  Mrs.  Harold  Williams 

Second  Vice-President  Mrs.  L.  C.  Strong 

Third  Vice-President  Mrs.  William  Reardon 

Recording  Secretary  Mrs.  Donald  Fletcher 

Corresponding  Secretary Mrs.  Elliott  Oglesby 

Treasurer  Mrs.  Hans  Klapproth 

Publicity  Mrs.  C.  Leon  Jennings,  Jr. 

Auxiliary  Holds  48th  Annual  Convention 

Three  outstanding  speakers  will  bring 
new  information  and  ideas  to  the  more  than 
2,000  physicians’  wives  expected  to  gather 
in  Atlantic  City  for  the  annual  convention 
of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association,  June  20-24. 

Speaking  to  the  48  th  annual  convention 
of  the  auxiliary  at  the  Traymore  Hotel  will 
be  Walter  H.  Johnson,  Jr.,  Chairman  of  the 
Board,  Myers-Infoplan  International,  Inc., 
who  will  give  the  keynote  address  at  the 
formal  opening,  June  21. 

The  Hon.  Patricia  Reilly  Hitt,  Assistant 
Secretary,  Community  Field  Service,  De- 
partment of  Health,  Education  and  Wel- 
fare, will  address  the  convention  at  the 
Tuesday  luncheon,  the  annual  luncheon 
honoring  national  past  presidents  and  hon- 
orary members  and  state  presidents. 

Guest  speaker  at  the  Monday  luncheon, 
honoring  AMA  officers,  trustees  and  wives, 
will  be  Walter  C.  Bornemeier,  M.D.,  1970- 
71  president  of  the  American  Medical  As- 
sociation. Also  at  this  luncheon,  Mrs.  R.  C. 
L.  Robertson,  1970-71  auxiliary  president, 
will  present  the  auxiliary’s  contribution  to 
the  American  Medical  Association  Educa- 
tion and  Research  Foundation.  Last  year’s 
gift  totaled  $498,950. 

Mrs.  Robertson  of  Houston,  Texas,  and 
Mrs.  G.  Prentiss  Lee  of  Portland,  Ore.,  presi- 
dent-elect, will  be  honored  at  a reception  on 


June  20.  Officers  and  directors  of  the  aux- 
iliary for  1971-72  will  be  installed  at  the 
Wednesday  morning  session  of  the  house  of 
delegates,  at  which  time  the  new  president 
will  receive  the  pin  and  gavel. 

Other  features  of  the  four-day  meeting 
will  include  reports  of  the  work  of  state 
auxiliaries,  the  "Show  and  Tell”  exhibits 
of  outstanding  state  and  county  projects 
and  the  presentation  of  the  Emergency 
Health  Services  Award  to  an  auxiliary 
which  has  done  outstanding  work  in  a safety 
project  during  the  year. 

Business  meetings,  committee  meetings, 
reports  of  national  officers  and  chairmen 
and  the  election  of  the  1972  Nominating 
Committee  will  also  be  held  during  the 
house  of  delegates’  meetings. 

A postconvention  conference  for  state 
presidents  and  presidents-elect,  to  be  held 
Wednesday  afternoon,  will  feature  the  new 
auxiliary  program  for  next  year  under  the 
title  "Ideas  Unlock  the  Future”.  Mrs.  Lee, 
newly  installed  president,  will  preside,  and 
presentations  will  be  made  by  chairmen  of 
committees  on  AMA-ERF,  Health  Man- 
power, Legislation,  International  Health 
Activities,  Health  Education  and  Volunteer 
Health  Services. 

VaMPAC 

For  many  years,  Virginia  physicians  have 
been  represented  in  the  General  Assembly 
by  able  colleagues.  At  one  time,  Virginia 
could  point  with  pride  to  six  physicians 
serving  in  its  legislature.  Now,  however, 
this  number  has  been  reduced  to  two — J.  D. 
Hagood,  M.D.,  in  the  senate,  and  William 
F.  Reid,  M.D.,  in  the  house.  The  loss  of 
either,  or  both,  of  these  physician  legislators 
would  seriously  hamper  medicine’s  legisla- 
tive effort. 

Dr.  James  Moss,  President  of  The  Medical 
Society  of  Virginia,  sent  the  following  mes- 
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sage  to  the  February  Board  Meeting  of 
VaMPAC: 

"Although  it  has  always  been  VaMPAC 
Policy  to  restrict  its  activities  to  the  elec- 
tion of  congressmen  who  share  the  phi- 
losophy of  the  medical  profession,  it  is 
believed  that  serious  considerations  should 
be  given  to  amending  this  policy  in  order 
to  effectively  meet  a new  challenge  of 
the  utmost  importance.” 

Due  to  these  important  facts,  VaMPAC 
is  taking  under  serious  consideration  an 
amendment  to  its  policy  of  restrictive  ac- 
tivities and  is  initiating  an  all-out  effort  to 
increase  the  number  of  physicians  in  the 
General  Assembly  of  the  State  of  Virginia. 
It  has  been  pointed  out  that  legislation  at 
the  state  level  is  not  any  less  important  than 
that  at  the  national  level. 

In  order  to  implement  this  enlarged  pro- 
gram within  VaMPAC,  we  must  have  can- 
didate support  through  firm  convictions 
expressed  by  membership  in  the  organiza- 
tion that  supports  traditional  freedoms  as- 
sociated with  the  practice  of  medicine.  We 
need  your  membership! 

In  the  majority  of  states  that  have  a PAC 
Program,  one-third  of  the  PAC  members 
are  physicians’  wives.  In  Virginia,  we  have 
never  reached  as  much  as  ten  percent  of 
the  PAC  membership  among  our  Woman’s 
Auxiliary.  This  is  an  area  in  which  our  aux- 
iliary members  can  be  of  great  benefit  to 
The  Medical  Society.  VaMPAC  was  found- 
ed by  the  physicians  of  Virginia  with  one 
purpose  in  mind:  to  give  candidate  support 
to  those  senators  and  congressmen  in  Wash- 
ington who  believe  in  free  enterprise  and 
the  traditional  freedoms  associated  with  the 
practice  of  medicine. 

We  are  now  deeming  it  a necessity  to  sup- 
port our  own  state  legislative  candidates 
who  share  the  same  political  philosophies. 
We  can  only  do  this  with  your  help  and  the 
sustaining  help  of  the  physicians  in  our 
State.  Medicine  needs  support  now  more 
than  anytime  in  the  past  100  years. 


VaMPAC  finished  the  year  1970  with  78  5 
physician  memberships  and  only  23  aux- 
iliary memberships.  A joint  membership  for 
a physician  and  his  wife  is  $40.00  per  year. 
A membership  of  an  auxiliary  member 
whose  husband  does  not  wish  to  join  is 
$15.00  per  year.  VaMPAC  will  be  most 
pleased  to  receive  either  type  of  member- 
ship. Please  mail  your  check  to  me  if  you 
wish  the  auxiliary  to  get  credit  for  your 
membership.  (Mrs.  Robert  D.  Keeling,  619 
Chaptico  Road,  South  Hill,  Virginia  23970) . 

“Life”,  New  Health  Careers  Presentation 

Available 

The  Health  Careers  Program  under  Di- 
rector, Miss  Debby  Anderson  and  her  two 
assistants,  Miss  Kathryn  Smiley  and  Mr. 
James  Lloyd,  has  progressed  steadily.  The 
new  slide  presentation,  "Life”,  the  successor 
to  "A  Time  for  Every  Season”,  is  now  being 
presented  in  the  schools  of  the  State. 

With  the  cooperation  and  aid  of  Central 
Virginia  Education  Television  and  the  Vir- 
ginia Hospital  Association,  a twenty-nine 
minute  health  career  program  for  television 
called  "Seven  Minutes  Past  Ten”  was  pro- 
duced and  is  now  being  edited.  It  will  be 
shown  on  WCVE  in  Richmond  and  can  be 
requested  for  showing  in  other  parts  of 
Virginia. 

WASAMA 

The  14th  Annual  WASAMA  National 
Convention  was  held  in  St.  Louis,  May  5-8. 
Robin  Kappler  (Mrs.  G.  Edward  Kappler), 
a former  Richmonder,  who  was  a charter 
member  and  the  first  president  of  the  Sally 
Tompkins  Chapter,  is  National  President 
and  presided  over  all  the  convention  activi- 
ties. Linda  Lilly  (Mrs.  Edward  Lilly) , Vice- 
President  of  Region  I and  a member  of  the 
Sally  Tompkins  Chapter,  was  in  charge  of 
the  decorations.  The  theme  of  the  conven- 
tion was  "Today’s  Woman  in  the  Changing 
Scene”. 

Jane  A.  Jennings 

(Mrs.  C.  Leon  Jennings,  Jr.) 
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Editorial . . . . 


On  Growing  Old 


"Nothing  is  more  disgraceful  than  that  an  old  man  should 
have  nothing  to  show  to  prove  that  he  has  lived  long,  except 
his  years.” — Seneca"' 

"C'ROM  TIME  IMMEMORIAL,  growing  old  has  been  a matter  of  para- 
mount  concern  to  the  human  race,  and  such  concern  quite  naturally 
stems  from  the  realization  that  the  only  escape  from  this  condition  is 
contingent  upon  death  in  advance  of  the  imminent  advent  of  old  age. 

It  is  comparably  as  natural  that  a matter  of  such  "pith  and  moment” 
should  engender  a prolific  literary  and  lyrical  yield,  ranging  all  the  way 
from  the  humorous  to  the  profound.  As  an  example  of  the  former  cate- 
gory of  expression,  Marie  Dressier  made  a pretty  cogent  quip  when  she 
said:  "It  is  not  how  old  you  are  but  how  you  are  old.”  George  Bernard 
Shaw  indulged  in  a bit  of  his  good-natured  satire  when  he  stated:  "Youth 
is  a wonderful  thing;  it  is  a crime  to  waste  it  on  young  people.”  In  a 
sonnet  entitled  "On  Growing  Old”,  John  Masefield  (appointed  Poet 
Laureate  of  England  in  1930)  wrote: 

"Be  with  me  Beauty  for  the  fire  is  dying 
My  dog  and  I are  old,  too  old  for  roving, 

Man,  whose  young  passion  sets  the  spindrift  flying 
Is  soon  too  lame  to  march,  too  cold  for  loving.” 

Soren  Aabye  Kierkegaard,  a nineteenth  century  Danish  philosopher  and 
theologian,  observed  that  "Life  must  be  lived  forward  but  understood 
backward.”  Robert  Browning  averred:  "The  best  is  yet  to  be — The  last 
of  life,  for  which  the  first  was  made.” 

Continuing  to  focus  upon  observations  of  additional  notables  with 
respect  to  life  and  the  process  of  aging,  the  asseverations  of  quite  a num- 
ber come  to  the  fore,  from  among  which,  however,  my  quotes  will  be 
limited  to  the  following  half  dozen. 

1.  "The  greatest  use  of  a life  is  to  spend  it  for  something  that  outlasts 
it.” — William  James 

2.  "Everything  that  looks  to  the  future  elevates  human  nature,  for 
life  is  never  so  low  or  so  little  as  when  occupied  with  the  present.” — 
L.  E.  Landon 

3.  "He  who  would  pass  his  declining  years  with  honor  and  comfort, 
should,  when  young,  consider  that  he  may  one  day  become  old,  and  re- 
member when  he  is  old,  that  he  has  once  been  young.” — Addison 

::Lucius  Annaeus  Seneca — Roman  statesman,  writer  and  stoic  philosopher;  lived  4 B.C.- 
6 5 A.D.  His  tragedies  are  said  to  have  influenced  Elizabethan  drama. 
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4.  "The  evening  of  a well-spent  life  brings  its  lamps  with  it.” — Jou- 
bert. 

5.  "While  one  finds  company  in  himself  and  his  pursuits  he  cannot 
feel  old,  no  matter  what  his  years  may  be.” — A.  B.  Alcott 

6.  "Like  a morning  dream,  life  becomes  more  and  more  bright  the 
longer  we  live,  and  the  reason  of  everything  appears  more  clear.  What 
has  puzzled  us  before  seems  less  mysterious  and  the  crooked  paths  look 
straighter  as  we  approach  the  end.” — Jean  Paul  Friedrich  Richter 

So  much  for  the  prelude  of  this  offering:  It  was  not  the  intention  of 
the  author  primarily  to  beam  his  comments  toward  those  who  already 
have  grown  old,  but  rather  to  suggest  a creditable  course  for  those  to 
take  into  account  and  follow,  who — with  still  an  optimistic  and  reason- 
ably predictable,  relatively  long  way  to  go — are  nevertheless  headed  ulti- 
mately for  the  everlasting  sea. 

Upon  hearing  the  story  of  Jonah  and  the  whale,  a youngster,  in  his 
Sunday  school  class,  exclaimed:  "Darned  if  I believe  that!”  It  is  highly 
likely  that  the  validity  of  the  record  relative  to  the  age  allegedly  attained 
by  Methuselah  is  similarly  fraught  with  question.  Methuselah’s  name  is 
limited  to  two  chapters  in  the  Bible.  In  verses  21,  22,  25,  26  and  27  of 
Genesis,  Chapter  V,  it  appears  as  a part  of  a hereditary  run-down  of 
"begats”;  and  in  First  Chronicles,  it  barely  appears  in  the  third  verse  of 
Chapter  I,  in  a similar  genealogical  sense.  The  best  known,  or  most  often 
quoted  reference  to  Methuselah  is  in  verse  27,  Chapter  V of  Genesis.  This 
verse  is  comprised  solely  of  the  words:  "And  all  the  days  of  Methuselah 
were  969  years  and  he  died.” 

In  any  event,  it  is  the  view  of  the  author  of  this  commentary  that  if 
dying  was  the  most  noteworthy  particular  pertaining  to  Methuselah’s 
life,  he  might  as  well  never  have  lived  at  all.  How  much  one  lives  is  far 
more  important  than  how  long  one  lives.  It  is  what  a man  or  woman 
contributes  to  life  rather  than  what  they  obtain  from  life  that  should 
constitute  the  standard  of  measurement  of  their  worthiness.  Whether 
Methuselah  existed  for  96  years  or  69  years — more  or  less — to  have  lived 
a creditable  life,  it  is  reasonable  to  reckon  that  he  should  have  fulfilled 
certain  desiderata  or  essential  ends: 

1.  He  should  have  worked  toward  the  attainment  of  a goal  and  should 
have  sensed  a pride  of  product  or  of  accomplishment. 

2.  He  should  have  realized  the  physical  and  psychological  benefit 
inherent  in  a chosen  form  of  recreation.  If  one  puts  his  nose  on  a grind- 
stone rough,  and  keeps  it  there  long  enough,  by-and-by  he  will  forget 
that  there  ever  were  such  things  as  brooks  that  babble  and  birds  that  sing. 
Two  things  alone  will  his  world  enclose:  the  grindstone  and  him  with 
a sore  nose.  This  dictum  was  as  factual  in  Methuselah’s  day  as  it  is  in  the 
present  day. 

3.  He  should  have  loved.  Every  normal  person  should  love  somebody 
or  something.  A man  whose  wife  had  died  told  a friend,  "I  want  you  to 
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see  my  guns;  since  my  wife  died,  I have  nobody  to  love,  so  I just  love  my 
guns.” 

Maybe  Methuselah  did  love.  He  made  the  first  team  of  "begatters”  in 
Chapter  V of  Genesis.  According  to  verse  2 5 of  Genesis  V,  he  lived  182 
years  and  begat  Lamech.  Then  verse  26  of  Genesis  V attests  that  he  lived 
782  years  after  he  begat  Lamech,  and  begat  sons  and  daughters. 

4.  Methuselah  should  have  acquired  as  sound  an  education  as  might 
have  been  consistent  with  the  circumstances  of  his  time  and  of  his  re- 
sources. 

5.  He  should  have  been  tolerant  of  the  ideas  of  others,  and  flexible  of 
mind  without  being  gullible.  (Somebody — perhaps  Thackery — has  said, 
"Patience  is  the  virtue  of  maturity.” 

6.  He  should  have  been  as  considerate  of  the  needs  of  others  and  as 
benevolent  as  he  could  afford  to  be  within  the  bounds  of  common  sense’s 
dictates.  There  is  probably  no  more  noble  nor  eloquent  an  epitaph  than 
that  expressed  in  a 14  word  sentence,  carried  as  a newspaper  editorial, 
apropos  the  death  of  a city’s  most  generous  citizen:  "All  he  carried  in 
his  cold,  cold  hands  was  what  he  had  given  away.” 

7.  He  should  have  been  a devotee  to  some  form  of  religion. 

Vicomte  Francoise  Rene  de  Chateaubriand,  who  himself  lived  for  80 
years,  observed  that,  "there  are  two  things  which  grow  stronger  in  the 
breast  of  man,  in  proportion  as  he  advances  in  years:  the  love  of  country 
and  religion.  Let  them  be  never  so  much  forgotten  in  youth,  they  sooner 
or  later  present  themselves  to  us  arrayed  in  all  their  charms,  and  excite 
in  the  recesses  of  our  hearts  an  attachment  justly  due  to  their  beauty.” 

8.  Methuselah  should  have  been  interested  in  the  maintenance  of  law 
and  order  and  in  the  prevalence  of  good  government  in  his  domain,  and 
in  contributing  his  share  of  influence  to  the  betterment  of  the  society  in 
which  he  moved  and  dwelt.  Eternal  life  comes  only  to  those  who  serve. 

9.  He  should  have  learned  that  failure  is  a far  better  teacher  than 
success.  And,  for  an  appreciable  period  during  his  life,  he  should  have 
had  a cross  to  bear.  Character  is  not  spawned  and  reared  by  soft  and  easy 
living.  It  is  engendered  and  nourished  by  one’s  encountering  and  having 
to  overcome  difficulties. 

10.  Methuselah  should  have  been  mindful  that  a rendezvous  with  a 
man  awaited  him  at  some  unpredictable  time  and  place,  and  that  he — 
and  he  alone — was  the  man  headed  for  that  rendezvous.  In  other  words, 
the  rendezvous  was  to  be  with  himself. 

Having  lived  by  enthusiasm  and  not  having  been  driven  by  necessity, 
and  having  observed  the  essential  principles  and  practices  of  prudent  liv- 
ing; having  observed  the  criteria  set  forth  in  the  foregoing  promulgations. 
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Methuselah  could  have  come  to  the  end  of  his  life — regardless  of  its 
longevity  or  brevity — "sustained  and  soothed.”  And,  upon  meeting  the 
man  with  whom  he  had  a rendezvous,  no  less  praise  or  merit  could  have 
been  accorded  him  by  that  man  than  that  inherent  in  the  self  awareness 
and  self  satisfaction  that  he  had  steered  a true  course,  despite  the  vagaries 
and  vicissitudes  of  tide  and  time. 

In  Joseph  Addison’s  Cato,  Act  1,  Scene  2,  Portius  said  to  Sempronius: 
" ’Tis  not  in  mortals  to  command  success,  but  we’ll  do  more,  Sempronius, 
we’ll  deserve  it.”  Methuselah,  after  a similar  manner  of  speaking,  could 
have  deserved  a crown.  Maybe  he  did. 


H.  Lamont  Pugh,  M.D. 


Merely  the  Physician 

SEVERAL  DECADES  AGO  a book  appeared  entitled  Merely  The 
Valient.  Purportedly  it  was  based  on  the  treatment  a patient  received 
in  a mid-western  clinic.  We  have  heard  no  more  about  that  but  a sequel 
now  could  be  written  and  captioned  Merely  the  Physician.  This  doubt- 
less could  be  applied  to  all  practicing  physicians  and  especially  to  mem- 
bers of  the  medical  staffs  of  hospitals  in  this  area  and,  in  all  likelihood, 
throughout  the  country. 

Physicians  are  presently  the  number  one  whipping  boys  for  the  leftish 
denizens  on  Capitol  Hill  in  Washington.  We  are  constantly  admonished 
by  the  politicians  and  news  broadcasters  that  more  physicians  are  needed 
and  there  are  dark  hints  that  the  medical  schools  are  deliberately  drag- 
ging their  feet  in  order  to  limit  the  number  of  medical  graduates  and 
thus  preserve  a high  ratio  of  patients  per  practicing  doctor.  If  this  were 
true,  and  of  course  it  is  not,  the  various  governmental  agencies  dealing 
with  physicians  could  remedy  this  shortage,  to  a considerable  degree,  by 
relieving  them  of  much  of  the  unnecessary  paper  work  that  seems  inher- 
ent in  any  dealings  with  the  federal  government.  Thus  far  no  steps  have 
been  taken  in  this  direction. 

Empire  building  is  a human,  but  unfortunate,  response  on  the  part  of 
those  in  authority  in  virtually  every  field  of  endeavor.  This  is  especially 
evident  in  Washington.  Recent  rulings  by  the  Food  and  Drug  Adminis- 
tration which  extended  their  activities  beyond  the  scope  of  their  desig- 
nated authority  no  doubt  inflates  the  ego  of  those  bureaucrats  involved 
but  it  also  will  make  more  difficult  the  duties  of  every  practicing  physi- 
cian in  America.  Now,  for  the  first  time,  we  civilians  are  told  by  a fed- 
eral agency  which  drug  we  are  permitted  to  prescribe  for  our  patients. 

Sad  to  relate  the  higher  echelons  of  medicine  are  not  free  from  this 
same  evil.  The  inspectors  who  represent  various  accreditating  medical 
organizations  are  constantly  broadening  their  fields  of  activity  with  each 
visitation  to  their  subject  hospitals.  The  new  dictums  are  never  directed 
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to  lessen  the  work  load  on  the  staff  physician — quite  the  contrary — for 
each  additional  rule  places  extra  work  on  the  already  overburdened  staff 
members.  These  Masters  of  Minutia  appear  to  take  a melancholy  pleasure 
in  tightening  the  screws  a little  tighter  each  time  they  appear  and  blandly 
proceed  to  disrupt  the  hospital  routine.  The  latest  advices  are  they  will 
visit  each  hospital  every  two  years  instead  of  the  usual  three  years.  Why? 

The  hospitals  themselves  are  frequently  guilty  of  permitting  the  erect- 
ing of  road  blocks  in  the  paths  of  busy  physicians.  This  usually  takes  the 
form  of  petty  rules  prepared  by  one  of  the  ancillary  services  which  the 
staff  members  do  not  discover  until  they  accidentally  stumble  over  these 
unexpected  obstacles.  These  irritating  obstructions  can  usually  be  re- 
moved without  too  much  effort  but  the  transient  hypertension  occasioned 
by  the  encounter  is  not  conducive  to  longevity  and  the  labor  expended 
on  these  unnecessary  nuisances  could  be  better  directed  to  more  worth- 
while activities.  The  sight  of  the  tail  endeavoring  to  wag  the  dog  may 
be  mildly  amusing  to  the  bystander  but  provoking  to  the  dog  involved. 
We  are  currently  passing  through  a phase  of  disposable  equipment  that 
probably  saves  someone  from  having  to  wash  and  resterilize  the  object 
in  question  but  the  ersatz  material  never  measures  up  to  the  original.  The 
simple  removal  of  skin  sutures  by  the  ubiquitous  disposable  eyebrow 
pluckers  and  blunted  tin  shears  that  come  in  a 25  cent  sterilized  package 
is  a study  in  frustration.  The  successful  young  man  who  detailed  these 
sets  must  have  had  wavy  hair  as  well  as  a dimple  in  his  chin. 

The  writer  does  not  believe  this  is  a paranoic  reaction  to  an  imperfect 
world,  for  admittedly  no  single  problem  cited  in  this  article  is  insuperable, 
but  the  sum  total  encountered  in  a day’s  work  is  wearing  and  abrasive. 
A far  more  ominous  aspect  is  the  realization  by  our  lay  critics,  and  many 
of  our  non-medical  associates,  that  physicians  are  being  denigrated  by 
politicians  for  their  selfish  purposes.  And  they  further  believe  that  the 
politicians  will  ultimately  gain  their  goal.  American  medicine  has  never 
been  so  vulnerable  as  at  the  present  time  and  the  jackals  sense  that  the  lion 
is  sorely  wounded.  Truly  we  are  the  low  men  on  the  totem  pole. 

H.  J.W. 


Note:  After  the  above  article  was  written  eight  pages  of  uncomprehensible  gob- 
bledegook  prepared  by  bright  young  attorneys  in  the  U.  S.  Departments  of  Justice  were 
received  with  three  lengthy  forms  instead  of  the  usual  short  and  concise  form  issued  by 
the  Department  of  Internal  Revenue.  Physicians  were  also  advised  that  the  annual  fee 
had  been  increased  by  400  percent.  That  is  the  way  it  goes. 


Volume  98,  June,  1971 


349 


• • 


News 


Calendar  of  Events 

Seaboard  Medical  Association — Annual  Convention — Carolinian  Hotel — Nags 
Head,  North  Carolina — June  17-20,  1971. 

American  Medical  Association — Annual  Meeting — Atlantic  City,  New  Jersey — 
June  20-24, 1971. 

The  Multi-Problem  Family — A Continuing  Education  Program  sponsored  by  the 
University  of  Virginia  Department  of  Psychiatry — Boar’s  Head  Inn — Charlottes- 
ville— June  25,  1971. 

Medical  Aspects  of  Sports — Sponsored  jointly  by  The  Medical  Society  of  Virginia 
and  Virginia  High  School  League — VPI  Coliseum — Blacksburg — Saturday  Night, 
July  24  and  Sunday,  July  25,  1971. 

AMA  Communications  Institute — Drake  Hotel — Chicago — -August  26-27,  1971. 

Annual  Congress  on  Occupational  Health — Sponsored  by  American  Medical 
Association — Jackson  Lake  Lodge — Grand  Teton  National  Park,  Wyoming — 
August  29-30,  1971. 

“Clinical  Electroencephalography”— A Course  of  Continuing  Education  spon- 
sored by  American  Electroencephalographic  Society — Minneapolis,  Minnesota — 
September  13-15,  1971. 

National  Conference  on  Physicians  and  Schools — Sponsored  by  American 
Medical  Association — LaSalle  Hotel — Chicago — September  30-October  2,  1971. 

The  Medical  Society  of  Virginia — Annual  Meeting — Marriott  Twin  Bridges 
Motor  Hotel — Arlington — October  14-17,  1971. 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and  programs 

of  interest  to  Virginia  phvsicans.  You  can  help  by  keeping  us  advised  of  any  meetings 

scheduled  in  your  area.  This  will  not  only  help  others  avoid  conflicts  but  also  provide 

helpful  information  on  opportunities  for  continuing  education. 


New  Members. 

The  following  doctors  were  admitted 
into  membership  in  The  Medical  Society 
of  Virginia  during  the  month  of  April: 

Angel  A.  Cardona,  M.D.,  Alexandria 
James  Edward  Culver,  Jr.,  M.D., 
Charlottesville 

John  Harrell  Hill,  M.D.,  Norfolk 
Michael  Warren  A.  Ivy,  M.D., 

Falls  Church 

Jafar  J.  Nader,  M.D.,  Richmond 


James  Culvin  Morris,  III,  M.D., 
Charlottesville 

Robert  Bennie  Seal,  M.D.,  Norfolk 
Stephen  Roger  Shaffer,  M.D., 
Alexandria 

Linda  Ruth  Thompson,  M.D., 
Charlottesville 

Nalda  Sylvia  Thung,  M.D.,  Petersburg 
Herman  Wilhelm  Wallner,  M.D., 
Charlottesville 

William  Bechmann  Wartman,  M.D., 
Charlottesville 
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Correction — Aspirin  and  the  FDA. 

In  this  article  by  Dr.  Oscar  Swineford, 
Jr.,  which  appeared  in  the  March  issue  of 
the  Virginia  Medical  Monthly,  there  was  a 
typographical  error  in  the  opening  sentence 
on  page  128.  The  sentence  stated  that  "More 
than  20  million  tons  of  aspirin  were  sold 
each  year  in  this  country.”  This  should  be 
"More  than  20  tons — ” 

Dr.  Swineford  advises  that  the  FDA 
called  his  attention  to  the  error,  which  is 
regretted. 

Dr.  David  M.  Hume, 

Chairman  of  the  Department  of  Surgery, 
Medical  College  of  Virginia,  has  been  named 
as  recipient  of  Richmond  Hadassah’s  first 
Humanitarian  Award.  The  award  was  pre- 
sented from  Hadassah,  a Jewish  women’s 
organization  "in  recognition  of  his  contri- 
butions and  service  to  all  peoples,  regardless 
of  race,  creed  or  religion.” 

Dr.  Gearing  Retires. 

Dr.  F.  Wilson  Gearing,  Sr.,  Woodstock, 
has  closed  his  office  after  more  than  fifty 
years  in  practice.  He  announced  his  plans 
to  retire  following  his  wedding  to  his  dedi- 
cated secretary,  the  former  Miss  Jessie 
Smoot. 

Dr.  Jordan  and  Dr.  Tucker  Honored. 

The  Richmond  Diabetes  Association  has 
presented  plaques  to  Dr.  William  R.  Jordan 
and  Dr.  H.  St.  George  Tucker  honoring 
them  for  their  tireless  effort  in  furthering 
the  goals  of  the  Chapter.  They  helped  found 
the  chapter  in  1960  and  since  that  time  have 
served  as  medical  directors.  Through  their 
efforts  a summer  camp  for  diabetic  children 
has  been  established  in  the  Richmond  area 
and  they  have  contributed  much  to  increas- 
ing the  knowledge  about  diabetes. 

Dr.  Murray  W.  Ballenger 

Is  the  new  director  of  health  for  Henrico 
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County.  He  has  recently  been  director  for 
Loudoun  and  Fauquier  Counties. 

Dr.  Roger  N.  Harris, 

Port  Royal,  has  become  the  first  indi- 
vidual singled  out  for  special  honor  by  the 
King  George  County  Chamber  of  Com- 
merce. He  was  presented  a plaque  in  tribute 
of  his  long  community  service. 

Dr.  Wyatt  E.  Roye, 

Richmond,  has  been  named  the  recipient 
of  the  1971  Douglas  S.  Freeman  Award  of 
the  Virginia  Tuberculosis  and  Respiratory 
Disease  Association.  He  is  head  of  the  pul- 
monary disease  unit  at  McGuire  VA  Hos- 
pital, and  is  editor  of  Virginia  Thoracic 
Notes. 

The  Virginia  Society  of  Hematology 

Will  hold  its  annual  meeting  on  June  18- 
19  at  The  Cavalier  Hotel,  Virginia  Beach. 
All  members  and  interested  hematologists, 
immunohematologists,  and  clinical  patholo- 
gists and  those  with  special  interest  in 
hematology,  are  urged  to  attend.  Pre-regis- 
ter by  writing  or  calling:  Ali  A.  Hossaini, 
M.D.,  MCV  Blood  Bank,  (703)  770-5872 
Wilbur  F.  Burger,  M.D.,  Lynchburg,  (703) 
847-6635. 

The  Ford  Motor  Company  Fund 

Has  pledged  $200,000  toward  the  Eastern 
Virginia  Medical  School  campaign— one  of 
the  largest  grants  to  the  school.  This  Fund 
is  a non-profit  corporation  operated  for 
charitable,  educational  and  scientific  pur- 
poses. It  is  supported  primarily  by  contri- 
butions from  Ford  Motor  Company  and  is 
not  related  to  the  Ford  Foundation. 

Office  Space  Available. 

Now  leasing  professional  office  space  in 
medical  complex  adjoining  Prince  William 
Hospital  in  Manassas,  Virginia.  For  infor- 
mation call  368-4713.  (Adv.) 
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Monument  Avenue  Office  and  Practice 

Available  late  in  July.  Fully  equipped. 
Ideal  for  internist  or  general  practitioner. 
Will  turn  over  practice  and  contract  work 
for  moderate  price  of  equipment.  Reply  to 
# 200,  care  Virginia  Medical  Monthly,  4205 
Dover  Road,  Richmond,  Virginia  23221. 
( Adv .) 

Opportunity  for  Physicians 

In  Shenandoah  County.  Population  ap- 
proximately 26,000.  Located  in  Valley  of 
Virginia.  Housing  and  office  facilities  avail- 
able. Served  by  129  bed  JCAH  general  hos- 
pital with  radiology  and  pathology  services, 
modern  laboratory,  x-ray  department, 
emergency  rooms  and  physical  and  inhala- 
tion therapy  facilities.  Drug  stores  and  am- 
bulance service.  Good  churches,  elementary 
and  high  schools;  easy  commuting  distance 
of  4 four-year  colleges  and  new  community 
college.  Recreational  facilities  include  small 
game  hunting,  fishing  and  expanding  winter 
sports  area.  On  181,  north  and  south,  Dulles 
International  Airport  approximately  80 
miles.  Richmond  and  Washington  two  and 
a half  hours.  Contact  Stanley  Kamm,  Ad- 
ministrator, Shenandoah  County  Memorial 
Hospital,  Woodstock,  Virginia  22664. 
Phone  (703)  459-2131.  {Adv.) 

Experienced  Physician  Wanted 

To  join  a functioning  five-man  emer- 
gency room  team.  Central  Virginia.  Guar- 
anteed minimum  $30,000.00.  Write  #10, 
care  Virginia  Medical  Monthly,  4205  Dover 
Road,  Richmond,  Virginia  23221.  {Adv.) 


Internist  Wanted. 

Board  qualified  or  certified.  Associate 
board  certified  internist.  CCU,  Pacemaker 
training  desired.  No  investment.  Early  part- 
nership. Opportunities  in  prepaid  group 
available.  3 5 0-bed  hospital  across  from  of- 
fice. Open  staff.  All  specialties  represented. 
Beautiful  progressive  town  east  Tennessee- 
southwest  Virginia.  50,000  population, 
drawing  500,000.  Three  colleges.  Univer- 
sity close.  No  social  turmoil.  Phone  collect 
615-764-7139  or  615-968-3266.  {Adv.) 

Fellowships  in  Radiation  Medicine. 

Fellowships  available  in  radiation  medi- 
cine at  University  Center  in  Blue  Grass  Re- 
gion beginning  July  1,  1971,  in  radiotherapy 
and  nuclear  medicine  with  emphasis  on  on- 
cology. Liberal  fellowship  stipends  for  those 
with  prior  training  or  practice.  Rapidly 
developing  field  of  specialization  for  those 
interested  in  new  career.  Inquiries  to  Y. 
Maruyama,  Chairman,  A.  B.  Chandler  Med- 
ical Center,  University  of  Kentucky,  De- 
partment of  Radiation  Therapy,  Lexington, 
Kentucky  40506.  Phone  606-233-5 108. 
{Adv.) 

Part  Time  Association  Wanted. 

Thirty-two  year  old  family  physician, 
two  years  previous  experience  in  solo  fam- 
ily practice,  would  like  part  time  association 
with  another  family  physician  two  or  three 
nights  per  week.  Working  full  time  ad- 
ministratively at  present  and  have  time  to 
do  some  family  practice.  References  fur- 
nished on  request.  Write  "Family  Physi- 
cian”, care  Virginia  Medical  Monthly,  4205 
Dover  Road,  Richmond,  Virginia  23221. 
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Obituary . . . . 


Dr.  Benjamin  Leo  Carleton, 

Newport  News,  died  March  24  at  the  age 
of  eighty-eight.  He  was  a graduate  of  the 
Medical  College  of  Virginia  in  1910  and 
began  his  practice  in  Middlesex  County.  Dr. 
Carleton  located  in  Newport  News  in  1920 
and  continued  his  practice  there  until  his 
retirement  five  years  ago.  He  had  been  a 
member  of  The  Medical  Society  of  Virginia 
since  1919. 

His  wife,  a son  and  two  daughters  sur- 
vive him. 

Dr.  Harry  Baylor  Taylor, 

Norfolk,  died  April  13.  He  was  eighty- 
nine  years  of  age  and  received  his  medical 
degree  from  the  University  of  Virginia  in 
1902.  Dr.  Taylor  was  a medical  missionary 
of  the  Episcopal  Church  and  spent  forty- 
six  years  directing  St.  James  Mission  Hos- 
pital in  Anking,  China.  He  worked  for  two 
years  under  the  communist  regime  and  re- 
turned to  this  country  in  19  51.  Dr.  Taylor 
became  a surgeon  at  the  former  Hampton 
Roads  Army  Terminal  and  served  until  his 
retirement  in  1960.  He  had  been  a member 
of  The  Medical  Society  of  Virginia  since 
1948. 

His  wife,  a son  and  three  daughters  sur- 
vive him.  His  son  is  Dr.  Harry  B.  Taylor, 
Jr.,  and  a daughter  is  Dr.  Helen  Taylor, 
both  of  whom  practice  in  Norfolk. 

Dr.  Richard  Mudie  Meiller, 

Richmond,  died  April  16,  at  the  age  of 
forty-seven.  He  was  a graduate  in  medicine 
from  the  College  of  Medicine  of  New  York 
City  in  195  2 and  located  for  the  practice 
of  psychiatry  in  Richmond  in  1961.  He  had 
been  a member  of  The  Medical  Society  of 
Virginia  for  eight  years. 

His  wife,  Dr.  Joan  Meiller,  a daughter 
and  two  sons  survive  him. 
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Dr.  Charles  David  Cooper, 

Alexandria,  died  April  8,  following  a 
heart  attack.  He  was  forty-one  years  of 
age  and  received  his  medical  degree  from 
George  Washington  University  in  1948.  Dr. 
Cooper  had  practiced  in  Alexandria  since 
1960.  He  was  a member  of  The  Medical 
Society  of  Virginia. 

His  wife,  three  daughters  and  a son  sur- 
vive him. 

Dr.  Suggs. 

Dr.  William  Durwood  Suggs  died  on  August  27, 
1970,  at  Stuart  Circle  Hospital  after  a prolonged 
illness.  He  was  born  in  Kingston,  North  Carolina, 
on  January  2,  1904.  Upon  graduation  from  the  Uni- 
versity of  North  Carolina,  he  entered  the  University 
of  Pennsylvania,  where  he  had  conferred  on  him  the 
doctorate  in  Medicine  in  1929.  He  served  an  intern- 
ship and  residency  in  obstetrics  and  gynecology  at 
the  University  of  Pennsylvania  Hospital. 

In  1932  Dr.  Suggs  commenced  the  practice  of 
obstetrics  and  gynecology  at  Stuart  Circle  Hospital 
in  Richmond  in  association  with  Dr.  Benjamin  Gray. 
He  started  the  next  year  his  long  career  in  teaching 
at  the  Medical  College  of  Virginia,  culminating  in 
promotions  to  Associate  Clinical  Professor  of  Obste- 
trics and  Gynecology,  in  which  capacity  he  demon- 
strated genuine  aptitude  and  dedication.  He  served 
Stuart  Circle  Hospital  long  and  well.  He  was  elected 
to  its  Board  of  Directors  in  January  1937,  and  for 
many  years  performed  diligently  his  duties  as  Treas- 
urer and  as  a member  of  the  Executive  Committee. 

It  was  not  possible  for  Dr.  Suggs  to  be  slipshod 
in  any  undertaking,  whether  with  his  records,  the 
care  of  his  patients,  his  personal  appearance,  his  rela- 
tions with  colleagues,  or  the  manner  in  which  he 
lived.  He  was  an  intensely  conscientious  and  orderly 
individual.  This  was  strikingly  exhibited  over  the 
years  in  carrying  out  his  functions  as  Chairman  of 
the  Building,  Grounds  and  Building  Plans  Commit- 
tee of  the  hospital.  Completely  devoid  of  ostentation 
he  was  modest  to  a fault,  and  in  his  relations  with 
patients  his  demeanor  was  wholly  professional.  Yet 
those  of  us  who  knew  Bill  intimately  recall  his  de- 
lightful, quiet  sense  of  humor  when  a few  close 
friends  gathered  during  leisure  hours. 

He  was  always  interested  in  his  younger  col- 
leagues and  did  not  hesitate  to  go  out  of  his  way  to 
help  them  when  they  asked  for  it  and  not  infre- 
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quently  offered  very  good  guidance  and  encourage- 
ment to  them. 

Dr.  Suggs  held  membership  in  many  local,  state 
and  national  medical  organizations.  He  was  a Fel- 
low of  the  American  College  of  Surgeons,  the  Amer- 
ican College  of  Obstetrics  and  Gynecology,  and  a 
founding  Fellow  of  the  American  Academy  of  Ob- 
stetrics and  Gynecology.  He  was  also  a member  of 
the  American  Medical  Association,  The  Medical  So- 
ciety of  Virginia,  the  Richmond  Academy  of  Medi- 
cine, the  Richmond  and  Virginia  Societies  of  Obste- 
trics and  Gynecology,  the  Southern  Medical  Associa- 
tion, the  Southern  Gynecologic  and  Obstetric  So- 
ciety, the  American  Fertility  Society,  and  was  a 
charter  member  of  the  South  Atlantic  Association  of 
Obstetrics  and  Gynecology.  He  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecology. 
He  was  a member  of  the  attending  staffs  of  the  Medi- 
cal College  of  Virginia,  Retreat  for  the  Sick,  Rich- 
mond Memorial  and  Sheltering  Arms  Hospitals. 

The  social  organizations  of  which  he  was  a mem- 
ber were  the  Kappa  Sigma  and  Phi  Chi  Fraternities, 


the  Sons  of  the  American  Revolution,  the  Country 
Club  of  Virginia,  the  Commonwealth  Club,  and  the 
Fishing  Bay  Yacht  Club.  Most  of  his  leisure  time  was 
spent  on  Fishing  Bay,  sailing  and  fishing. 

Dr.  Suggs  is  survived  by  his  wife,  and  his  daugh- 
ter. To  those  of  us  who  witnessed  the  last  year  of 
Dr.  Suggs’  long  illness  his  death  could  only  be  re- 
garded as  a merciful  release.  The  long  decline  of 
his  formerly  buoyant  health  was  painful  to  his 
friends  and  family,  and  must  have  been  a bitter  trial 
to  him. 

We  the  members  of  Stuart  Circle  Hospital  and  of 
the  Richmond  Academy  of  Medicine  extend  to  his 
family  our  deepest  sympathy  and  request  that  these 
expressions  of  our  respect  be  included  in  the  minutes 
of  this  meeting  and  that  a copy  be  sent  to  the  fam- 
ily and  to  the  Editor  of  the  Virginia  Medical 
Monthly. 

Alexander  G.  Brown,  III,  M.D. 
Spotswood  Robins,  M.D. 

A.  Stephens  Graham,  M.D. 
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'photograph 
p way  implies 
indorsement 
orgesic 
.oe  Namath 


s>rgesic...  provides  effective  analgesia  and  relief  of  associated  muscle  spasm 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  rec- 
ommended that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon®). 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazard  to 
the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established:  therefore,  the  physician  must  weigh  the 
benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should  also  be  used  with  caution  in  patients  with  tachycardia. 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  increased  intraocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequently 
an  elderly  patient  may  experience  some  degree  of  confusion.  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  These 
mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  been 
reported.  No  causal  relationship  has  been  established  Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily 


Hiker  Laboratories,  Inc. 

NORTHRIDGE.  CALIFORNIA  91324 


a NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg.,  phenacetin,  160  mg., caffeine,  30  mg.) 


the  versatile  analgesic 


Gill  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 


logs 

*-v 

3*^ 

raSdjhvii ! 

- TT-, 

STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Scott  W.  Little 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Charles  T.  Akers,  Jr. 
Administrator 


A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology,  Otolaryngology, 
Surgery  for  Deafness,  Rhinoplastic  Sur- 
gery, Bronchoscopy  and  Esophagoscopy. 


Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance. 

For  further  information,  address: 

Administrator,  Box  1789,  Roanoke,  Virginia  24008 


ST.  LUKE'S  HOSPITAL 

McGuire  clinic,  inc. 

Established  1882 

Established  1923 

Hunter  H.  McGuire, 

M.D. 

Stuart  McGuire,  M.D. 

1000  West  Grace  Street 

Richmond 

, Virginia 

General  Surgery  & Gynecology 

Internal  Medicine 

Radiology 

Webster  P.  Barnes,  M.D. 

John  P.  Lynch,  M.D. 

Henry  S.  Spencer,  M.D. 

John  H.  Reed,  Jr.,  M.D. 

William  H.  Harris,  Jr.,  M.D. 

Donald  P.  King,  M.D. 

Joseph  W.  Coxe,  111,  M.D. 

John  B.  Catlett,  M.D. 

Isotopes 

H.  Fairfax  Conquest,  M.D. 

Robert  W.  Bedinger,  M.D. 

Gilbert  H.  Bryson,  M.D. 

Alice  V.  Thorpe,  M.D. 

David  L.  Litchfield,  M.D. 

David  L.  Litchfield,  M.D. 

Endoscopy,  Thoracic  & Vascular 

Burness  F.  Ansell,  Jr.,  M.D. 

Pathology 

Surgery 

W.  Wayne  Key,  Jr.,  M.D. 

G.  E.  Smith,  Jr.,  M.D. 

Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 

Anesthesiology 

Physical  Therapy 

Gilbert  H.  Bryson,  M.D. 

Beverley  Jones,  M.D. 

Elizabeth  L.  Watson,  R.P.T. 

Hospital  Administrator 

Charles  M.  Green 

Director  of  Nurses — St.  Luke's 

Hospital 

Clinic  Manager 

Ann  M.  Urbine,  R.N. 

S.  Taylor  Ware,  Jr. 

School  of  Nursing 

Director  of  Nurses — McGuire  Clinic,  Inc. 

Ann  M.  Urbine,  R.N.,  Director 

Mary  E.  Simmons,  R.N. 

Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 

Elizabeth  H.  Ellett,  R.N.,  Instructor 
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ST.  ELIZABETH’S  HOSPITAL 

James  T.  Gianoulis,  M.D. 

617  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

Austin  I.  Dodson,  Jr.,  M.D. 

Elmer  S.  Robertson,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

James  W.  Pancoast,  M.D. 

J.  Edward  Hill,  M.D. 

Gladstone  E.  Smith,  Jr.,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Pathology 

Leroy  Smith,  M.D. 

William  T.  Stuart,  M.D. 

Ronald  K.  Davis,  M.D. 

Plastic  Surgery 

Urology 

General  Surgery  & Gynecology 

L.  0.  Snead,  Jr.,  M.D. 

Clarry  C.  Trice,  M.D. 

Edward  A.  Zakaib 

Radiology 

General  Medicine 

General  Medicine 

0.  Christian  Bredrup,  Jr.,  M.D. 

George  W.  Reese,  Jr.,  M.D. 

Radiology 

Internal  Medicine 

Jack  A.  Peters,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 

SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


James  P.  King,  M.D. 
William  D.  Keck,  M.D. 
Morgan  E.  Scott,  M.D. 
David  S.  Sprague,  M.D. 


Edward  E.  Cale,  Jr.,  M.D 
Don  L.  Weston,  M.D. 

J.  William  Ciesen,  M.D. 
Delano  W.  Bolter,  M.D. 
Davis  C.  Garrett,  M.D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 

Asst.  Administrator 

AFFILIATED  CLINICS 
Bluefield  Mental  Health  Center  Beckley  Mental  Health  Center 

Federal  Street,  Bluefield,  W.  Va.  1 09  E.  Main  Street,  Beckley,  W.  Va. 

David  M.  Wayne,  M.D.  Leslie  J.  Borbely,  M.D. 

Mental  Health  Clinic 

Professional  Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 
Carl  McCraw,  Ph.D. 

James  E.  Dublin,  Ph.D. 
Thomas  M.  Weddig,  Ph.D. 


Volume  98,  June,  1971 
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DOCTORS: 

ADMINISTRATORS: 

Terrace  Hill  ...  An  Extended 
Care  Facility  Accredited  by 
the  J .C.A.H.  and  Approved  by 
Medicare. 

In  compliance  with  the  Civil  Rights  Act  of  1964 

Within  9 minutes  from  any  local  hospital 

• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  e Activities 

• Trained  Dietitian  e Male  Orderlies 

• Air-Conditioned  Rooms 

Administrator 

" Understanding  Care” 

Terrace  Hill  Nursing  Home,  •*. 

2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 


Accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  an 
Extended  Care  Facility. 

John  P.  Pate 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle  RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr..  M.D. 
Frank  M.  Blanton,  M.D. 
William  W.  Martin,  Jr.,  M.D. 
James  R.  Wickham,  M.D. 

Obstetrics  and  Gynecology : 

Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 

Orthopedics : 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 

Pediatrics: 

Edward  G.  Davis,  Jr.,  M.D. 
Thomas  P.  Overton,  M.D. 

Albert  S.  Thompson,  Jr.,  M.D. 
Edward  J.  Wiley,  M.D. 

Roentgenology  and  Radiology : 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

James  W.  Proffitt,  M.D. 


Anesthesiology : 

William  B.  Moncure,  M.D. 
Heth  Owen,  Jr.,  M.D. 

Surgery : 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 
Wyatt  S.  Beazley,  III,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 

Ophthalmology,  Otolaryngology: 

Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 

Pathology : 

W.  Scott  Gilmer,  Jr.,  M.D. 

Physical  Therapy: 

William  J.  Cowan,  R.P.T. 

Director: 

Charles  C.  Hough 
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Create  a 
machine 


What  to  do 

until . 
suppositories 
work: 


Rea 

“War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 
Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 

||1  assuring  comfortable  administration. 

Vy  Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 

| pharmaceuticais 


c B FLEET  CO  , INC 
Lynchburg,  Va.  24505 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician 
References:  1.  Blumberg,  N Med  Times  91:45,  Jan  . 1963  2.  Sweeney  W J III  Amer  J Obstet 
Gynec  85:908,  Apr,  1,  1963.  3.  Weinsaft.  P.:  J Amer  Geriat  Soc  12:295.  Mar.  1964  4 Baydoun  A B 
Obstet  Gynec  65:®65-  Apr  1.  1963.  5.  Feder,  I.  A Flores  A.  and  Weiss.  J Amer  J Gastroent 
00.366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz.  E.  D Western  J Surg  72:177.  May-June.  1964 


Ki 


UUWMWJWBUjmiu* 


Efudex 

(fluorouracil) 

cream  solution 


In  the  treatment  of 
solar/actinic  keratoses 


An  alternative 
to  cold,  fire  and  steel 


ia 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  AH  areas  have  healed  complt 
Residual  mild  erythema  remains  in  S' 
areas.  This  patient  also  had  seborrhe 
keratoses  which,  as  expected,  have  n 
reacted.  There  is  no  evidence  of  resid 
lesions  or  recurrences. 


El 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


alternative 

( conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
ij  al  alternative  to  cryosurgery,  electrodesiccation 
^':old-knife  surgery  in  the  treatment  of  solar/ actinic 
ajtoses.  It  is  effective,  comparatively  inexpensive  and 
anally  well  suited  for  treatment  of  these  multiple 
ans.  Important,  too,  is  the  highly  desirable  cosmetic 
a t.  Clinical  experience  demonstrates  that  treatment 
i{  Efudex  results  in  an  extremely  low  incidence  of 
a ing.  * 


ghly  effective 


In  clinical  trials,  depending  on  the  dosage  form 
trength  used,  complete  involution  occurred  in 
88  per  cent  of  lesions  following  treatment.  The 
af  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
up  to  a year  after  completion  of  therapy.  When 
Blesions  appeared,  repeated  courses  of  Efudex 
Bipy  proved  effective.* 


dictable 

irapeutic  response 


Two  to  four  weeks  constitutes  a typical  course 
Budex  therapy.  The  response  is  usually  characteris- 

■ d predictable.  After  three  or  four  days  of  treat- 

I , erythema  begins  to  appear  in  the  area  of  keratoses. 

■ is  followed  by  an  intense  inflammatory  response, 

I ig  and  occasionally  moderate  tenderness  or  pain. 

n height  of  the  inflammatory  reaction  generally  occurs 
Bveeks  after  the  start  of  therapy,  and  then  begins 
I ?side  as  treatment  is  stopped.  Within  two  weeks  of 

■ ntinuing  medication,  the  inflammation  is  usually 
B A mild  erythema  may  remain  for  two  or  three 
Bhs  before  gradually  receding.  Since  this  response 

■ Predictable,  lesions  which  do  not  respond 
B d be  biopsied. 

Go  strengths— two 
Usage  forms 

Efudex  is  available  as  a 2%  or  5°o  solution  or 
■a  ’o  cream.  It  is  applied  twice  daily  by  the  patient 

■ i nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
>r  at  considerations:  First,  please  consult  the  com- 
B prescribing  information  for  precautions,  warnings 


Hon  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings : If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported  — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-mi  drop  dispensers — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxy  propyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

George  S.  Fultz,  Jr.,  M.D.  James  Asa  Shield,  Jr.,  M.D. 

Catherine  T.  Ray,  M.D. 


Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 

An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 
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JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

o 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 

Accredited  by  the  Joint  Commission  on  Accreditation  & Approvea  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive).  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jose  A.  Montes,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 
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Fourth  Decade  of  Nursing  “ — 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

MRS.  PLYLER  S 
NURSING  HOME 

KATE  E.  PLYLER  (1876-1947)  GENE  CLARK  REGIRER  (1912-1962) 

A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  353-3981 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy,  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities 
and  outings.  The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  8 5 acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  [1]  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

[2]  Samuel  N.  Workman,  M.D.  [3]  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 
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Westbrook 

Psychiatric  Hospital,  Inc. 

Richmond, 

Virginia 

FOUNDED 

1911 

PSYCHIATRY 

NEUROLOGY 

REX  BLANKINSHIP,  M.  D. 

GERALD  W.  ATKINSON,  M.  D. 

Chairman,  Advisory  Group 

Associate  in  Neurology 

JOHN  R.  SAUNDERS,  M.  D. 

Medical  Director 

CHILD  PSYCHIATRY 

THOMAS  F.  COATES,  JR.,  M.  D. 

GILBERT  SILVERMAN,  M.  D. 

Assistant  Medical  Director 

Associate  in  Child  Psychiatry 

OWEN  W.  BRODIE,  M.  D. 

Associate  in  Psychiatry 

ADMINISTRATION 

M.  M.  VITOLS,  M.  D. 

H.  R.  WOODALL 

Associate  in  Psychiatry 

Administrator 

. 
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REPRINT  PRICES  OF  ARTICLES  IN  THE 
VIRGINIA  MEDICAL  MONTHLY 
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it  is  you 
fancy,  you 
can  tickle 
your  fancy 
here. 


Visit,  write  or  call  Virginia  State  Travel  Service,  9th  & Grace  Streets,  Richmond  23219,  phone  (703)770-4484 


1 

lovers, 
food  lovers, 
mountain 

it 

lovers, 
beach  lovers. 
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This  advertising  is  published  by  Virginia  Medical  Monthly  as  a public  service. 


ESTABLISHING  A PROFESSIONAL  CORPORATION 
OR  INTERESTED  IN  A KEOGH  ACT  PLAN? 


Jh&,  Tlsw  VYIacUcoL  Society  oft.  Ubtqinm. 
TYlsmbsUtAl  fisdihsmsinL  (pianA.  Ojisl  CloallablsL . . . 


FOR  INFORMATION  CALL  OR  WRITE: 

The  Trustees  of  The  Medical  Society  of  Virginia 
Members'  Retirement  Plan 

2425  Wilson  Boulevard 
ARLINGTON,  VIRGINIA  22201 

703/525-6700  (collect  calls  accepted) 
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who goes 
for  checkups? 


In  a recent  survey,  90%  of 
patients  said  they  would  have 
annual  checkups  if  their 
physicians  told  them  to  do  so. 
This  confirmed  what  we  have 
long  known— your  key  role, 
doctor,  in  motivating  your 
patients  to  follow  good  health 
practices.  We  alert  the  public 
with  facts  about  cancer.  You 
follow  through  by  urging 
regular  checkups.  A life-saving 
combination. 


American  Cancer 


Society^ » 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Main  Office  Branch  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES-WE  MAKE  THEM 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt , predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine , fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
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Clinical  Extension 
of  a pup^ 

Smoo 
Relaxant 


/ 


/ 


TROCINATE 

Brand  THIPHENAMIL  HC1 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS— MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  (J.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 
WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 

WILLIAM  P.  PO YTHRESS  & CO..  INC. 

RICHMOND,  VIRGINIA  23217 
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FICIAL  PUBLICATION  OF  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


THE  FRANCIS  A.  COUNTWAY 

LIBRARY  OF  MEDICINE 
Pocton 
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Proved  electro-cwfecf  lyely: 

A single  30-mg  dose  nightly 
helps  insomniacs  fall  asleep, 


Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.’ 23 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,'  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  201 0 
insomniacs,  1 706  of  whom  were 
studied  fora  single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/orearly 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A..  et  at.:  "Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,"  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
etal.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file.  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


For  the  sleep  your  patients  need 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


New 
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(flurazepam  hydrochloride] 
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ifou  know 
diuretics 
nedically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton*  chlorthalidone  usp 

Makes  water,  not  waves. 


cucte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
tse  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 


fro*  * chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
vt'|  sitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
uld  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
ora  m)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
pleq  nts  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
'injhothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
-lalj  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
Obejing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
„ ute|  autiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare, 
uctjrsage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
rnijition  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
alal;,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
>siji  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
eritl'ceiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 

- tvxjconstipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
Jte|on,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 

■nbjytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
;re*  is  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
Polls  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
Supplied : White,  single- scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
neiyplete prescribing  information. 

GVharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  HY. 


It’s  working, 
even  when  she’s  not 


10:30  p.m.  To  bed  with  tablets  or 
suspension.  Either  dosage  form  of 
Gantanol  (sulfamethoxazole)  provides 
reliable  therapy  for  nonobstructed  cysti  3 
The  convenient  b.i.d.  schedule  lets 
the  patient  rest  assured  — while  Gantanc 
fights  the  infection. 


1:30  a.m.  Antibacterial  blood  and  urine  levels  build  fast. 


Peak  therapeutic  effectiveness  starts 
within  2 to  3 hours  of  the  initial  dose. 

In  addition,  Gantanol  diffuses  readily 
into  interstitial  fluids  for  antibacterial 
activity  at  the  foci  of  the  infection. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Kleb- 
siella- Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and,  less  frequently,  Proteus  vulgaris)  and  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Carefully  co- 
ordinate in  vitro  sulfonamide  sensitivity  tests  with  bacterio- 
logic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  Resistant  orga- 
nisms present  a current  problem  to  the  usefulness  of  anti- 
bacterial agents.  Blood  levels  should  be  measured  in  patients 
receiving  sulfonamides  for  serious  infections,  since  there  may 
be  wide  variations  with  identical  doses;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 


less  than  2 months  of  age  (except  adjunctively  with  pyr  ett 
amine  in  congenital  toxoplasmosis);  pregnancy  at  ter  an: 
during  nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  tat 
lished,  and  teratogenicity  potential  has  not  been  thor  gN} 
investigated.  Sulfonamides  will  not  eradicate  or  prevd  $ 
quelae  to  group  A streptococcal  infections,  i.e.,  rhei  at« 
fever,  glomerulonephritis.  Deaths  from  hypersensitive  sal 
tions,  agranulocytosis,  aplastic  anemia  and  other  block* 
crasias  have  been  reported;  early  clinical  signs  such  i 
throat,  fever,  pallor,  purpura  or  jaundice  may  indicate : ou- 
blood  disorders.  Complete  blood  counts  and  urinalys  vwf 
careful  microscopic  examination  are  recommended  free  nil) 
during  sulfonamide  therapy.  Clinical  data  are  insuffic  t| 
prolonged  or  recurrent  therapy  in  chronic  renal  dise;  sc 
children  under  6 years. 

Precautions:  Use  with  caution  in  patients  with  irrfiirfif 
renal  or  hepatic  function,  severe  allergy,  bronchial  • fin* 
and  in  glucose-6-phosphate  dehydrogenase-deficier.  indi 


4:30  a.m.  Effective  through  the 
night.  Each  dose  of  Gantanol  (sulfa- 
methoxazole) delivers  up  to  12  hours  of 
antibacterial  action  against  susceptible 
thogens,  such  as  E.  coli,  Klebsiella-Aerobacter , S.  aureus  and  others. 

:tion  all  day.  And  action  all  night  to  prevent  retained  urine  from 
coming  the  medium  for  bacterial  proliferation. 


7:30  a.m.  With  a built-in  margin  of  protection.  Gantanol  b.i.d. 
nrapy  means  rapid  symptomatic 
provement,  often  in  24  to  48  hours,  for 
ost  patients  with  nonobstructed  urinary 
: ct  infections. 

i nonobstructed  urinary  tract  infections 

lantanol  b.i.d. 

(sulfamethoxazole) 

Tablets/Suspension 
12  hours  of  therapy  with  every  dose 


li  Is.  In  the  latter,  dose-related  hemolysis  may  occur. 
a.:ain  adequate  fluid  intake  to  prevent  crystalluria  and 
)( formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
Iq.ic  anemia,  thrombocytopenia,  leukopenia,  hemolytic 
ejia,  purpura,  hypoprothrombinemia  and  methemoglobi- 
n);  allergic  reactions:  erythema  multiforme  (Stevens- 
h on  syndrome),  skin  eruptions,  epidermal  necrolysis, 
tiiria,  serum  sickness,  pruritus,  exfoliative  dermatitis, 
aiylactoid  reactions,  periorbital  edema,  conjunctival  and 
kil  injection,  photosensitization,  arthralgia  and  allergic 
ycprditis;  gastrointestinal  reactions:  nausea,  emesis,  ab- 

3ial  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
ititis;  C.N.S.  reactions:  headache,  peripheral  neuritis, 
si  depression,  convulsions,  ataxia,  hallucinations,  tin- 
tui  vertigo  and  insomnia;  and  miscellaneous  reactions: 
uifever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
mi  teritis  nodosa  and  L.E.  phenomenon.  Due  to  certain 
ie  cal  similarities  with  some  goitrogens,  diuretics  (aceta- 


zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b.i.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp.)/ 20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/  kg/ 24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspen- 
sion contains  0.5  Gm  sulfamethoxazole. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 
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Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 
antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride. Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


Sterile  Solution  (300  mg.  per  mi  l A 


(lincomycin  hydrochloride, 
Upjohn) 
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Sterile  Solution  (300  mg.  per  ml.) 


(lincomycin  hydrochloride, Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylocoo 


Each 

preparation 

contains: 


Lincomycin  hydro- 
chloride monohydrate 
equivalent  to 
lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

’Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and. 
Water  for  Injection— q.s. 


An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 


CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 


WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


ADVERSE  REACTIONS:  Gastrointes- 
tinal— Glossitis,  stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions — 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver—  Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular— Instances  of  hyp 
sion  following  parenteral  administra 
have  been  reported,  particularly  aftei 
rapid  I.V.  administration.  Rare  inst; 
of  cardiopulmonary  arrest  have  beet 
ported  after  too  rapid  I.V.  administra 
If  4.0  grams  or  more  administered 
dilute  in  500  ml.  of  fluid  and  admin 
no  faster  than  100  ml.  per  hour.  L 
reactions— Excellent  local  tolerance  < 
onstrated  to  intramuscularly  administ 
Lincocin.  Reports  of  pain  followin 
jection  have  been  infrequent.  Int: 
nous  administration  of  Lincocin  in 
to  500  ml.  of  5%  glucose  in  dis 
water  or  normal  saline  has  produce 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg.  and  50( 
Capsules— bottles  of  24  and  100. 


Sterile  Solution,  300  mg.  per  ml.- 
10  ml.  vials  and  2 ml.  syringe. 


Syrup,  250  mg.  per  5 ml.— 60  ml.  ani 
bottles. 

For  additional  product  information  H 
suit  the  package  insert  or  see  your  U 'm 


representative. 

JA71-1203  MED  B-5-SR  (* 


The  Upjohn  Company  i 
Kalamazoo 
Michigan  49001 


Up  jo 
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PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content  . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt , predictable  antisecretory  action  of  the  bella- 
donna alkaloid , atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  t<5 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


j* 


NOTE:  The  high  therapeutic  index 
of  Trocinate  permits  its  administra- 
tion in  dosage  sufficient  to  relieve 
smooth  muscle  spasm  promptly. 
400  mg.  dosage  usually  creates  a 
therapeutic  blood  level.  In  reducing 
dosage  after  relief,  lengthening  the 
time  between  dosage  rather  than  lessen- 
ing the  recommended  dose  is  preferable. 
The  prompt  direct  action  allows  a 
consciousness  of  the  first  suggestion  of 
return  of  symptom  ...  a guide  to  dose 
spacing  and  to  determining  when  treat- 
ment is  complete.  A prescription  for 
twelve  or  sixteen  400  mg.  tablets  will 
usually  correct  spasm  and  leave  a few 
tablets  for  a reserve. 


TROCINATE* 

Brand  THIPHENAMIL  HC1 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
...  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  ...  the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  (J.  Urol. 
73:487-93 ) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
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On  formulary  and  in  the  pharmacy... 


KANAMYCIN/3  ml. 
Federal  law  prahiMt 

r SO*fi\  rtg  without  Df*Kfipt*o«. 


NDC  15-3503-20 


KANTREX* 


kanamycin  sulfate 

INJECTION 

EQUIVALENT  TO 


1.0  Gm. 


take 

advantage 
of  the 

Kantrex 

KANAMYCIN  SULFATE 


\ 


experience 


A dozen  years  of  Kantrex  usage  have  established 
its  efficacy,  its  versatility,  its  simplicity. 


And  its  economy. 


Faced  with  a life-threatening  infection,  the 
physician  cannot  conscionably  consider 
economy  a primary  factor  in  selection  of 
an  appropriate  antibiotic.  However,  when 
susceptibility  reports  are  in,  the  infecting 
pathogens  are  often  found  to  be  suscep- 
tible to  several  antibiotics.  The  physician 
may  then  consider  dose  requirements 
and  cost  in  his  prescribing  decision. 


Kantrex  requires  one  simple  standardized 
dose  for  almost  any  patient  with  any  sus- 
ceptible mixed  Gram-negative/staph  infec- 
tion (Pseudomonas  are  resistant).  The 
usual  adult  daily  dose  of  Kantrex  is  only 
I.OGm...  and  the  usual  total  course  of 
therapy,  7-10  Gm.  Translated  to  dollars  and 
cents,  the  daily  cost  of  Kantrex  therapy  may 
be  only  1/2  to  1/8  that  of  therapy  with  other 
parenteral  antibiotics  used  for  serious  hos- 
pital infections. 


Doesn't  it  make  good  sense  to  use  Kantrex? 

Experience  proves  it  does. 


t F SUMMARY  OF  PRESCRIBING  INFORMATION 
I 8/70 

b omplete  information,  consult  Official  Package  Circular 


Vamlng:  Irreversible  deafness  can  occur  Tinnitus  or  vertigo  may  also 
I ccur  and  indicate  vestibular  damage  and  impending  deafness  The 
t skis  sharply  increased  with  renal  dysfunction  In  such  cases,  decrease 
I izeandfrequencyof  doses  Discontinue  kanamycin  and  check  hearing 
I azotemia  increases  Watch  carefully  for  ototoxicity  in  older  patients 
| nd  patients  receiving  more  than  15  Gm  of  kanamycin  To  avoid  neuro- 
I luscular  paralysis  with  respiratory  depression,  postpone  mtraperi- 
► >neal  instillation  in  post-operative  patients  until  recovery  from  anes- 
l lesia  and  muscle  relaxants  is  complete  Avoid  concurrent  use  of  other 
I totoxic  drugs  including  ethacrynic  acid  Safety  in  pregnancy  is  not 
1 stablished 


^ibon*:  Serious  infections  due  to  susceptible  strains  of  E c oli.  Proteus  sp 
ibacter  aerogenes  K pneumoniae.  Serralia  marcescens  and  Mima 
sa  Culture  and  sensitivity  studies  should  be  performed 
■indications:  A history  of  hypersensitivity  to  the  drug  Prior  auditory  dam 
r kanamycin  or  other  agents  may  be  a contraindication  if  effective  alterna 
erapy  is  available 

utions:  Obtain  audiograms  before  and  during  therapy  in  patients  with 


renal  dysfunction  when  treatment  lasts  more  than  5 days  Stop  Kantrex  if  tin- 
nitus or  hearing  loss  occurs  Hydrate  patients  to  prevent  chemical  irritation  of 
the  renal  tubules  Assess  renal  function  periodically  both  before  and  during 
therapy  If  signs  of  renal  irritation  occur  (casts,  cells,  proteinuria)  increase  hydra- 
tion and  reduce  the  dosage  or  the  frequency  of  dosage  if  necessary  — in  azotemic 
patients  the  frequency  (in  hours)  of  doses  may  be  obtained  by  multiplying  the 
serum  creatinine  by  9 II  azotemia  or  oliguria  occur,  discontinue  therapy  My- 
cotic or  bacterial  superinfection  may  occur 

Adverse  Reactions:  Irritation  or  pain  at  the  injection  site,  skin  rash,  drug  fever 
headache  and  paresthesias 

Dosage  and  Administration:  The  maximum  total  daily  dose  should  not  exceed 
15Gm  by  all  routes  of  administration  The  usual  dose  is  7 5 mg /Kg  / 12  hours 
I M The  average  adult  dose  is  1 Gm  daily  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours 

If  no  response  occurs  in  3 to  5 days,  stop  therapy  and  recheck  the  bacterial 
sensitivities  Hydrate  patients  well  to  minimize  renal  irritation  Iniect  deeply  into 
the  upper  outer  quadrant  of  the  gluteal  muscle  Discard  partially  used  vials  after 
48  hours  The  drug  should  not  be  physically  mixed  with  other  antimicrobials 
Supplied:  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solution  in  two 
concentrations  0 5 Gm  in  2 ml  andlOGm  in  3 ml  Also  available  — Pediatric 
Injection  75  mg  in  2 ml 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


A.H.F.S.  Category  8:1  2.28 
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Call  it  what  you  will,  it 
maybe  premalignant 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley  N J 07110 


n alternative 
) conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
ical  alternative  to  cryosurgery,  electrodesiccation 
1 cold-knife  surgery  in  the  treatment  of  solar/ actinic 
atoses.  It  is  effective,  comparatively  inexpensive  and 
ecially  well  suited  for  treatment  of  these  multiple 
ons.  Important,  too,  is  the  highly  desirable  cosmetic 
Lilt.  Clinical  experience  demonstrates  that  treatment 
|h  Efudex  results  in  an  extremely  low  incidence  of 
|rring.* 

lighly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
i . strength  used,  complete  involution  occurred  in 
| o 88  per  cent  of  lesions  following  treatment.  The 
■ ; of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
■ t up  to  a year  after  completion  of  therapy.  When 
iL  lesions  appeared,  repeated  courses  of  Efudex 
rapy  proved  effective.* 

edictable 

erapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
f fudex  therapy.  The  response  is  usually  characteris- 
x nd  predictable.  After  three  or  four  days  of  treat- 
i it,  erythema  begins  to  appear  in  the  area  of  keratoses. 

is  followed  by  an  intense  inflammatory  response, 
c ing  and  occasionally  moderate  tenderness  or  pain. 

'1  height  of  the  inflammatory  reaction  generally  occurs 
a weeks  after  the  start  of  therapy,  and  then  begins 

0 jbside  as  treatment  is  stopped.  Within  two  weeks  of 

1 ontinuing  medication,  the  inflammation  is  usually 
f e.  A mild  erythema  may  remain  for  two  or  three 

} iths  before  gradually  receding.  Since  this  response 
» predictable,  lesions  which  do  not  respond 
h ild  be  biopsied. 

Vo  strengths— two 
hsage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
s 5%  cream.  It  is  applied  twice  daily  by  the  patient 
vi  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
>Oiant  considerations:  First,  please  consult  the  com- 
>lf  ’ prescribing  information  for  precautions,  warnings 

’‘-S*  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported— insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration : Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxy  propyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


new 

Efudex 

(fluorouracil) 

' cream  solution 
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ESTABLISHING  A PROFESSIONAL  CORPORATION 
OR  INTERESTED  IN  A KEOGH  ACT  PLAN? 

JPul  Tkw  WjuUcoL  Socishf  oft.  UihqinicL 
9 TbimbsLhA!.  fcdbwnenL  Ojul  duailablsL . . . 

FOR  INFORMATION  CALL  OR  WRITE: 

The  Trustees  of  The  Medical  Society  of  Virginia 
Members'  Retirement  Plan 

2425  Wilson  Boulevard 
ARLINGTON,  VIRGINIA  22201 

703/525-6700  (collect  calls  accepted) 


Does  the 

antianxiety 
agent 
/ou  now 
arescribe., 


assure  you  of  smooth 
predictable  action? 


have  a 30-year 
safety  record? 


minimize 

side  effect  surprises? 

consider  your 
patient7  s pocketbook? 


ere's  one  that  does!  Dll^TIOflll 

DU  UloUl  SODIUM® 

(SODIUM  BUTABARBITAL) 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic 
disease.  Elderly  or  debilitated  patients  may  react  with  marked 
excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover"  and  systemic  disturbances  are 
seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as: 
Tablets,  1 5 mg.,  30  mg.,  50  mg.,  1 00  mg.;  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%).  Buticaps®  [Capsules  Butisoi  Sodium  (sodium 
butabarbital)]  1 5 mg.,  30  mg.,  50  mg.,  1 00  mg. 

( A/T/-1  TVTTT'  T T 1 McNeil  Laboratories,  Inc., 

Fort  Washington,  Pa.  19034 
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hen  manhood  ebbs 


or  is  delayed 


due  to  testicular 
hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure.  ..and 
intheelderlywherepossiblesodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 


Halotestin^ 


(fluoxymesterone 

Upjohn] 


oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 


alotestin® 

uoxymesterone,  Upjohn) 


ally  active  androgen  about  5 times  as  potent 
anabolic  and  androgenic  activity  as  methyltes- 
terone.  Halotestin  (fluoxymesterone)  induces 
nificant  retention  of  calcium  and  potassium, 
retention  of  sodium  not  marked.  Doses  below 
mg.  daily  have  little  effect  in  producing 
latinuria. 

iications  Male:  Replacement  therapy  in  tes- 
jlar  hormone  deficiency  states.  Prevents  atro- 
y of  the  accessory  male  sex  organs  following 
stration  for  as  long  as  therapy  is  continued 
ootence  and  male  climacteric  symptoms  when 
to  androgen  deficiency.  Primary  eunuchoid- 
i and  eunuchism.  Delayed  puberty  when  es- 
ilished  as  not  a simple  familial  trait.  Indicated 
those  symptoms  of  panhypopituitarism  re- 
3d  to  hypogonadism,  however,  appropriate 
•enal  cortical  and  thyroid  hormone  replace- 
nt  therapy  remain  of  primary  importance. 
vale:  Palliation  of  androgen-responsive,  ad- 
iced,  inoperable  breast  cancer  in  women  be- 
:en  1 and  5 years  postmenopausal  or  women 
whom  castration  has  shown  the  tumor  to  be 
•mone  dependent.  Prevention  of  postpartum 
ast  manifestations  of  pain  and  engorgement; 
re  is  no  satisfactory  evidence  that  this  drug 
vents  or  suppresses  lactation  per  se.  In  os- 
porosis  androgens  may  be  of  adjunctive 
ue  to  adequate  considerations  of  diet,  cai- 
rn balance,  physiotherapy  and  general  health 
imoting  measures.  Males  and  Females:  In  the 
atment  of  protein  depletion  states  which  oc- 
' in  geriatric  patients,  in  debilitation  states,  in 
omc  corticcid  therapy,  resistant  fractures; 
ptorchidism;  creating  a positive  nitrogen  bal- 
:e,  tissue  repair  and  other  anabolic  effects 
drogenic  steroids  may  produce  a response  in 
astic  anemias,  myelofibrosis,  myelosclerosis, 
logenic  myeloid  metaplasia  and  hypoplastic 
;mias  due  to  malignancy  or  myelotoxic  drugs, 
jjrogens  are  not  of  value  in  other  anemias. 
Intraindications  Pregnancy  (may  virilize  fe- 

Ile  fetus),  mammary  carcinoma  in  the  male, 
static  carcinoma,  severe  liver  disease,  severe 
diorenal  disease  and  severe  persistent  hy- 
Icalcemia. 

Iicautions  Employ  with  caution  in  young  boys 
B avoid  precocious  sexual  development  and 
B mature  epiphyseal  closure.  Androgens  tend 
Inromote  retention  of  sodium  and  water,  there- 
B3,  watch  for  edema— particularly  in  the  elderly, 
jidence  and  severity  of  edema  have  been 
limal  and  have  been  associated  only  with 
h doses  used  for  palliation  of  breast  cancer. 
)ercalcemia  may  occur,  particularly  in  patients 
i metastatic  breast  carcinoma;  if  this  occurs 
drug  should  be  discontinued.  Changes  in 
r function  tests,  such  as  increased  BSP  ra- 
tion and  SGOT  levels,  can  occur  during  ther- 
Jaundice  has  been  rarely  reported.  If  liver 
ction  tests  are  altered,  discontinue  medica- 
i or  reduce  dose.  Priapism  is  indicative  of 
essive  dosage  and  is  indication  for  tempo- 
/ withdrawal  of  drug.  When  treating  protein 
iletion  states  or  osteoporosis,  an  adequate 
should  be  provided  and  prolonged  immobili- 
on  avoided  whenever  possible.  When  treating 
astic  or  hypoplastic  anemias,  androgen  ther- 
should  not  replace  other  measure  such  as 
isfusion,  correction  of  iron  deficiency,  anti- 
terial  therapy,  and  the  use  of  corticosteroids, 
verse  reactions  Nausea,  dyspepsia,  men- 
ial irregularities,  hepatic  dysfunction,  pria- 
m,  edema,  precocious  sexual  development, 
premature  epiphyseal  closure  in  young 
ents  have  been  reported.  Male  — Prolonged 
ministration  or  excessive  dose  may  cause 
bition  of  testicular  function  with  oligospermia 
decreased  ejaculation  volume.  Female  — 
ge  doses  or  prolonged  administration  may 
duce  masculinization  with  signs  such  as  hir- 
sm,  deepening  of  the  voice,  enlargement  of 
clitoris,  acne,  and  sometimes,  increased 
do. 

iplied  Tablets:  2 mg.,  scored  — bottles  of  100  / 
ag.,  scored  — bottles  of  50  /10  mg.,  scored 

ottles  of  50. 

additional  product  information,  see  your 
ohn  representative  or  consult  the  package 

cular. 

| The  Upjohn  Company,  Kalamazoo,  Michigan 
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Ulcer 

Re- 

lief! 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  respond  favorably 
to  it  Specify  DICARBOSIL 
144's  — 1 44  tablets  in  1 2 rolls. 

^ ARCH  LABORATORIES 

A !1|  319  South  Fourth  Street"  St.  Louis,  Missouri  63102 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Main  Office  Branch  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

" " REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES-WE  MAKE  THEM 


For  the 
prevention 
of  the 
gripping 
pain  of 
angina 

J j 


Perforate"  S A 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 


See  full  prescribing  information 
on  opposite  page. 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated tor  the  relief  of  angina  pectoris  (pain 
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Guest  Editorial . . . . 


Adrenal-Cortical  Extract  and  Hypoglycemia 
“A  Cause  for  Concern" 

T TYPOGLYCEMIA  is  certainly  common,  possibly  over-diagnosed  and 
recently  "fashionable”  in  both  lay  and  professional  circles. 

This  editorial  does  not  intend  to  delve  into  the  complexities  of  the 
differential  diagnosis  nor  its  treatment.  However,  in  a clinical  setting 
the  most  common  presentation  may  be  reactive  hypoglycemia.  More 
often  than  not  (excluding  prior  surgical  procedures)  this  may  be  the 
earliest  form  of  Diabetes  Mellitus  with  delayed  or  inappropriate  ejection 
of  insulin.  The  possible  occurrence  of  "symptomatic”  hypoglycemia  in 
nervous  or  anxious  individuals  cannot  be  denied,  and  certainly  the  in- 
fluence of  the  sympathetic  nervous  system  on  insulin  secretion  has  been 
adequately  documented  to  place  this  beyond  the  realm  of  pure  conjecture. 
This  regulation  has  been  illustrated  by  the  effects  of  epinephrine  and  Beta 
blocking  agents  on  insulin  secretion.  The  outstanding  example  of  this 
is  the  altered  carbohydrate  tolerance  seen  in  proven  pheochromocytoma. 

In  addition  such  diverse  neuro-muscular  disorders  as  myotonic  dys- 
trophy and  ataxia  telangiectasia  exhibit  similar  disordered  carbohydrate 
tolerance.  Perhaps  of  greater  importance  is  the  ancillary  effects  of  medi- 
cations on  carbohydrate  tolerance,  and  conceivably  caffeine  may  be  a 
prime  culprit  in  everyday  life. 

It  should  be  recalled  that  the  isolated  blood  sugar  or  glucose  tolerance 
is  a complex  of  multiple  factors:  hormonal,  intestinal,  hepatic,  lipid 
dependent  and  possibly  even  related  to  the  time  of  day.  Therefore  clinical 
interpretation  should  be  made  with  regard  for  this. 

Recently  we  have  had  the  opportunity  to  see  a host  of  patients  with 
primarily  emotional  disorders  who  have  been  treated  with  adrenal  extract 
for  hypoglycemia.  Many  of  these  individuals  have  been  in  para-medical 
situations,  although  by  no  means  have  they  been  restricted  to  a single 


group.  As  previously  discussed  the  evaluation  of  symptomatic  hypo- 
glycemia is  complex  and  often  difficult  to  pinpoint  even  with  available 
insulin  determinations.  Therefore,  all  diagnostic  means  should  be  ex- 
hausted prior  to  the  institution  of  therapy. 

The  dependence  of  these  individuals  upon  the  extract  and  the  false 
sense  of  well  being  produced  by  the  steroids  are  a course  of  great  concern. 
The  pharmacologic  effects  of  long  term  steroid  use  need  not  be  docu- 
mented on  these  pages,  and  great  effort  has  been  expended  to  minimize 
these  effects  in  disease  states  that  warrant  their  use. 

The  use  of  adrenal  cortical  extract  in  the  hypoglycemic  syndrome 
should  be  severely  restricted. 


Stephen  H.  Schachner,  M.D. 


Section  of  Endocrinology 
Fairfax  Hospital 
Falls  Church,  'Virginia 
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“Yesterday  and  To-day” 


ROBERT  I.  W.  BALLANTINE,  F.F.A.,  R.C.S. 
London,  England 


The  development  of  anaesthesia 
into  a fully  recognized  specialty  is 
a most  interesting  history. 


IN  NOVEMBER  195  6 it  was  my  priv- 
ilege to  be  invited  over  from  England  to 
give  anaesthetics  at  the  Johnston-Willis 
Hospital.  I shall  always  remember  this  as 
one  of  the  happiest  times  in  my  career.  I 
received  great  kindness  and  hospitality,  for 

[which  you  as  Americans  are  justifiably  re- 
nowned, and  I made  friends  here  whom  I 
shall  never  lose.  I have,  since  that  time, 
regarded  Richmond  and  the  Johnston-Willis 
as  a home  from  home,  and  to  have  been 
invited  back  here  to  give  the  A.  Murat 
Willis  Lecture  is  not  only  a great  honour 
but  a pleasure.  This  pleasure  is,  however, 
tempered  with  apprehension  when  I look 
down  the  list  of  previous  lecturers  and  see 
such  names  as  Paul  White — Alfred  Blalock 
— Frederick  Coller — names  which  are  re- 
vered in  England. 

I am  a busy  practical  anaesthetist  and 
when  it  comes  to  speaking  to  an  audience 
such  as  this — of  such  distinction  and  many 
disciplines — the  choice  of  subject  is  difficult. 
I was  tempted  to  make  my  task  easier  by 
talking  on  some  technical  aspect  of  my  own 
field,  but  that  would  have  been  of  interest 
to  only  a small  number  of  anaesthesiologists. 
It  has  been  suggested  that  during  the  hours 
we  sit  mesmerised  by  what  we  hope  is  the 

I Ballantine,  Robert  I.  W.,  F.F.A.,  R.C.S.,  Con- 
sulting Anesthetist,  St.  Bartholomew’s  Hospital. 

Based  on  the  Eighteenth  Annual  A.  Murat  Willis 
Lecture,  delivered  at  the  Johnston-Willis  Hospital, 
Richmond,  October  1970. 


perpetual  motion  of  the  reservoir  bag  on  our 
anaesthetic  apparatus,  we  must  surely  de- 
velop great  philosophical  thoughts  that 
would  be  ideal  for  an  occasion  such  as  this, 
but  I regret  to  have  to  admit  that  as  far  as 
I am  concerned  this  is  not  always  the  case! 

I decided  after  many  false  starts  to  use 
history  as  my  thread,  and  have  therefore 
chosen  the  title  "Yesterday  and  To-day” 
which  gives  me  a wide  scope,  but  does  re- 
mind us  that  we  are  remembering  great  men 
of  the  past  and  particularly  your  founder 
Dr.  A.  Murat  Willis  who  has  made  our  meet- 
ing here  to-day  possible. 

I am  an  anaesthetist  at  St.  Bartholomew’s 
Hospital  in  the  City  of  London.  The  City 
is  the  old  original  part  where  the  business 
and  trade  of  the  country,  and  indeed  a large 
part  of  the  world,  has  been  carried  on  for 
many  centuries.  Here  in  the  City  is  the 
Bank  of  England,  the  Stock  Exchange,  the 
Tower  of  London,  the  Docks,  the  fish,  meat 
and  diamond  markets,  an  area  full  of  history 
where  the  old  and  the  new  rub  shoulders. 

The  hospital  is  very  much  part  of  this 
pattern  of  old  and  new  for  it  was  founded 
in  1123  on  its  present  site  and  has  witnessed 
in  its  847  years  a panoply  of  history.  The 
hospital  was  founded  by  an  Augustinian 
monk  who  is  said  to  have  had  a vision  in 
which  St.  Bartholomew  told  him  to  found 
a hospital  for  the  care  of  the  sick  poor  of 
London  on  the  "Smoothfield”,  now  called 
Smithfield.  This  was  in  the  reign  of  Henry 
1st,  son  of  William  the  Conqueror,  the 
Tower  of  London  was  a new  building,  Parli- 
ament had  not  yet  come  into  being,  there 
were  no  judges,  the  king  gave  the  law  and 
the  Royal  Treasure  was  kept  as  a hoard  at 
Westminster  or  Winchester  to  be  stolen  by 
a thief  or  seized  by  an  aspirant  to  the 
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Crown.1  The  charitable  work  of  the  hos- 
pital was  continued  on  a religious  basis  until 
1 5 37  when  King  Henry  VIII  seized  the  rev- 
enues at  the  time  of  the  Dissolution  of  the 
Monasteries,  but  the  hospital  managed  to 
keep  going  until  1544  when  it  received  a 
Royal  charter.  A medical  school  grew  up 
gradually  for  the  training  of  students,  was 
formally  recognized  in  1791,  and  is  now 
part  of  London  University. 

The  Henry  VIII  Gate  was  built  in  1702 
(Fig.  1)  and  the  main  hospital  rebuilt  but 


Fig.  1 


still  on  the  same  site  during  the  period  1730- 
1739.  The  cost  was  defrayed  by  voluntary 
contributions  and  the  hospital  remained 
dependent  on  generous  financial  gifts  from 
the  city  merchants  until  1948  when  like  all 
the  other  teaching,  voluntary  hospitals  it 
was  taken  over  by  the  Ministry  of  Health 
with  the  institution  of  the  Health  Service. 

Giltspur  Street  which  borders  one  side  of 
the  hospital,  received  its  name  because 

358 


Henry  VIII  used  to  attend  the  jousting  of 
the  Knights  in  the  vicinity  of  the  hospital 
and  present  Gilt  spurs  to  the  winners.  The 
losers  were  no  doubt  carried  to  outpatients 
in  full  armour  with  a weapon  through  some 
part  of  their  anatomy  and  no  doubt  pre- 
sented the  nurse  with  rather  a difficult  job 
when  told  to  get  the  patient  undressed! 

From  the  window  over  the  Gateway  to 
the  Church  of  St.  Bartholomew  the  Great 
(Fig.  2)  the  Catholic  Mary  Stuart,  Queen 
of  Scots,  is  said  to  have  watched  the  40  cath- 
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olic  martyrs  burned  to  death  by  order  of 
her  cousin,  Queen  Elizabeth  I.  Newgate 
prison  used  to  exist  just  behind  the  hospital 
and  from  there,  those  condemned  to  be 
hanged  drawn  and  quartered  were  taken  to 
Tyburn  close  to  the  present  day  Marble 
Arch,  while  the  bell  of  St.  Sepulchres  tolled 
as  they  passed  (Fig.  3).  In  this  same  church 
is  buried  Sir  John  Smith  one  of  the  original 
settlers  in  Virginia. 
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Harvey  (Fig.  4),  Sir  Percival  Pott  (Fig.  5), 
Sir  James  Paget  (Fig.  6)  and  many  others. 


Twice  in  its  history  the  hospital  has  been 
ringed  by  fire,  once  in  1666  in  the  Great 


Fig.  5 

Fire  of  London  which  reached  as  near  as  our 
church  and  again  during  the  Battle  of  Bri- 


Fig.  6 

tain  during  Hitler’s  incendiary  raids. 
Throughout  it  all  Bart’s  (as  we  are  called) 


The  first  physician  to  the  hospital,  Dr. 
Roderigo  Lopez,  was  hanged  for  trying  to 
arrange  the  death  of  Queen  Elizabeth,  a 
deed  that  was  to  have  earned  him  30,000 


Fig.  3 


crowns  to  be  paid  by  the  Spanish.  However, 
not  all  the  past  members  of  our  staff  were 
as  infamous,  for  they  include  Dr.  William 
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and  our  neighbour  St.  Paul’s  Cathedral  (Fig. 
7)  have  remained  standing. 

From  the  windows  of  several  of  the  the- 
atres in  which  I work  I can  see  Justice  with 


Fig.  7 


her  balance  on  the  dome  of  the  Old  Bailey 
the  Central  Criminal  Court  (Fig.  8).  A 
sight  that  often  reminds  me  of  the  human 
error  in  anaesthesia  and  makes  me  read  the 
label  on  the  drug  ampoule  for  a second 
or  even  third  time,  just  in  case! 

Amongst  our  Treasures  is  the  Great  Hall 
approached  by  a grand  staircase  the  walls  of 
which  are  decorated  by  two  large  frescoes 
painted  by  Hogarth  (1697-1764)  in  mem- 
ory of  his  birth  near  the  hospital  and  sub- 
sequent treatment  as  a patient.  One  depicts 
the  "Good  Samaritan”  (Fig.  9)  and  the 
second  the  "Pool  of  Bethesda”  (Fig.  10). 
This  shows  a man  with  a chronic  ulcer  of 
the  leg,  a child  with  the  prominent  forehead, 
curved  spine  and  the  enlarged  joints  of  rick- 
ets. There  is  a woman  with  inflammation  of 
the  breast  and  a man  whose  gouty  hand 
seems  to  have  received  a knock  from  the 
blind  beggar  whose  staff  is  near,  and  to  the 


extreme  left  two  women  who  it  is  thought 
are  intended  to  illustrate  hypertrophy  and 
atrophy.  One  of  our  visitors  whose  nation- 
ality it  would  be  tactless  of  me  to  mention 


Fig.  8 


having,  like  you,  been  subjected  to  a barrage 
of  Bart’s  men  and  Bart’s  history  when  he 
was  finally  shown  the  Hogarth  paintings 
depicting  our  Lord  and  the  Good  Samaritan, 
unable  to  take  any  more  was  heard  to  say — 
"and  I suppose  they  were  on  the  staff  of 
this  hospital  too!” 

At  this  point  I will  turn  my  attention  to 
another  aspect  of  history  and  to  acknowledge 
that  I have  made  much  use  of  "The  Prin- 
ciples of  Thoracic  Anaesthesia  Past  and  Pres- 
ent” by  Mushin  and  BakerJ  which  contains 
an  excellent  historical  section.  As  you  will 
know  it  was  not  until  the  1840’s  that  any 
real  progress  was  made  towards  achieving 
relief  of  pain  with  anaesthesia  but  surpris- 
ingly enough  resuscitation  had  been  receiv- 
ing attention  long  before. 
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into  the  mouth  and  in  1 5 5 5 Vesalius  used 
tracheostomy  in  animals  and  then  inflated 


their  lungs  with  bellows  to  keep  them  alive 
during  anatomical  demonstrations.  In  1667 
Robert  Hook  at  the  Royal  Society  demon- 
strated how  resuscitation  could  be  achieved 
by  reinflation  of  a dog’s  lungs  following 
anoxia  and  convulsions.  John  Hunter  had 
also  kept  dogs  alive  with  an  open  pneumo- 
thorax using  a double  bellows,  one  filled  the 
lungs  and  the  other  exhausted  them.  This 
must  be  one  of  the  first  uses  of  positive- 
negative phase  ventilation.  In  1791  Curry 
described  an  intralaryngeal  cannula  that 
could  be  used  in  either  the  nose,  larynx  or 
trachea  for  resuscitating  the  drowned.  In 
1774  a Society  had  been  formed  to  decide 
the  best  way  to  apply  the  existing  knowl- 
edge of  resuscitation  to  humans  and  to  re- 
storing life  to  the  drowned.  As  a result  of 
all  this,  first  aid  units  of  the  day  along  the 
coasts  of  England  and  the  European  con- 
tinent were  incomplete  without  some  form 
of  manually  operated  air  pump  for  intra- 
oral or  nasal  insufflation.  This  was  nearly 
200  years  ago. 

Chaussier’s  Bag  and  Mask  for  inflation 
dated  1780  (Fig.  11)  is  not  very  different 


Fig.  11 

from  our  modern  counterpart  (Fig.  12) 
and  is  of  simple  design.  Many  pumps  were 
designed,  but  some  apparatus  with  valves 
was  not  approved  of  because — I quote  "they 
must  be  entrusted  often  to  the  ignorant”. 
I think  you  would  agree  that  to-day  we  still 
believe  that  resuscitation  apparatus  should 
be  as  simple  as  possible,  particularly  if  it  is  to 
be  in  the  hands  of  inexperienced  personnel. 

In  1788  Charles  Kite  described  a method 
of  blind  intubation  with  his  bent  metal 
tube.  In  1807  Chaussier  added  a small 


One  of  the  first  references  appears  in  the 
book  of  Kings  when  Elisha  revived  the  son 
of  the  Shunamite  woman  with  mouth  to 


Fig.  9 

mouth  resuscitation.  In  the  16th  century 
Paracelsus  inflated  the  lungs  of  a patient 
with  bellows  conected  to  a tube  inserted 
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sponge  to  his  cannula  to  provide  an  airtight 
fit  (Fig.  13). 

The  rectum  was  another  route  recom- 
mended for  the  insufflation  of  air  and  tobac- 


A 


co  smoke  during  resuscitation  and  no  doubt 
it  was  the  passage  of  the  instrument  into  the 
rectum  that  stimulated  respiration,  for  anal 
dilatation  remained  a method  of  respiratory 
stimulation  for  a long  time. 


All  this  work  was  set  back  in  1827  by 
Leroy  at  the  French  Academy  of  Science, 
who  cast  doubts  on  the  safety  of  forced  in- 
flation of  the  lungs  and  pointed  out  the 
danger  of  emphysema  and  tension  pneumo- 
thorax. It  is  interesting  that  in  our  own 
experience  we  know  of  the  damage  that  can 
be  caused  by  over  enthusiastic  resuscitation 
by  the  inexperienced  and  have  witnessed  the 
antagonism  to  the  intubation  and  inflation 
of  the  newborn  as  a means  of  resuscitation 
— a method  that  I am  glad  to  say  has  now 
been  accepted,  provided  it  is  practised  by 
trained  personnel. 

And  so  in  1846  comes  the  great  event  of 
anaesthesia  itself — about  which  I am  sure 
you  know  more  than  I,  and  so  I am  going 
to  resist  the  temptation  to  enlarge  upon  this 
greatest  part  of  the  story. 


Two  months  after  Ether  Day  in  Massa- 
chusetts, Dr.  Boot  in  London  and  Dr.  Fraser 
in  Dumfries  gave  the  first  anaesthetics  in 
the  British  Isles.  How  the  news  spread  across 
the  Atlantic  is  admirably  described  by  Dr. 
Sykes  in  his  excellent  books  "Essays  on  the 
First  Hundred  Years  of  Anesthesia”.3  The 
increase  in  surgery  that  followed  the  dis- 
covery is  exemplified  by  some  figures  from 
Bart’s.  In  the  preanaesthetic  era  the  number 
of  operations  was  approximately  5 0 per 
year,  but  by  1862  it  had  risen  to  329  with 
a mortality  of  10%.  This  was  not  a very 
good  thing  and  it  was  not  for  another  20 
years  that  surgery  was  ready  to  forge  ahead 
with  the  antiseptic  and  aseptic  techniques 
of  Lister.3 

James  Young  Simpson  was  the  first  to  use 
undiluted  chloroform  in  Edinburgh,  but  in 
fact  chloric  ether,  which  was  chloroform 
plus  spirits  of  wine,  had  been  given  during 
a surgical  operation  at  St.  Bartholomew’s  by 
Mr.  Holmes  Coote  six  months  before  in 
the  spring  of  1847,  a fact  reported  by  Mr. 
Furnell4  just  after  Simpson’s  death. 

The  name  of  John  Snow  must  not  be 
forgotten  in  this  era.  He  was  the  first  prac- 
ticing anaesthetist  and  gave  a scientific  and 
factual  basis  to  his  skill.  In  1847  he  wrote 
about  his  ether  researches  and  in  18  5 8 pub- 
lished the  famous  work  on  "Chloroform 
and  other  Anaesthetics”  ’ in  which  measure- 
ment in  anaesthesia  is  stressed  for  the  first 
time.  In  1 8 5 3 and  18  57  he  gave  chloroform 
analgesia  on  the  orders  of  Queen  Victoria 
for  the  birth  of  two  of  her  children  and  the 
opposition  to  chloroform  and  particularly 
to  the  idea  of  relieving  pain  in  childbirth 
died  down. 

Great  enthusiasm  and  ingenuity  of  ideas 
and  apparatus  occupied  the  next  hundred 
years,  but  it  was  not  until  the  beginning  of 
the  20th  century  with  the  gradual  develop- 
ment of  the  laryngoscope,  the  first  modern 
wide  bore  endotracheal  tube  of  Dorrance" 
and  the  technique  for  laryngoscopy  by 
Chevalier  Jackson'  that  real  progress  was 
made.  The  method  of  insufflation  was  used 
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extensively  by  Magill  and  Rowbotham  in 
England  for  faciomaxillary  surgery  during 
the  1914  War  but  gradually  progressed  to 
the  use  of  the  wide  bore  Magill  endotracheal 
tube.  In  1924s  the  Waters  Canister  appeared 
and  in  1928  Magill1'  described  his  method  of 
blind  nasal  intubation.  1931  saw  the  use  of 
one  lung  anaesthesia  by  Gale  and  Waters10 
and  in  193  5 Magill11  was  using  endoscopic 
endobronchial  intubation  and  suction.  The 
intravenous  barbiturates  arrived  and  then 
came  descriptions  of  controlled  respiration 
using  cyclopropane  and  carbon  dioxide  ab- 
sorption and  the  use  of  posture  or  blockers 
for  the  control  of  secretions  in  thoracic 
surgery.  As  Sir  Robert  Macintosh  said  in 
the  Ralph  M.  Waters  Memorial  Lecture1' 
it  was  during  this  era  that  Dr.  Waters  made 
Madison  the  Mecca  of  Anaesthetists  and  like 
Snow  before  him  was  applying  science  to 
anaesthesia.  Thus  we  come  to  the  last  2 5 
years  about  which  I can  speak  personally  as 
I started  giving  anaesthetics  in  1946. 

In  1942  Griffith  and  Johnson1 ' introduced 
curare  into  clinical  anaesthesia  and  it  is  the 
intravenous  muscle  relaxant  drugs  that  have 
dominated  the  scene  in  my  anaesthetic  life- 
time and  lead  to  much  of  the  progress  in 
allied  fields.  In  spite  of  this  I am  glad  that 
when  I started  I was  trained  primarily  in  the 
inhalation  methods  that  had  been  well  tried 
in  the  previous  era. 

The  majority  of  cases  requiring  muscular 
relaxation  in  my  early  days  were  given  thi- 
opentone nitrous  oxide — oxygen  and  ether, 
occasionally  a spinal  or  field  block  was  used 
with  procaine  or  nupercaine.  When  mus- 
cular relaxation  was  not  required  then 
nitrous  oxide,  oxygen  and  trichlorethylene 
or  closed  circuit  cyclorpropane  were  alter- 
natives. We  became  very  practised  at  blind 
nasal  intubation,  a technique  that  I still 
teach  and  find  useful. 

Obstetric  analgesia  was  a form  of  twilight 
sleep  with  morphine  and  hyoscine  followed 
by  self-administered  nitrous-oxide  and  air. 


For  operative  obstetrics  ether,  cyclopropane 
or  chloroform  were  used  without  intubation. 
In  some  units  spinals  were  considered  better. 
Mendelson’s  syndrome14  was  not  generally 
recognised. 

In  thoracic  work  cyclopropane  was  the 
agent  of  choice  as  apnoea  and  manual  ven- 
tilation were  easily  achieved.  Spread  of  in- 
fected sputum  was  prevented  by  posture, 
endobronchial  tubes  or  bronchus  blockers 
as  double  lumen  tubes  did  not  exist  and  the 
surgeon  could  not  use  diathermy.  Thora- 
coplasties for  pulmonary  tuberculosis  were 
managed  with  local  analgesia  alone  as  were 
bronchoscopies.  Outpatient  and  dental  cases 
were  given  nitrous  oxide  with  subatmo- 
spheric  tensions  of  oxygen.  Thiopentone 
was  used  in  much  higher  dosage  than  to-day 
and  sometimes  given  as  an  intravenous  drip. 

Not  everything  in  these  good  old  days  was 
bad.  We  did  not  have  postoperative  muscle 
pains  or  prolonged  apnoea.  We  did  not 
know  of  neostigmine  resistant  curarisation 
or  awareness.  We  may  have  had  ether  con- 
vulsions but  we  did  not  have  malignant 
hyperpyrexia  and  our  patients  emerged  more 
quietly  from  anaesthesia  than  they  some- 
times do  to-day.  Nor  did  we  have  the  wor- 
ries of  patients  on  monoamine  oxidase 
inhibitors,  steroids  or  hypotensive  drugs. 

I still  believe  that  the  art  of  ether  an- 
aesthesia should  be  taught  to  trainees,  and 
cyclopropane  and  oxygen  can  still  be  given 
with  advantage  for  induction  of  poor  risk 
cases,  obstetric  patients  with  foetal  distress 
prior  to  relaxation  and  intubation  and  to 
children  who  are  already  asleep  from  their 
premedication. 

Trichlorethylene  never  became  popular 
with  you  in  America  and  I think  you  missed 
something,  as  it  is  such  a good  analgesic.  It 
has  been  given  in  hundreds  of  thousands  of 
cases  at  Bart’s  since  it  was  popularised  by 
Hewer  and  Hadfield1 ' in  1942  and  I have 
never  seen  a case  of  primary  cardiac  or  liver 
failure  from  it.  It  is  still  used  as  an  alterna- 
tive to  halothane  on  occasions  and  to  aug- 
ment the  analgesia  of  nitrous  oxide  in  the 
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fully  paralyzed  patient.  It  is  very  cheap  and 
non  explosive  and  Boulton11,  has  devised  a 
draw  over  method  of  using  it  with  muscle 
relaxants,  air  and  ventilation  for  anaesthesia 
in  countries  where  cylinders  are  not  readily 
available.  Nitrous  oxide  still  remains  a pop- 
ular analgesic  for  self  administration  during 
labour  but  is  now  combined  with  oxygen 
rather  than  air — and  of  course  in  dental 
and  outpatient  anaesthesia  suboxygenation 
is  no  longer  allowed.  Spinal  analgesia  has 
lost  popularity  partly  because  of  the  intro- 
duction of  muscle  relaxants  and  partly  from 
the  medico  legal  battles  that  have  followed 
postoperative  complications.  Sodium  thi- 
opentone has  remained  the  intravenous  in- 
duction agent  of  choice. 

In  England  it  was  the  idea  of  "balanced 
anaesthesia”  described  by  Gray  and  Halton 
in  1 946 1 ' that  laid  the  foundation  of  sub- 
sequent practice  in  abdominal,  thoracic  and 
more  recently,  neurosurgical  anaesthesia.  It 
was  they  who  first  suggested  that  narcosis 
should  be  provided  with  thiopentone  analge- 
sia with  nitrous  oxide,  and  muscular  relax- 
ation with  curare,  and  that  anaesthetists 
should  think  in  terms  of  this  triad.  They 
went  on  to  show  that  with  hyperventilation 
and  lowering  of  carbon  dioxide  tension  only 
minimal  anaesthesia  was  required  and  rapid 
awakening  would  occur  when  the  curare 
had  been  antagonised  by  neostigmine,  and 
nitrous  oxide  eliminated.  This  worked  very 
well  until  the  pendulum  swung  too  far.  Oc- 
casionally patients  were  curarised  but  not 
fully  anaesthetised  and  "awareness”  became 
a new  word  in  the  anaesthetic  world.  To-day 
anaesthetists  are  aware  of  "awareness”  and 
tend  to  add  to  nitrous  oxide,  either  trichlor- 
ethylene,  halothane,  pethidine  (demerol)  or 
neuroleptanalgesic  drugs  in  small  doses.  Par- 
ticular care  still  has  to  be  taken  that  patients 
are  not  aware  during  Caesarean  section  with 
full  muscle  paralysis  when  the  level  of  gen- 
eral anaesthesia  is  purposely  very  light.  Cer- 
tainly amongst  the  younger  anaesthetists 
there  is  a general  tendency  to  use  too  little 
thiopentone,  rather  than  too  much  as  we 


have  done  in  the  past.  When  this  very  small 
dose  is  used  with  suxamethonium  for  intu- 
bation or  bronchoscopy  there  is  a risk  of 
insufficient  anaesthesia. 

With  the  introduction  of  muscle  relaxant 
drugs,  concentration  on  respiratory  effi- 
ciency in  the  post-operative  period  increased, 
and  led  to  the  development  of  Recovery 
Rooms,  one  of  the  great  recent  advances. 

In  1952  with  the  polio  epidemic  in  Den- 
mark came  the  idea  of  intubating  and  ven- 
tilating patients  with  respiratory  paralysis 
other  than  in  the  operating  theatre.  Then 
it  was  done  manually  with  relays  of  medical 
students,  and  from  this  the  mechanical  ven- 
tilator was  the  natural  development.  The 
establishment  of  respiratory  units  followed 
for  the  treatment  of  tetanus,  barbiturate 
poisoning,  carbon  dioxide  narcosis  in  bron- 
chitis and  emphysema,  and  many  other 
forms  of  respiratory  insufficiency  of  medi- 
cal, surgical  and  anaesthetic  origin.  As  the 
anaesthetists’  knowledge  of  respiratory  and 
cardiovascular  physiology  increased  with 
practical  experience,  so  the  treatment  of 
these  patients  became  more  intensive  and 
Intensive  Care  Units  grew. 

Hypotensive  drugs  and  hypotensive  anaes- 
thesia developed  in  the  fifties.  At  first  it  was 
used  rather  haphazardly  for  surgical  con- 
venience and  complications  occurred.  To- 
day in  England  it  is  used  primarily  in  plastic 
surgery,  but  also  for  extensive  faciomaxil- 
lary  operations  for  carcinoma;  middle  cere- 
bral aneurysms  in  neurosurgery;  coarctation 
of  the  aorta,  and  in  some  units  for  prosta- 
tectomy and  abdominoperineal  resection  of 
the  rectum.  The  request  for  hypotensive 
anaesthesia  has  led  to  a revival  of  epidural 
analgesia,  particularly  for  lower  abdominal 
and  vaginal  surgery,  although  the  technique 
has  never  become  popular  in  England  for 
continuous  obstetric  analgesia,  due  to  the 
increased  likelihood  of  forceps  delivery  and 
the  considerable  demands  it  makes  on  medi- 
cal manpower. 

Next  anaesthetists  started  using  surface 
cooling  for  neurosurgery  and  for  cardiac 
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operations  such  as  atrial  septal  defects.  The 
time  this  gave  for  circulatory  arrest  was  in- 
sufficient for  more  complicated  heart  opera- 
tions, and  so  cardiopulmonary  by-pass  tech- 
niques gradually  developed,  until  to-day 
they  are  routine  procedures.  With  their 
progress,  advances  occurred  in  monitoring 
and  measurement;  central  venous  pressure 
recordings  became  common;  knowledge  of 
electrolyte  balance  and  the  use  of  improved 
intravenous  equipment  spread  into  other 
theatres,  and  into  the  intensive  care  units. 

Halothane  arrived,  and  although  there  is 
controversy  over  its  possible  hepatotoxic 
effects,  it  is  a flexible  nonexplosive  drug 
that  is  rapidly  acting  and  non  irritant,  with 
many  of  the  advantages  and  few  of  the  dis- 
advantages of  chloroform.  The  short  acting 
muscle  relaxant  drugs  facilitated  endo- 
scopies of  all  sorts  and  new  curare-type 
agents  such  as  gallamine,  alloferin  and  pan- 
curonium appeared. 

More  recently  the  short  acting  intra- 
venous induction  agents  of  methohexitone 
and  propanidid  have  led  to  the  develop- 
ment of  day  ward  patients  who  can  be 
allowed  home  a few  hours  after  general 
anaesthesia  for  minor  surgery.  Their  use 
has  also  become  popular  in  the  dental  chair, 
a technique  that  in  inexperienced  hands,  I 
believe  to  be  dangerous.  It  is  essential  that 
those  who  use  this  technique  must  be  able 
and  have  the  necessary  equipment  to  intu- 
bate ventilate  and  restore  the  circulation  if 
this  should  become  necessary,  which  it  may. 
In  1873  Morrison  wrote  in  the  British  Jour- 
nal of  Dental  Surgery: 

"Many  of  our  best  surgeons  will  not  under 
any  circumstances  administer  an  anaesthetic 
in  the  erect  posture  and  in  this  respect  the 
present  practice  of  dentists  is  deemed  reck- 
less by  them  and  justly  so  for  there  is  no 
valid  excuse  for  it.” 

Many  anaesthetists  believe  very  strongly 
to-day  that  dental  patients  should  not  be 
anaesthetised  sitting  up1"  and  also  condemn 
the  practice  of  one  person  giving  the  intra- 


venous anaesthetic  and  then  carrying  out 
the  dental  work  himself. 

I now  come  to  perhaps  the  greatest  change 
of  all,  the  role,  training  and  status  of  the 
anaesthetist.  These  are  inseparable,  for  as 
his  role  and  the  scope  of  his  contribution  to 
the  general  care  of  the  patient  has  increased 
so  has  his  status  rightly  improved.  When  I 
started,  the  anaesthetists’  role  was  to  give 
anaesthetics  as  a pair  of  hands  in  the  theatre; 
success  depended  on  speed  and  technical  skill 
and  the  ability  to  remain  silent,  almost  in- 
visible, and  to  slip  away  quietly  at  the  end! 
In  1918  this  was  put  rather  quaintly  by 
Moore  in  "A  History  of  St.  Bartholomew’s 
Hospital”: 

"The  Anaesthetist  is  a man  apart  . . . the 
care  and  perfection  of  the  operation  largely 
depends  upon  his  skill  in  giving  the  Anaes- 
thetic— the  Anaesthetist  becomes  a sort  of 
prologue  to  the  operation,  his  influence  per- 
vading the  whole  action,  having  an  impor- 
tant but  silent  part  in  it  and  in  the  end 
vanishing  strangely.” 

Anaesthetists  were  rarely  asked  to  see  pa- 
tients before  operation  or  afterwards.  If 
advice  on  fitness  for  operation  was  wanted, 
the  physician  who  had  probably  never  given 
an  anaesthetic  was  called  in  and  would  ac- 
tually advise  on  the  drugs  to  be  used: — 
"This  patient  is  fit  for  anaesthesia  provided 
he  only  has  gas”  was  a common  statement, 
or  "there  must  be  no  anoxia”.  Sometimes 
the  two  statements  at  the  same  time!  Grad- 
ually over  the  years  the  anaesthetist  himself 
started  to  see  patients  before  operations. 
Then  with  his  improving  knowledge  of  res- 
piratory physiology  and  his  familiarity  with 
transfusion  and  fluid  replacement,  his  stand- 
ing as  an  expert  on  shock  and  electrolyte 
balance  was  recognised.  Soon  he  was  being 
asked  to  see  patients  and  advise  before  and 
after  operation,  and  with  the  development 
of  Respiratory  Units  to  take  over  the  tech- 
nical care  of  cases. 

In  1948  with  the  institution  of  the  Health 
Service  in  England  the  anaesthetist  was  rec- 
ognised as  a full  specialist.  Shortly  after  a 
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Faculty  of  Anaesthesia  was  set  up  within 
the  Royal  College  of  Surgeons  and  a very 
high  standard  of  primary  and  final  fellow- 
ship examination  established  to  have  equiv- 
alent academic  status  with  the  fellowship 
in  Surgery.  The  result  of  all  this  is  that 
to-day  the  anaesthetist  is  fully  accepted  by 
his  colleagues  as  a specialist  whose  role  is 
not  restricted  to  the  theatre  and  who  is  now 
consulted  on  many  things  that  in  1945 
would  have  seemed  impossible. 

In  England  all  anaesthetics  are  given  by 
doctors  and  these  are  either  fully  trained 
or  in  training  in  anaesthesia.  I think  this 
should  continue,  but  it  may  become  more 
difficult  as  the  younger  men  quite  rightly 
want  to  spend  some  of  their  time  in  inten- 
sive care  and  research,  and  in  the  future 
there  may  be  fewer  trained  anaesthetists 
prepared  to  do  the  routine  theatre  work. 

It  has  been  said  that  it  is  only  the  last 
minute  or  two  of  any  lecture  that  is  re- 
membered. I am  sure  you  will  be  glad  to 
know  that  I have  reached  this  moment  and 
would  like  to  say  two  things. 

The  first  is  a plea  that  applies  particularly 
to  those  of  us  who  are  in  the  more  technical 
branches  of  medicine.  It  is  of  course  that 
we  should  not  forget  the  patient  as  an  indi- 
vidual. Four  centuries  ago  Paracelsus  wrote 
the  following: 

"It  may  be  more  important  to  know  what 
kind  of  person  has  the  disease  than  to  know 
what  kind  of  disease  he  has”.  To  some  ex- 
tent this  is  still  true  to-day.  As  machines 
get  bigger  and  better  and  investigations  in- 
crease the  individual  seems  to  shrink  and  the 
personality  of  the  patient  becomes  less  and 
less  important. 

We  must  try  and  picture  what  it  is  like 
for  the  patient  who  is  frightened  and  does 
not  understand  what  is  going  to  happen, 
unless  someone  tells  him.  Fear  can  often 
be  overcome  by  explanation,  for  it  is  fre- 
quently irrational  and  based  on  some  horror 
story  told  by  another  ill  informed  person. 
Assurance  that  some  particular  nightmare 
of  past  medical  experience  will  not  recur 


may  be  all  that  is  required.  It  does  not  need 
great  medical  knowledge  on  our  part  but 
it  does  mean  that  we  should  stop  and  listen. 
If  only  we  can  spare  the  time  the  patient 
may  tell  us  something,  give  us  some  clue 
that  no  computer  will  ever  do.  A simple 
clinical  examination  and  a little  common 
sense  may  avoid  the  necessity  for  some 
frightening  painful  investigation  which 
may  only  yield  information  of  academic  and 
not  practical  value.  A lot  of  patients  get 
better  in  spite  of  what  we  do,  much  is  de- 
pendent on  their  faith  and  confidence  in  us 
and  they  can  only  find  that  through  our 
personal  touch.  The  words  of  Sir  Robert 
Hutchison  (1871-1960)  are  not  inappro- 
priate:— 

"From  inability  to  let  well  alone; 

From  too  much  zeal  for  the  new 
and  contempt  for  what  is  old; 

From  putting  knowledge  before  wisdom, 
Science  before  art,  and  cleverness  before 
common  sense; 

From  treating  patients  as  cases, 

And  from  making  the  cure  of  the  disease 
more  grievous  than  the  endurance  of 
the  same, 

Good  Lord,  deliver  us.” 
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Let’s  Reminisce! 

Health  of  the  American  Girl. 

Constant  injury  is  wrought  by  the  error  of  system  in  school-room  and 
work  shop,  but  potent  and  more  directly  evident  causes  of  ill  health  and 
functional  disturbances  in  the  growing  girl  exist  in  our  daily  life,  our 
social  customs,  and  our  habits  of  dress.  * * * * * * The  constriction  and 
compression  of  the  corset,  the  dragging  pounds  of  the  skirt,  the  circula- 
tion-impeding garter,  the  insufficiencies  of  low-necked  dresses,  of  thin 
stockings  and  shoes,  and  the  total  absence  of  protection  where  it  is  most 
needed — the  absence  of  drawers.  * * * * * * 

Many  a vigorous  frame  has  been  broken,  health  has  been  ruined,  and 
death  even  caused  by  disturbance  of  the  function,  during  its  period  of 
activity,  by  exposure,  by  cold,  by  physical  or  mental  exertion,  by  nerve 
or  emotional  excitement.  A cold  foot-bath  during  the  period,  a dance 
in  low-neck  dress,  a walk  in  rain  or  snow,  a hard  day’s  work  of  mind  or 
muscle,  an  excitement  of  heart  or  head  has  made  an  invalid  of  many  a 
previously  healthy  girl,  by  its  influence  on  this  omnipotent  function. 
( Excerpts  frotn  Virginia  Medical  Monthly,  January  1891 ) 


Volume  98,  July,  1971 


367 


Antiviral  Chemotherapy 


Tiro  chemotherapeutic  agents  for 
use  in  virus  infections  are  dis- 
cussed: one  for  treatment  of 
herpes  simplex  keratitis  and  a 
second  for  prophylaxis  against  A, 
influenza. 


MOST  BENEFITS  from  antiviral  drugs 
probably  lie  off  in  the  future,  and 
so  my  job  as  I see  it  today  is  to  discuss  the 
two  currently  available  antiviral  drugs  and 
the  three  diseases  in  which  they  may  have 
use. 

The  first  disease  which  will  be  discussed 
is  herpes  simplex  virus  infection  of  the  cor- 
nea of  the  eye.  In  some  persons  herpes  virus 
is  probably  shed  from  the  tear  ducts  or 
other  sites  for  days,  weeks,  or  even  months. 
If  a person  shedding  herpes  virus  receives  a 
small  abrasion  of  the  cornea,  this  may  allow 
the  virus  to  attack  the  corneal  epithelial 
cells  and  produce  a typical  dendritic  ulcer. 
Details  of  this  process  have  recently  been 
shown  by  scanning  electron  photomicro- 
graphs published  by  Spencer  and  Hayes 
from  the  University  of  California.1  These 
investigators  produced  experimental  herpes 
simplex  ulcers  on  the  corneas  of  rabbits  and 
recorded  the  viral  cytopathic  effects  which 
occurred  in  the  corneal  epithelial  cells. 

As  a brief  review  of  viral  cytopathogene- 
sis,  you  will  recall  that  virus  infections 
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occur  in  a series  of  several  steps.  The  virus 
is  first  absorbed  to  and  then  taken  up  by  the 
infected  cell.  At  this  point,  virus  coat  is 
removed  and  viral  genetic  material,  DNA 
or  RNA,  is  incorporated  into  the  genetic 
information  of  the  cell.  Virus  genes  then 
control  production  by  the  infected  cell  of 
virus  components  which  are  later  assembled 
as  complete  virus  particles  and  eventually 
released  to  complete  the  cycle. 

The  antiviral  drug  licensed  for  use  for 
herpetic  keratitis  is  idoxuridine  (IDU).* 
This  compound  is  a blocking  analogue  of 
thymidine,  an  essential  component  of  DNA. 
Success  of  this  form  of  treatment  depends 
on  idoxuridine  being  used  by  the  virus  to 
form  nonfunctional  viral  DNA.  The  rec- 
ommended schedule  of  therapy  is  IDU  oint- 
ment applied  to  the  eye  four  times  during 
the  day  and  once  during  the  night.  Treat- 
ment is  continued  until  the  ulcer  heals, 
usually  within  ten  days  to  two  weeks,  and 
until  the  haze  in  the  cornea  clears  which 
may  require  an  additional  three  weeks. 
Thus,  the  total  duration  of  therapy  is  usual- 
ly in  the  range  of  five  to  six  weeks. 

Patients  with  herpes  simplex  keratitis  may 
present  in  a way  similar  to  that  of  patients 
with  less  serious  inflammations  or  infections 
of  the  eye.  Those  with  minor  conditions, 
and  these  patients  are  in  the  great  majority, 
usually  recover  rapidly.  Without  proper 
treatment,  patients  with  herpetic  keratitis 
usually  progress  to  corneal  destruction. 
Therefore,  one  must  consider  the  diagnostic 
problem  of  how  to  handle  patients  present- 
ing with  a painful  and  inflamed  eye.  I will 
pass  on  some  suggestions  from  the  experts 
on  this,  e.g.,  the  people  in  the  Department 
of  Ophthalmology.  They  have  three  "don’ts” 

* Stoxil,  Smith  Kline  & French  Laboratories. 
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for  this  type  of  patient:  (1)  don’t  use 
topical  steroids  alone  or  in  combination  with 
other  drugs;  (2)  don’t  use  preparations 
containing  local  anesthetic  agents;  (3)  don’t 
use  the  ointment  form  of  drugs.  (The  one 
exception  being  IDU  ointment  which  is 
preferred  over  IDU  solution.)  The  con- 
traindicated forms  of  treatment,  although 
usually  successful  with  minor  cases  of  eye 
inflammation,  tend  to  make  herpes  virus 
infections  worse.  Patients  on  topical  steroids 
or  anesthetics  may  have  subjective  improve- 
ment while  the  ulcer  progresses  to  a per- 
foration of  the  cornea.  Prior  use  of  steroid 
therapy  and  ointments  may  also  delay  heal- 
ing at  the  time  specific  antiviral  therapy  is 
started.  Both  topical  steroids  and  ointments 
tend  to  interfere  with  the  appearance  of 
new  corneal  epithelial  cells  at  the  ulcer  site 
of  IDU  treated  patients. 

As  substitutes  for  these  preparations,  the 
ophthalmologists  recommend  sulfacetamide, 
10%  solution"',  or  a combination  of  topical 
antibiotics  such  as  polymyxin,  neomycin, 
and  gramicidin  solution"'"'.  Patients  who 
do  not  recover  in  a week  to  ten  days  on 
one  of  these  preparations  and  cold  soaks 
should  be  evaluated  for  herpes  virus  or 
fungus  infection  of  the  cornea. 

The  diagnosis  of  herpes  virus  infection 
of  the  eye  has  been  made  in  the  past  on  the 
characteristic  appearance  of  the  dendritic 
ulcer.  It  is  now  easy  to  isolate  herpes  virus 
in  a laboratory  using  one  of  several  com- 
mercially available  tissue  cultures  such  as 
human  embryonic  lung  cells,  WI-38.  Tis- 
sue culture  methods  are  becoming  more 
widely  used  and  are  currently  available  in 
the  State  Laboratory  in  Richmond. 

The  second  disease  which  will  be  discussed 
is  herpes  virus  encephalitis.  This  form  of 
encephalitis  is  the  most  common  of  the 
severe  life  threatening  forms  of  encephalitis 
recognized  in  Virginia  today.  Herpes  en- 
cephalitis may  be  more  common  than  has 


* Sulamyd — White  Laboratories. 

**  Neosporin — Burroughs  Wellcome  Company. 


been  recognized  because  it  is  virtually  im- 
possible to  establish  the  diagnosis  without 
a brain  biopsy.  Biopsy  is  done  to  obtain 
material  for  virus  culture  and  pathologic 
examination.  Herpes  simplex  infection 
should  be  suspected  in  all  cases  of  severe 
encephalitis.  This  disease  may  have  an  in- 
termittent course  over  days  or  weeks,  and 
acute  psychotic  episodes  have  been  described 
as  one  of  its  manifestations.  Herpes  virus 
encephalitis  usually  presents  a different  pic- 
ture from  the  more  common  cases  of  enter- 
ovirus meningitis.  Most  patients  with  the 
latter  disease  are  essentially  well  within  two 
to  four  days. 

There  is  some  suggestion  from  isolated 
case  reports  and  a small  series^  that  intra- 
venous IDU  may  be  beneficial  and  even 
life  saving  in  patients  with  herpes  simplex 
encephalitis.  If  IDU  therapy  is  effective, 
it  seems  reasonable  that  it  should  be  given 
early  at  a time  before  severe  and  irreversible 
neurologic  damage  has  occurred.  For  this 
reason,  the  diagnosis  must  be  suspected  early 
in  the  course  of  the  illness.  Unfortunately, 
we  are  often  called  to  see  patients  late  in  the 
course  of  encephalitis  after  their  condition 
has  become  hopeless,  at  which  time  we  are 
reluctant  to  recommend  brain  biopsies.  It 
should  also  be  pointed  out  that  intravenous 
IDU  has  serious  toxic  side  effects  and  that 
treatment  of  herpes  encephalitis  with  this 
drug  is  still  considered  an  experimental 
procedure. 

The  last  drug  I will  discuss  is  amanta- 
dine"'. The  antiviral  action  of  this  com- 
pound is  to  prevent  the  penetration  of  virus 
particles  into  the  cell.  Amantadine  is  active 
against  the  A strains  of  influenza  virus,  in- 
cluding the  Hong  Kong  strain,  but,  cu- 
riously, it  is  not  active  against  influenza  type 
B.  At  the  present  time,  amantadine  is  li- 
censed only  for  prophylactic  use  against 
Asian  A-,  influenza.  Since  Asian  strains  have 
been  replaced  in  the  population  by  the  Hong 

* Symmetrel,  DuPont  de  Nemours  & Company. 
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Kong  strains  of  virus,  amantadine  has  be- 
come legally  obsolete. 

More  recently  trials  have  been  carried 
out  to  determine  if  amantadine  has  a ther- 
apeutic effect  against  A2  influenza.  Data 
from  a study  done  in  Richmond  by  Dr. 
Wingfield  et  al.3  show  the  type  of  evidence 
available  on  this  question.  Patients  with 
natural  influenza  virus  infection  treated 
with  amantadine  showed  more  rapid  clinical 
improvement  as  determined  by  an  index  of 
illness  severity  than  did  patients  on  placebo. 
Also,  patients  on  amantadine  became  afe- 
brile in  a shorter  period  of  time  than  did 
those  on  placebo.  Similar  results  have  been 
obtained  in  other  studies  including  one  by 
Dr.  Knight  et  al.  at  Baylor1  in  which  it  was 
also  shown  that  the  amount  of  virus  shed 
by  volunteers  on  the  drug  was  less  than  that 
shed  by  persons  on  placebo.  Thus,  amanta- 
dine appeared  to  actually  lessen  the  amount 
of  virus  infection  that  occurred  in  treated 
subjects.  It  remains  to  be  seen  if,  by  inhibit- 
ing virus  multiplication,  amantadine  can 
prevent  or  retard  the  serious  and  sometimes 
fatal  complication  of  virus  pneumonia.  The 
answer  to  this  question  is  obviously  impor- 
tant in  an  assessment  of  the  therapeutic 
value  of  amantadine. 

Summary 

Two  antiviral  compounds  are  available 
for  clinical  use.  Idoxuridine  has  proven  to 
be  effective  in  the  treatment  of  herpes  sim- 
plex keratitis.  For  maximum  benefit  from 
this  compound,  patients  should  not  receive 
previous  treatment  with  steroids,  local  anes- 
thetics, or  ointments.  IDU  may  also  be 
beneficial,  if  given  early,  to  patients  with 


herpes  encephalitis,  but  this  must  be  re- 
garded as  an  experimental  form  of  therapy. 
A second  antiviral  agent,  amantadine,  has 
prophylactic  and,  to  a moderate  degree, 
therapeutic  action  against  A2  influenza. 
Strains  of  the  currently  circulating  Hong 
Kong  virus  are  sensitive  to  the  drug,  how- 
ever, it  has  not  received  FDA  approval  for 
use  against  these  new  viruses.  Also,  aman- 
tadine is  not  approved  for  therapeutic  use 
at  present.  An  important  unanswered  ques- 
tion about  this  compound  is,  will  it  pre- 
vent the  serious  complication  of  influenza 
pneumonia? 
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Imported  Malaria  in  Virginia 


ARTHUR  S.  DOVER,  M.D. 
Atlanta,  Georgia 


Malaria  imported  to  Virginia  has 
been  increasing  since  1966.  In 
civilian  hospitals  the  diagnosis 
may  be  delayed  because  of  lack 
of  experience  of  laboratory  per - 
sonnel  or  loir  index  of  suspicion 
by  physicians.  Fatalities  have  oc- 
curred. 

The  first  written  record  of 

MALARIA  in  Virginia  is  the  descrip- 
tion of  an  epidemic  which  claimed  many 
lives  at  the  newly-founded  Jamestown  set- 


gradual  disappearance  of  indigenous  malaria 
from  the  southeast  United  States  in  the  late 
1940’s,  physicians  have  tended  to  regard 
malaria  as  an  exotic  infection  generally  con- 
fined to  the  tropics,  and  malaria  often  is 
not  considered  in  the  differential  diagnosis 
of  a febrile  illness.  However,  the  popularity 
and  rapidity  of  international  travel  and  the 
great  numbers  of  servicemen  returning 
from  Southeast  Asia  make  malaria  an  im- 
portant, indeed  a vital,  consideration  for 
every  practicing  physician  in  this  country. 

Imported  cases"'  of  malaria  have  been 
recognized  in  Virginia  and  other  parts  of 
the  United  States  with  increasing  frequency 
since  1966.  Table  1 shows  the  number  of 
cases"'"'  reported  from  Virginia  since  1966 
by  species  of  infecting  organism.  Ninety- 
three  percent  of  these  cases  were  known  to 


TABLE  1 

Imported  Malaria  Cases,  by  Plasmodium  Species  in  Virginia 


1966  1967  1968  1969  1970* **  Total  % 


P.  vivax 12  38  39  70  21  180  73.2 

P.  falciparum 4 12  7 13  3 39  15.9 

P.  malariae 2 — 1 1 — 4 1.6 

P.  ovale — 1 — — — 1 0 4 

Mixed  infection — 4 — 2 1 7 2 8 

Not  determined.  1 5 1 5 3 15  6 1 


Total 19  60  48  91  28  246  100  0 


‘Preliminary,  first  five  months. 


dement.1  Subsequently,  malaria  incidence 
varied  with  the  importation  of  slaves, 
changes  in  agricultural  patterns,  and  the 
movements  of  people,  especially  during  the 
Revolution  and  the  Civil  War.  Since  the 

Dover,  Arthur  S.,  M.D.,  E1S  Officer,  Malaria 
Surveillance,  Parasitic  Diseases  Branch,  Epidemiology 
Program,  Center  for  Disease  Control,  Health  Services 
and  Mental  Health  Administration,  Public  Health 
Service,  U.S.  Department  of  Health,  Education,  and 
Welfare,  Atlanta. 


* "Imported”  refers  to  malaria  acquired  outside 
of  a specific  area  (the  United  States  and  Puerto  Rico 
in  this  discussion) . 

"Induced”  refers  to  malaria  acquired  by  artificial 
means,  i.e.,  blood  tranfusion  or  common  syringes. 

"Introduced”  refers  to  malaria  acquired  by  mos- 
quito transmission  from  an  imported  case  in  an  area 
where  malaria  is  not  a regular  occurrence. 

**  A "case”  is  defined  as  an  individual’s  first  at- 
tack of  malaria  in  the  United  States,  regardless  of 
whether  or  not  he  had  experienced  previous  attacks 
of  malaria  while  outside  the  country.  A subsequent 
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have  been  acquired  in  Vietnam.  Nine  of 
the  cases  or  3.5  percent  were  acquired  by 
civilians  in  Africa,  and  the  remaining  3.5 
percent  by  civilians  in  other  malarious  areas. 

Table  2 shows  the  types  of  hospital  where 
the  patients  were  seen  initially.  Of  the  17 

TABLE  2 


Malaria  Cases  by  Type  of  Initial  Hospital  Admission 
Virginia,  1966-1970* 


Number  of 

Type  of  Hospital 

Patients 

Percent 

Military 

189 

76.8 

Veterans  Administration.  . . 

34 

13.8 

Civilian 

17 

6.9 

Public  Health  Service 

3 

1.2 

Not  specified 

1 

0 4 

Not  hospitalized 

2 

0.8 

Total 

246 

100.0 

*Preliminary  data  for  1970  includes  first  six  months. 


patients  admitted  to  civilian  hospitals,  five 
had  falciparum  malaria,  and  two  of  these 
patients  died.  In  contrast,  of  the  223  pa- 
tients admitted  to  military  and  veterans’ 
hospitals,  34  had  falciparum  malaria  and 
there  were  no  deaths. 

The  following  reports  of  three  recent 
cases,  two  of  them  fatal,  of  malaria  treated 
by  civilian  physicians  in  Virginia  illustrate 
the  importance  of  diagnosing  malaria 
promptly. 

Case  l.  A 5 0-year-old  man,  a govern- 
ment employee  who  had  traveled  frequently 
in  Africa  and  Southeast  Asia,  returned  to 
his  home  in  Virginia  in  late  October  1969, 
after  a 14-day  official  business  trip  in  West 
Africa."’  At  the  time  of  arrival  in  the  United 
States,  he  complained  of  feeling  ill,  and 
on  the  following  day  he  was  seen  by  his 
physician,  who  prescribed  antibiotics.  Six 
days  later,  he  was  admitted  to  a civilian 
hospital  in  Virginia  with  spiking  non- 
attack in  the  same  individual  caused  by  a different 
Plasmodium  species  is  counted  as  an  additional  case. 
Repeat  attacks  in  this  country  caused  by  the  same 
species  are  considered  relapses,  not  additional  cases. 
All  cases  included  in  this  report  were  diagnosed  as 
malaria  on  the  basis  of  a positive  peripheral  blood 
smear  examined  in  a local  or  state  laboratory.  Doubt- 
ful cases  were  referred  to  the  National  Malaria  Re- 
pository, CDC. 


periodic  temperature  elevations  to  105  F. 
and  jaundice.  Liver  function  tests  were 
moderately  abnormal,  and  the  initial  im- 
pression was  infectious  hepatitis;  he  was 
given  supportive  intravenous  fluids.  No 
improvement  was  noted,  and  he  died  sud- 
denly on  the  seventh  hospital  day.  At  ne- 
cropsy, pulmonary  edema,  bilateral  hydro- 
thorax, early  hepatic  necrosis,  and  extensive 
malarial  pigmentation  were  seen.  A review 
of  peripheral  blood  smears  obtained  three 
days  before  death  showed  P.  falciparum 
trophozoites. 

Cases  2 and  3.  In  mid- July  1970,  two 
seamen  became  ill  at  sea  while  traveling 
from  a West  African  port  to  a port  in  Vir- 
ginia.1 Both  men  experienced  the  onset  of 
headache,  nausea,  malaise,  fever,  backache, 
and  right  upper  quadrant  pain  on  the  same 
day.  Both  had  brief  periods  of  spontaneous 
improvement  followed  by  resumption  of 
symptoms.  On  the  sixth  day  of  their  ill- 
nesses the  ship  reached  the  United  States, 
and  both  men  were  admitted  to  a civilian 
hospital  in  Virginia. 

At  the  time  of  admission,  both  men  com- 
plained of  the  above  symptoms.  Both  were 
moderately  toxic,  slightly  dehydrated,  and 
slightly  icteric.  The  initial  impression  was 
infectious  hepatitis,  and  both  were  given 
supportive  fluid  therapy.  On  the  following 
day,  a laboratory  technician  examining  rou- 
tine peripheral  blood  smears  observed  that 
the  RBC’s  of  both  men  were  heavily  para- 
sitized with  trophozoites  of  P.  falciparum. 
Treatment  with  intravenous  quinine  hydro- 
chloride and  corticosteroids  was  begun. 
After  12  hours,  both  men  had  become  oli- 
guric and  uremic,  and  their  state  of  alertness  3 
was  depressed.  On  the  third  day,  intra-  | 
muscular  chloroquine  phosphate  was  given 
in  place  of  quinine.  At  this  time,  one  pa- 
tient, a 45 -year-old  Norwegian  chief  officer, 
exhibited  signs  of  pulmonary  edema;  digi- 
talis, aminophyllin,  and  diuretics  were  given. 
He  then  became  anuric,  and  peritoneal  dial- 
ysis was  initiated,  but  he  died  soon  after- 
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wards.  Postmortem  examination  was  not 
performed. 

The  other  seaman,  a 29-year-old  Span- 
iard, remained  unconscious  and  oliguric  for 
three  days  but  did  not  require  dialysis.  On 
the  sixth  day  of  hospitalization  urine  output 
improved,  and  gradually  his  electrolytes 
returned  to  normal  and  he  regained  con- 
sciousness. However,  he  had  persistent  dis- 
turbed sensation  in  the  right  leg  and  foot 
and  difficulty  writing  as  sequelae  of  cerebral 
malaria. 

Discussion 

Several  important  points  are  illustrated 
by  the  case  histories.  None  of  the  patients 
described  had  taken  malaria  chemosuppres- 
sives.  The  recommended  drug  is  chloroquine 
hydrochloride  (Aralen  ®),  and  the  adult 
dosage  is  500  mg  weekly  while  in  a malaria 
endemic  area  and  for  six  weeks  after  de- 
parture from  the  area/  This  gives  protec- 
tion against  clinical  attack  from  all  species 
of  malaria  except  chloroquine-resistant  P. 
falciparum.  The  latter  is  not  known  to  be 
a problem  in  Africa.  After  the  suppressive 
is  discontinued,  an  attack  may  occur  with 
one  of  the  relapsing  species  of  malaria:  P. 
! vivax,  P.  malariae,  or  P.  ovale.  (Attack 
with  P.  falciparum  after  the  six- week  period 
is  uncommon.)  Relapses  may  be  prevented 
by  eradication  of  the  exoerythrocytic  para- 
site forms  with  a course  of  primaquine  phos- 
phate 26.3  mg  daily  for  14  days  after  de- 
parture from  the  endemic  area. 

These  and  other  fatal  cases  of  malaria  in 
the  United  States'  demonstrate  a case- 
fatality  ratio  for  falciparum  malaria  which 
is  higher  for  civilian  and  public  health  serv- 
ice than  military  and  veterans’  hospitals. 
The  average  delay  from  the  time  a patient 
first  consults  a physician  to  the  time  ma- 
laria is  diagnosed  in  civilian  hospitals  is 
approximately  five  days  longer  than  in  mil- 
itary hospitals,''  contributing  to  delays  in 
institution  of  proper  therapy  for  falci- 
parum malaria.  Travel  histories  should  be 
obtained  from  all  patients,  and  malaria 


should  be  considered  in  the  differential  diag- 
nosis of  any  febrile  illness,  especially  when 
the  patient  has  been  in  a known  endemic 
area  such  as  Vietnam  and  Africa. 

The  definitive  diagnosis  is  made  by  find- 
ing malaria  parasites  on  a thick  blood  smear, 
which  concentrates  the  blood  to  facilitate 
the  search  for  organisms.  A thin  blood  smear 
is  helpful  for  morphologic  examination  to 
determine  species,  but  parasites  will  not  be 
visible  unless  the  level  of  parasitemia  is  high. 

As  indicated  by  the  information  in  Table 
2,  as  veterans  return  to  civilian  life,  some 
of  them,  as  well  as  civilian  travelers,  will 
consult  physicians  for  their  illnesses,  which 
often  include  malaria.  (Discussions  of  oth- 
er illnesses  imported  from  Vietnam  can  be 
found  elsewhere/’)  The  increased  impor- 
tation of  malaria  to  the  United  States  is 
associated  with  other  risks  to  civilians  of 
which  physicians  must  be  aware.  Since  large 
numbers  of  men  began  returning  from 
Vietnam  in  1966,  an  increase  in  malaria 
accidentally  induced  by  blood  transfusions 
has  been  observed.  And,  while  no  introduced 
cases  of  malaria  have  been  reported  in  Vir- 
ginia in  the  past  20  years,  two  introduc- 
tions of  malaria  due  to  P.  vivax  reported  in 
the  Southeast  in  1968  affected  five  civilians 
who  had  no  history  of  recent  travel.  The 
probable  source  of  infection  in  both  in- 
stances was  a Vietnam  returnee.  Also,  ma- 
laria may  be  transmitted  by  the  sharing  of 
syringes  in  illicit  drug  use.'  A recent  cases 
of  P.  falciparum  malaria  in  North  Carolina 
suggests  that  alertness  for  this  occurrence 
among  youth  is  necessary. 

Summary 

Malaria  imported  to  Virginia  from  abroad 
began  increasing  in  1966.  Three  illustrative 
cases  are  presented,  two  of  them  fatal, 
which  were  treated  in  civilian  hospitals.  In 
the  same  time  period  no  fatalities  were  seen 
among  malaria  cases  treated  in  military  and 
veterans’  hospitals.  Practicing  physicians 
should  consider  malaria  in  the  differential 
diagnosis  of  any  febrile  illness. 

( References  continued  on  page  3 86) 
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Hypoglycemia  in  a Patient  with  Diabetes 
Insipidus  Treated  with  Chlorpropamide 


The  potential  danger  of  use  of 
chlorpropamide  in  the  treatment 
of  diabetes  insipidus  is  demon- 
strated by  the  case  of  a 56  year  old 
man  who  developed  hypoglycemia 
nine  months  after  the  initiation  of 
therapy. 


SEVERAL  REPORTS  have  recently  ap- 
^ peared  indicating  effectiveness  of  chlor- 
propamide in  the  treatment  of  diabetes  in- 
sipidus.1"5 Although  hypoglycemia  has  been 
recognized  as  a potential  hazard  of  chlor- 
propamide administration*'  it  has  not  been 
described  in  an  adult  treated  for  diabetes 
insipidus.  Such  an  occurrence  has  been 
noted  in  children,  however.7,8 

The  present  report  describes  an  adult  male 
with  diabetes  insipidus  secondary  to  either 
vascular  disease  or  trauma  in  whom  a hypo- 
glycemic reaction  occurred  nine  months 
after  the  initiation  of  treatment. 

Case  Report 

A 56  year  old  retired  machinist  was  ad- 
mitted to  the  McGuire  Veterans  Adminis- 
tration Hospital  on  3/2  5 / 69  because  of  the 
development  of  polydipsia.  The  patient  had 
been  discharged  from  the  hospital  nine 
months  previously  after  a probable  brain 
stem  thrombosis.  At  the  time  of  discharge 
he  had  dysarthria  and  minimal  right  hemi- 
paresis  as  a result  of  the  recent  stroke  and 
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residual  left  hemiparesis  from  previous  sur- 
gical evacuation  of  a right  subdural  hema- 
toma in  1967.  During  the  ensuing  months 
his  dysarthria  improved  and  the  right  hemi- 
paresis disappeared.  Shortly  prior  to  admis- 
sion, however,  he  became  excessively  thirsty 
and  began  to  pass  large  volumes  of  urine. 

The  patient  had  numerous  previous  hos- 
pital admissions  for  acute  alcoholic  intoxica- 
tion, peptic  ulcer  symptoms  leading  to  sub- 
total gastrectomy  in  195  8,  and  dislocation 
of  the  left  knee.  Past  laboratory  tests  in- 
cluding blood  sugar  determinations  and  liver 
function  tests  had  been  within  normal  lim- 
its. Repeated  determinations  of  BSP  reten- 
tion were  less  than  5%.  During  hospitaliza- 
tion for  the  brain  stem  thrombosis  the  pa- 
tient’s urine  concentration  was  noted  to  be 
1.020  and  his  urinary  output  was  not  ex- 
cessive. 

Vital  signs  at  the  time  of  admission  in- 
cluded blood  pressure  140/110  mm  Hg., 
pulse  80  per  minute  and  respirations  12  per 
minute.  A 13  cm  defect  in  the  right 
temporo-parietal  region  of  the  skull  was 
noted.  The  patient  was  dysarthric;  there 
was  left  facial  weakness;  the  tongue  de- 
viated to  the  left;  and  there  was  spastic 
paresis  of  the  left  arm  and  left  leg.  A posi- 
tive Babinski  sign  was  noted  on  the  left. 
Muscle  strength  and  function  of  the  right 
extremities  were  normal. 

Routine  laboratory  studies  including  liver 
function  tests  and  blood  sugar  determina- 
tions were  normal. 

The  patient  was  noted  to  void  five  to  nine 
liters  of  urine  per  day  and  to  have  nocturnal 
incontinence.  Endocrinologic  evaluation  re- 
vealed no  evidence  of  hypopituitarism. 
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Skull  x-rays  showed  a normal  sella  turcica. 
Studies  made  during  fluid  deprivation,  hy- 
pertonic saline  infusion,  and  administration 
of  vasopressin  clearly  indicated  the  presence 
of  diabetes  insipidus  (Tables  1,  2,  3).  Crea- 
tinine clearance  was  108  ml  min. 

TABLE  1 

Response  to  Fluid  Restriction 


Time 

Hrs. 

Urine 

Volume 

ml/hr 

Urine 

Osmolality 

mosm/kg 

Serum 

Osmolality 

mosm/kg 

Weight 

Lbs. 

0 

143 

1 

565 

68 

283 

2 

325 

66 

3 

535 

82 

4 

275 

93 

5 

289 

135 

6 

235 

111 

294 

139 

Because  of  the  patient’s  neurological  def- 
icit it  was  felt  that  he  would  be  unable  to 
adequately  administer  vasopressin  to  him- 

TABLE  2 


Response  to  Infusion  of  500  cc  3%  Saline 


Time 

Min. 

Urine 

Osmolality 

mosm/kg 

Serum 

Osmolality 

mosm/kg 

Serum 

mEq/1 

0 

81 

294 

146 

30 

84 

304 

156 

75 

82 

297 

155 

self.  He  was  given  a trial  of  chlorpropa- 
mide, 500  mg  daily  with  good  response  (Fig. 
1 ) . During  a month  of  hospitalization  and 


TABLE  3 


Response  to  Intravenous  Administration  of 
400  Milliunits  Vasopressin  Per  Hour 


Time  Hr. 

Urine 

Volume 

ml/hr 

Urine 

Osmolality 

mosm/kg 

0 

109 

1 

173 

298 

2 

153 

382 

3 

157 

465 

4 

104 

492 

eight  months  of  therapy  as  an  outpatient, 
the  patient  did  well  and  repeated  blood  sugar 
determinations  were  normal.  During  this 

| Volume  98,  July,  1971 


period  he  ingested  large  quantities  of  Anacin 
for  headache. 


250  P | Ghlorpropomide  

Fig.  1.  Response  of  free  water  clearance  (Cn.>o)  to  chlor- 
propamide 250  and  500  mg.  Osmolal  clearance  (Cosm) 
was  relatively  constant  during  the  study. 

On  1 21  70  the  patient  experienced  an 
episode  of  profound  weakness,  cold  sweat- 
ing, and  obtunded  mental  state.  He  was 
admitted  to  the  V.A.  Hospital,  Hampton, 
in  a drowsy,  but  rousable  state.  He  had 
normal  vital  signs,  and  showed  residual  left 
hemiparesis  with  bilateral  positive  Babinski 
signs.  Initial  laboratory  data  were  unre- 
markable except  for  a blood  sugar  deter- 
mination of  28  mg/ 100  ml. 

Treatment  with  intravenous  50%  dex- 
trose caused  the  blood  sugar  to  rise  to  a 
normal  level  in  association  with  improve- 
ment in  his  clinical  state.  Intravenous  in- 
fusion of  dextrose  was  discontinued  on  the 
evening  of  1/22  and  the  patient  received 
no  sugar  until  the  following  morning.  On 
l/23  the  fasting  blood  sugar  was  40  mg  % 
and  he  was  treated  again  with  intravenous 
10%  dextrose  and  water.  Thereafter  the 
patient  improved  and  had  no  further  clin- 
ical or  laboratory  evidence  of  hypoglycemia. 
Chlorpropamide  therapy  was  not  restarted. 

On  1/27/70  the  patient  was  transferred 
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to  the  V.A.  Hospital,  Richmond,  for  fur- 
ther evaluation.  Urinary  17-OH  steroids 
were  5.8  mg  24  hr;  urinary  FSH  level  under 
5 0 mouse  uterine  units  24  hr;  and  serum 
T3  resin  uptake  27%.  Urine  volume  grad- 
ually increased  with  concomitant  decrease 
in  urine  osmolality.  Pretreatment  levels  were 
not  attained  for  two  weeks  after  discontinu- 
ation of  chlorpropamide,  however.  Therapy 
was  instituted  with  hydrochlorathiazide  5 0 
mg  b.i.d.  and  urine  volume  stabilized  at 
5,000  ml  daily.  Creatinine  clearance  was 
96  ml  min. 

Comment 

Why  this  patient  should  have  developed 
hypoglycemia  after  tolerating  chlorpropa- 
mide well  for  eight  months  is  not  clear.  He 
had  a strong  history  of  alcoholism  but  denied 
recent  ingestion.  Chemical  tests  of  liver 
function  were  not  abnormal.  His  subse- 
quent course  makes  an  insulin  producing 
tumor  unl  kely.  There  was  no  history  of 
excessive  intake  of  chlorpropamide,  and  no 
evidence  of  his  having  received  an  excessive 
load  of  leucine.  Dysfunction  of  the  anterior 
pituitary  or  adrenals  has  not  been  found. 
Deterioration  in  renal  function  which  has 
previously  been  associated  with  chlorpro- 
pamide induced  hypoclycemia0  was  not 
present.  The  patient’s  dietary  intake  had 
been  satisfactory  and  there  was  no  evidence 
of  recent  weight  loss. 

One  possible  explanation  for  the  hypogly- 
cemic episode  is  that  the  effect  of  chlorpro- 
pamide may  have  been  potentiated  by  ex- 
cessive salicylate  administration.  On  care- 
ful questioning  of  the  patient’s  family  it 
was  discovered  that  he  had  been  ingesting 
large  quantities  of  Anacin,  a preparation 
containing  acetyl  salicylate.  Evidence  has 
previously  been  presented  showing  potentia- 
tion of  the  action  of  chlorpropamide  by 
salicylate.9 

Although  blood  levels  of  chlorpropamide 
were  not  determined,  the  continued  low 


urinary  output  for  two  weeks  after  discon- 
tinuation of  chlorpropamide  suggests  a pro- 
longed effect  of  the  drug  on  urinary  con- 
centrating ability. 

This  case  demonstrates  the  potential  risk 
of  a hypoglycemic  reaction  occurring  dur- 
ing chlorpropamide  therapy  of  diabetes 
insipidus  even  after  prolonged  administra- 
tion. It  also  raises  the  possibility  of  drug 
potentiation  of  chlorpropamide  effect. 
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The  Pregnant  School  Girl  in  Virginia 

MIRIAM  C.  BIRDWHISTELL,  MSSW,  Ed.D. 
Charlottesville,  Virginia 


The  community  must  do  all  that 
it  reasonably  can  to  help  the  un- 
married, teenage  mother  and  her 
child  to  become  healthy , contrib- 
uting members  of  society. 


PHYSICIANS  and  other  medical  person- 
nel may  be  interested  in  the  results  of  a 
study  of  medical  and  educational  outcomes 
of  98  pregnant  junior  and  senior  high  school 
students  from  two  adjacent  school  systems 
who  delivered  at  University  of  Virginia 
Hospital  during  1967  and  1968. 

A total  of  320  teenagers  (19  years  of  age 
and  under)  from  these  two  geographical 
areas  delivered  at  University  Hospital  during 
the  two  year  period.  Of  this  number,  98 
were  enrolled  in  one  of  these  two  school  sys- 
tems at  the  time  of  conception,  and  this  was 
the  group  for  whom  medical  and  educa- 
tional outcomes  were  compiled.  The  others 
had  either  dropped  out  of  school  during  an 
earlier  pregnancy  and  remained  dropped,  or 
dropped  out  of  school  in  1967  or  1968  be- 
fore becoming  pregnant  in  those  years. 

Detailed  statistical  analysis  was  computed 
for  this  prime  sample  of  98  students  in  order 
to  confirm  or  refute  two  hypotheses:  (1) 
pregnancy  is  the  major  reason  for  females 
dropping  out  of  school,  and  (2)  the  unwrit- 
ten policy  of  "dismissal  when  it  is  known 
or  shows”  followed  in  both  school  systems 
has  operated  against  the  students’  seeking 
early  or  any  pre-natal  care.  Or,  phased  an- 
other way:  the  more  strongly  a student  was 
motivated  to  continue  her  regular  schooling 


the  less  likely  she  would  receive  pre-natal 
care. 

The  findings  showed  that  of  the  total  fe- 
males dropping  out  during  these  two  years, 
two-thirds  were  pregnant  and  the  data  were 
in  the  direction  of  statistical  significance 
(chi  square  at  .05  level  of  confidence)  for 
being  able  to  predict  that  the  students  stay- 
ing in  school  the  longest  would  receive  the 
least  medical  care. 

The  unevenness  of  the  application  of  the 
unwritten  dismissal  policy  was  one  of  its 
most  prominent  characteristics.  This  is  il- 
lustrated by  the  fact  that  16  of  the  girls 
did  not  drop  out  until  the  seventh,  eighth, 
or  ninth  months  of  their  pregnancies;  the 
three  who  did  not  drop  out  until  time  of 
delivery  did  so  by  the  simple  expedient  of 
denying  they  were  pregnant. 

None  of  these  three  mothers  received  any 
pre-natal  medical  care.  All  three  suffered 
complications  of  labor:  one  with  amnionitis 
secondary  to  prolonged  rupture  of  the 
membranes,  toxemia  of  pregnancy,  and 
post-partum  hemorrhage  necessitating  blood 
transfusions;  the  second  with  cephalopelvic 
disproportion,  cesarian  section  and  endome- 
titis;  and  the  third  with,  edema  and  perineal 
lacerations.  Two  of  the  infants  were  deliv- 
ered in  good  condition,  the  third  in  grave 
condition,  needing  resuscitation. 

Two  of  these  students  were  able  to  finish 
the  school  year  just  moments  before  the 
baby  arrived;  the  third  student,  a senior,  17 
years  of  age,  delivered  late  in  February,  1967, 
and  asked  to  be  allowed  to  return  to  school 
the  following  week  in  order  to  be  able  to 
graduate  in  June.  She  was  refused,  and  was 
advised  to  complete  her  work  in  the  next 
summer  school  session.  She  did  not  do  so; 
neither  did  she  reenter  school  the  following 
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September.  By  then,  she  was  two  months 
pregnant  with  her  second  child,  and  again, 
she  received  neither  prenatal  medical  care 
nor  post-natal  care  after  her  delivery  the 
following  April.  She  was  subsequently  seen 
in  the  Emergency  Room  of  the  University 
Hospital  three  times  between  June  and  Sep- 
tember and  diagnosed  as  having  an  asthma 
attack  with  acute  and  chronic  anxiety.  She 
was  married  in  August.  In  November,  1968, 
she  was  examined  in  the  Obstetrical  Clinic 
and  placed  under  care  for  her  third  preg- 
nancy. Educational  and  health  agencies, 
cooperating,  could  have  been  of  immeasur- 
able help  in  the  life  of  this  girl. 

Teenaged  mothers  are  known  to  be  a high 
medical  risk  (Battaglia  et  al.)  and  these  stu- 
dents were  no  exceptions;  three-fifths  of 
them  had  medical  complications  of  preg- 
nancy and/or  labor;  of  the  students  who 
received  no  pre-natal  care,  twice  as  many 
had  complications  as  did  not  have  compli- 
cations. One  in  eight  students  delivered  a 
premature  infant,  six  aborted,  two  infants 
were  stillborn.  Over  one-third  of  the  moth- 
ers did  not  receive  any  post-partum  care. 

Four  infants  were  placed  in  foster  homes, 
three  in  adoptive  homes,  two  in  institutions, 
and  the  other  89  were  discharged  to  the 
care  of  the  teenaged  mothers. 

All  five  recidivists  indicated  that  their 
pregnancies  were  by  the  same  father,  con- 
tradicting a prevailing  myth  about  promis- 
cuity. 

The  putative  fathers  averaged  two  years 
older  than  the  mothers  in  these  98  instances, 
corroborating  other  research  findings  (Pan- 
nor,  1968)  about  the  peer  status  of  the 
parents. 

In  30  instances,  the  parents  were  married 
by  time  of  delivery;  none  of  the  parents 
were  married  at  the  time  of  conception. 

The  school  achievement  of  these  pregnant 
students  followed  a bell-shaped  curve,  with 
the  largest  number  receiving  a C average 
grade,  as  in  the  rest  of  the  school  population. 

Less  than  one-half  of  these  students  re- 
enrolled. 


There  was  a statistically  significant  find- 
ing indicating  that  when  the  school  guidance 
counselor  had  contact  with  the  student  re- 
garding her  pregnancy,  the  student  more 
frequently  re-enrolled.  The  unwritten  dis- 
missal policy  of  "when  it  is  known  or  when 
it  shows”  mitigated  against  the  students’ 
seeking  guidance  from  anyone  in  authority, 
demonstrated  by  the  fact  that  the  counselors 
had  contact  with  the  pregnant  students  in 
only  19  cases  out  of  98. 

Mr.  James  Stiltner,  State  Supervisor  of 
Secondary  Education,  has  indicated  that  the 
prevailing  policy  in  the  school  systems  of 
Virginia  is  the  one  of  "dismissal  when  it  is 
known  or  shows”  with  the  option  of  im- 
plementing the  home  instruction  provision. 
(Stiltner,  1970) 

Researchers  (Osofsky,  1968)  have  found 
home  instruction  to  be  ineffectual  as  a tech- 
nique to  prevent  attrition.  The  learning 
therapy  explanation  of  this  phenomenon  is 
that  adolescents  do  not  learn  as  well  in 
isolation  as  in  a group. 

The  issue  of  the  legality  (Vincent,  1966) 
of  dismissing  pregnant  students  from  the 
classroom  without  providing  equal  educa- 
tion has  been  raised  in  view  of  the  conflict 
of  such  a policy  with  the  compulsory  at- 
tendance laws,  and  in  view  of  the  continua- 
tion in  classroom  instruction  of  one-half 
of  the  parental  pair. 

Educators,  along  with  members  of  other 
concerned  disciplines  in  the  community,  are 
examining  their  services  for  pregnant  stu- 
dents and  the  putative  fathers.  To  date, 
much  of  the  program  experimentation  has 
centered  on  removing  the  pregnant  girl 
from  the  regular  classroom  and  attempting 
to  assist  her  in  continuing  her  education 
through  a variety  of  techniques  such  as 
homebound  instruction,  special  classes — 
during  or  after  regular  school  hours — con- 
ducted in  separate  school  buildings,  or  in 
detached  rooms  usually  "borrowed”  at  the 
"Y”  or  at  the  local  Health  Department. 

Many  of  the  programs  have  concentrated 
on  a multi-disciplinary  approach  looking  to 
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the  health,  social,  and  psychological  needs 
of  the  students,  as  well  as  to  their  educa- 
tional needs. 

The  trend,  now  in  many  urban  areas 
around  the  country  such  as  Atlanta,  New 
York  City,  and  New  Haven,  is  away  from 
proliferation  of  "special”  programs  for  the 
pregnant  student  and  student-mother  which 
remove  her  from  her  regular  classroom,  and 
toward  a philosophical  approach  that  views 
her  not  as  "abnormal”  (abnormal  is  the 
sense  of  there  being  a lot  of  social  or  psycho- 
logical pathology  that  has  caused  her  to  be 
pregnant)  but  that  she  is  a "normal”  girl 
who  happened  to  get  pregnant  by  a "nor- 
mal” boy.  Dr.  James  Waters,  who  is  in 
charge  of  the  Atlanta  Adolescent  Pregnancy 
Program,  states  (Sharing,  1970)  that  they 
recognize  that  the  very  young  adolescent 
who  is  pregnant  has  a series  of  unique  prob- 
lems (and  is  most  often  the  recidivist)  so 
that  the  services  she  gets  have  to  be  coordi- 
nated with  all  disciplines,  and,  in  Atlanta, 
they  do  provide  comprehensive  multi-dis- 
ciplinary services  to  the  girls,  to  their  fam- 
ilies, and  to  the  unwed  fathers.  After  a 
demonstration  service  program,  they  con- 
cluded that  they  should  stress  the  regular 
system  of  health  care,  educational  care,  and 
social  work  so  that,  for  the  most  part,  their 
girls  are  not  in  separate  facilities.  And,  al- 
though, they  have  one  special  center  to 
accommodate  some  very  young  elementary 
and  junior  high  students,  their  overall  pol- 
icy is  to  maintain  the  girls  in  their  regular 
classrooms,  based  primarily  on  the  consid- 
eration of  the  girl,  that  she  does  best  in  her 
regular  class  while  being  offered  special 
things  via  school  and  community  collabora- 
tion. A secondary  consideration  is  the  high 
cost  per  pupil  unit  for  home  instruction  or 
special  facilities  instruction. 

A county  wide  school  system  in  Maryland 
(Sharing,  1970)  which  has  been  officially 
following  the  practice  of  teaching  pregnant 
students  in  their  regular  school  classes,  pro- 
vided these  statistics:  "A  five-year  study  in- 
dicates that  the  number  of  girls  becoming 
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pregnant  has  increased  by  less  than  one  one- 
hundredth  of  a per  cent  . . . gives  some  indi- 
cation that  the  girls  are  not  going  out  in 
wholesale  fashion  and  deliberately  becoming 
pregnant  because  they  know  they  can  re- 
main in  school  and  continue  their  education 
after  delivery.”  This  comment  speaks  to  the 
frequent  fears  expressed  by  some  adults  re- 
garding the  possible  contagious  spin-off 
effect  on  the  other  students  of  being  in  a 
classroom  with  a pregnant  girl. 

With  increasing  numbers  of  teenagers  in 
the  total  population  we  are  all  aware  that 
we  are  seeing  more  pregnant  students,  but 
to  keep  this  fact  in  perspective,  it  is  well  to 
remember  that  the  greatest  rate  of  increas- 
ing illegitimacy  is  in  the  25  to  29  year  old 
age  group  (Vincent,  1966). 

Physicians  have  long  been  sounding  the 
alarm  regarding  the  medical  high  risk  status 
of  pregnancy  in  the  teenaged  group,  out  of 
concern  both  for  the  teenager  and  the  infant 
which  is  the  product.  Winick  (1970)  states 
that  preliminary  studies  suggest  the  strong 
possibility  that  in  humans,  as  in  laboratory 
animals,  pre-natal  deprivation  curtails  cellu- 
lar growth  of  the  brain  to  a "sufficient  de- 
gree to  cause  irreparable  damage.”  He  adds 
that  the  brain,  "completing  its  growth  first, 
among  bodily  organs,  is  at  severest  risk  from 
fetal  malnutrition.”  For  social  and  medical 
reasons,  then,  early  case-finding  is  urgent 
and  it  is  important  that  the  members  of  the 
medical  profession  exert  their  influence  to 
get  school  policies  changed  which  discourage 
early  intervention. 

Pregnancy  precipitates  the  teenager  into 
the  quadruple  crisis  of  adolescence,  parent- 
hood, illegitimacy  or  early  marriage,  and 
interrupted  education.  Earlier  marshalling 
of  community  resources  for  the  best  interest 
of  the  teenage  (and  pre-teenage)  students 
would  also  provide  an  opportunity  for  as- 
sessment of  therapeutic  abortion  under  the 
newly-revised  Virginia  law  permitting  abor- 
tion where  the  continuation  of  the  preg- 
nancy would  substantially  impair  the 
physical  or  mental  health  of  the  mother. 
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There  are  federal  programs  (Medicaid  in 
particular)  which  can  be  called  on  to  pay 
the  cost  of  such  procedures  so  no  one  need 
be  financially  discriminated  against  in  such 
instances.  And  also,  now,  in  the  area  of  the 
control  of  births,  research  on  chemical  al- 
ternatives is  in  the  stage  of  clinical  trials. 
Antifertility  action  through  a luteolytic  or 
anti-progestational  effect  is  one  of  the  more 
intriguing  prospects  on  the  research  hori- 
zon (Segal  and  Tietze,  1969).  In  theory,  an 
oral  preparation  active  in  such  a manner 
could  be  taken  by  a woman  either  monthly, 
at  the  time  of  the  expected  menses,  or  only 
on  the  occasion  of  a suspected  fertile  cycle 
as  evidenced  by  delay  in  the  onset  of  men- 
struation. 

It  is  reasonable  to  think  that  at  least  some 
of  these  alternative  approaches  to  birth  con- 
trol will  become  available  for  general  use 
within  the  next  few  years,  and  that  they 
will  provide  another  option  for  the  adoles- 
cent youngster  if  she  can  receive  early  medi- 
cal attention.  These  advances  from  the  lab- 
oratory must  be  kept  in  mind  when  we,  in 
our  communities,  plan  for  new  services  to 
pregnant  students  such  as  special  facilities 
for  schooling  or  regional  maternity  homes, 
based  on  what  up  until  now  has  been  an  ever 
increasing  need. 

For  those  students  who  would  be  going 
to  term  and  either  placing  their  babies  for 


adoption  or  keeping  them,  the  local  health 
and  welfare  agencies  also  have  an  obligation 
to  coordinate  their  services  to  support  the 
efforts  of  the  schools  in  behalf  of  these  stu- 
dents who  are  at  high  risk,  so  that  those 
efforts  will  be  maximized. 
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Public  Health 


MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 


Maternal  Nutrition  and  the  Course  of 

Pregnancy 

The  current  medical  practice  of  limiting 
weight  gain  during  pregnancy  by  caloric 
restriction  to  between  10  and  14  pounds  has 
been  seriously  questioned.  To  study  this 
matter,  the  Maternal  and  Child  Health 
Services  of  the  Department  of  Health,  Ed- 
ucation, and  Welfare  awarded  a research 
grant  to  the  National  Research  Council  of 
the  National  Academy  of  Sciences.  A three- 
year  study  resulted  in  a comprehensive  re- 
port, "Maternal  Nutrition  and  the  Course 
of  Pregnancy”  in  which  solid  evidence  is 
presented  to  show  that  limited  weight  gain 
may  actually  contribute  to  the  relatively 
high  infant  mortality  rate  in  this  country. 

The  concept  of  limiting  weight  gain  dur- 
ing pregnancy  arose  about  the  time  of 
World  War  II  when,  as  a result  of  food 
shortages  in  Europe,  pregnant  women  gained 
less  weight.  An  observed  decrease  in  the 
incidence  of  toxemia  at  the  same  time  led 
to  the  conclusion  that  the  restricted  diet 
was  protective  against  eclampsia.  Truly 
scientific  scrutiny  of  the  concept  did  not 
occur  for  several  decades. 

A study  in  Philadelphia  published  in  1954 
found  the  average  total  weight  gain  in 
healthy  women  to  be  24  pounds.  A study 
of  healthy  pregnant  women  in  Aberdeen, 
Scotland,  in  1967  showed  that  the  gain  of 
approximately  one  pound  per  week  during 
the  second  half  of  pregnancy  was  associated 
with  the  lowest  overall  incidence  of  eclamp- 
sia and  low  birth  weight  of  infants,  and  in 
relatively  low  perinatal  mortality. 

The  Committee  recognizes  that  other  bio- 
medical and  socioeconomic  factors  are  inter- 
related with  nutrition,  and  that  independent 
effects  of  nutrition  in  pregnancy  are  diffi- 
cult to  separate  and  describe.  However,  a 
large  body  of  data  now  exists  to  substantiate 
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certain  conclusions  and  recommendations  for 
public  health  and  nutrition  services  and  edu- 
cation programs  at  Federal,  State,  and  local 
levels  of  government,  for  nutrition  educa- 
tion through  schools  and  public  communi- 
cation channels,  and  for  the  nutrition  edu- 
cation of  those  in  professions  concerned 
with  maternity  care. 

Toxemia : The  Committee  found  no  evi- 
dence that  excessive  weight  gain  whether 
in  the  form  of  fat  or  water  causes  toxemia. 
One  important  study  showed  toxemia  is 
more  severe  in  women  who  are  "markedly 
underweight  at  conception  and  who  fail  to 
gain  normally  during  the  antenatal  period.” 
Further,  the  widespread  practice  of  re- 
stricted salt  intake  to  cut  down  on  fluid 
retention  is  also  a questionable  practice,  and 
potentially  dangerous  when  diuretics  are 
prescribed.  Rather  than  weight  gain,  a 
strong  association  exists  between  the  inci- 
dence of  toxemia  and  income  level,  with  low 
income  groups  suffering  11.9  toxemia  con- 
nected deaths  per  100,000,  while  middle  and 
high  income  women  have  only  5.9  and  3.8 
deaths  per  100,000.  Women  in  lower  in- 
come families  have  the  poorest  outcome  of 
pregnancy  associated  with  physical  prob- 
lems of  nutrition  and  complex  social,  cul- 
tural and  economical  conditions. 

Low  Birth  Weight:  Birth  weight  of  an 
infant  is  related  to  the  weight  gain  of  the 
mother  as  well  as  to  her  pre-pregnancy 
weight  and  stature.  The  importance  of  an 
adequate  diet  during  pregnancy  is  already 
established.  Further,  strong  evidence  from 
Aberdeen  to  Jakarta  indicates  that  an  ade- 
quate diet  from  the  mother’s  own  birth 
through  growth  and  reproduction,  or  what 
the  Committee  calls  a "good  nutritional 
start  early  in  life”,  is  of  utmost  importance 
for  both  the  mother  and  her  baby. 
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Implications  for  dietary  management 
during  pregnancy:  Emphasis  is  placed  on 
the  value  of  a good  diet  during  pregnancy, 
particularly  for  those  with  poor  nutritional 


The  pattern  of  weight  gain  is  more  impor- 
tant than  the  total  amount  gained.  One  and 
a half  to  three  pounds  may  be  gained  dur- 
ing the  first  trimester  with  about  0.8  pounds 
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status  and  faulty  dietary  habits.  An  aver- 
age weight  gain  of  24  pounds  is  commen- 
surate with  better  outcome  of  pregnancy. 


per  week  during  the  remainder  of  the  preg- 
nancy. A sudden  sharp  increase  about  the 
20th  week  may  indicate  water  retention  and 
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the  possible  onset  of  preeclampsia  but  there 
is  no  evidence  the  total  amount  of  gain 
per  se  has  any  cause  or  relationship  to 
preeclampsia. 

Severe  calorie  restriction  commonly  rec- 
ommended is  potentially  harmful  to  the 
developing  fetus  and  to  the  mother.  If 
weight  reduction  regime  is  needed,  it  should 
be  instituted  only  after  pregnancy  is  ter- 
minated. 

Mothers  under  17  years  of  age  are  par- 
ticularly suspectible  to  fetal  loss  and  infant 
mortality.  Their  own  increased  nutrient 
requirements  reflect  special  demands  of 
growth  and  maturation.  Increased  calorie 
requirements  during  adolescent  growth  of 
the  teenage  mother  in  addition  to  the  needs 
of  her  unborn  child  put  the  adolescent 
mother  in  the  position  to  tolerate  calorie 
restriction  very  poorly. 

Graphic  demonstration  of  the  normal 
prenatal  weight  gain  pattern  is  possible 
through  use  of  the  grid  cited  in  the  report 
and  reproduced  in  these  pages. 

Some  of  the  Committee’s  recommenda- 
tions for  public  action: 

(1)  Promote  high-quality  maternity 
care  including  nutrition  for  all  pregnant 
women. 

(2)  Promote  a general  recognition  that 
physiological  needs  of  infants,  children,  ado- 
lescent and  pregnant  women  place  them  in 
top  priority  when  planning  and  implement- 
ing food  programs. 

(3)  Strengthen  curricula  in  medical 
schools  to  provide  scientific  education  about 
nutrition  in  its  relation  to  health.  Medical 
students  should  be  made  aware  of  the  knowl- 
edge and  skills  of  professional  nutritionists 
and  dietitians  so  they  may  better  utilize  the 
services  of  these  professional  persons. 

(4)  Develop  more  qualified  nutrition 
personnel  for  community  health  services 


for  mothers  and  children  to  act  as  consul- 
tants, and  to  "devise  ways  of  increasing  serv- 
ices to  individuals  including  the  training  of 
auxiliary  personnel  to  assist  families  with 
food  budgeting  and  purchasing,  meal  prep- 
aration, and  family  living.” 

(5)  Teach  basic  facts  of  nutrition,  atti- 
tudes and  good  eating  habits  to  children  and 
young  people  in  elementary  and  secondary 
schools.  In  Virginia,  teacher-training  in 
nutrition  is  not  required.  We  hope  this 
situation  will  change. 

(6)  Assumption  by  the  health  profession 
and  public  health  agencies  of  greater  re- 
sponsibility for  disseminating  sound  nutri- 
tion information. 

The  Committee  suggests  many  topics  for 
further  research  in  the  areas  of  nutrition 
and  metabolism  in  the  pregnant  woman,  in 
growth  of  the  fetus  and  placenta  and  the 
newborn  and  epidemiological  and  field 
studies  of  nutrition  and  related  socio- 
economic and  education  factors.  Attention 
is  now  being  paid  not  only  to  the  immediate 
effects  of  nutrition  deficits  on  the  outcome 
of  pregnancy,  but  also  to  the  long-term 
effects  on  the  child’s  physical  and  mental 
development. 

The  Committee’s  field  report  is  worthy 
of  deep  and  serious  study,  and  their  recom- 
mendations for  action  by  health  profession- 
als are  due  our  consideration  and  every 
possible  implementation.  To  be  well  nour- 
ished, prior  to  conception,  preferably,  is 
necessary  for  the  best  realization  of  full 
genetic  potential  of  a healthier  individual — 
a highly  desirable  goal  for  the  individual  and 
for  the  greater  community. 
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Mental  Health 


WILLIAM  S.  ALLERTON,  M.D. 


Community  Mental  Health  Clinics 

In  accordance  with  Section  37.1-23  of 
the  Code  of  Virginia,  the  State  Hospital 
Board  is  authorized  to  establish  and  main- 
tain outpatient  mental  hygiene  clinics  for 
the  purpose  of  advising,  counseling,  direct- 
ing and  otherwise  treating  patients.  It  may 
extend  its  clinic  services  to  such  former 
State  Hospital  patients  as  may  make  appli- 
cation therefor  and  to  other  persons  in  need 
of  psychiatric  advice,  counsel  and  guidance. 

When  compared  to  neighboring  states  of 
similar  population  size,  the  Commonwealth 
of  Virginia  has,  for  a number  of  years,  been 
operating  one  of  the  largest  and  best  com- 
munity mental  health  services  programs. 

Effective  the  first  of  July,  there  will  be 
some  additions  and  some  modifications  in 
the  program  brought  about,  in  part,  by  an 
effort  to  provide  more  geographically  ac- 
cessible clinics  for  some  of  the  patients  who 
have  had  to  travel  extensively  to  get  to  the 
clinic  facilities.  The  major  change  will  be 
in  the  geographical  areas  served  by  the  Tide- 
water Mental  Health  Clinic  located  in  Wil- 
liamsburg. From  now  on,  it  is  planned  that 
Williamsburg  will  serve  only  residents  of 
James  City  County,  York  County  and  the 
City  of  Williamsburg.  New  Kent  and 
Charles  City  Counties  will  be  separated 
from  the  Tidewater  Clinic  in  Williamsburg 
and  will  obtain  their  services  in  the  Henrico 
Mental  Hygiene  Clinic.  Surry  and  Sussex 
Counties,  which  in  years  past  have  crossed 
the  River  to  obtain  services  at  the  Tide- 
water Clinic  in  Williamsburg,  will  obtain 
their  services  at  the  Southside  Area  Mental 
Hygiene  Clinic  located  in  Petersburg.  An 
entirely  new  clinic  located  in  the  Middle 
Peninsula  and  embracing  Gloucester,  Ma- 
thews, Middlesex,  Essex,  King  and  Queen 

Allerton,  William  S.,  M.D.,  Commissioner,  De- 
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and  King  William  Counties  will  begin  oper- 
ation with  headquarters  at  Urbanna.  The 
name  of  this  new  clinic  will  be  the  Middle 
Peninsula  Mental  Hygiene  Clinic. 

There  follows  a list  of  the  current  clinics 
which  has  been  updated  from  previous  pub- 
lications and  contains  some  additions.  Also 
included  is  a mental  health  clinic  operated 
under  Chapter  10,  Title  37.1,  Code  of  Vir- 
ginia, and  not  under  the  State  Hospital 
Board.  However,  the  State  participates  in 
the  operation  of  Chapter  10  clinics  insofar 
as  monies  are  disbursed  from  the  Depart- 
ment of  Mental  Hygiene  and  Hospitals  to 
match  local  government  funds  for  such 
operations.  The  Administration  of  Mental 
Health  Services  Boards  (Chapter  10)  is  ac- 
tually a local  government  operation. 

Mental  Hygiene  Clinics  in  Virginia 

Sidney  Shankman,  M.D.,  Director 
Alexandria  Community  Mental  Health 
Center 

720  N.  St.  Asaph  Street 
Alexandria,  Virginia  22314 

John  A.  Knapp,  M.D.,  Director 
Alleghany  Mental  Hygiene  Clinic 
544  Church  St. — P.  O.  Box  258 
Clifton  Forge,  Virginia  24422 

Irving  Schneider,  M.D.,  Director 
Arlington  Mental  Health  Center 
1800  N.  Edison  Street 
Arlington,  Virginia  22207 

James  N.  Williams,  M.D.,  Director 
Atlantic  Mental  Hygiene  Center 
1876  Wildwood  Drive 
Virginia  Beach,  Virginia  23454 

John  E.  Carlton,  M.D.,  Director 
Bristol  Regional  Mental  Health  Clinic 
26  Midway  Street 
Bristol,  Tennessee  37620 


384 


Virginia  Medical  Monthly 


Charles  Spital,  Ph.D.,  Acting  Director 
Chesterfield  Mental  Health  Clinic 
P.  O.  Box  147 
Chesterfield,  Virginia  23832 

Jean  M.  Dowling,  M.D.,  Director 
Community  Psychiatric  Clinic 
3 34  Effingham  Street 
Portsmouth,  Virginia  23704 

Jessie  M.  Enslin,  M.D.,  Director 
Danville  Clinic  for  Mental  Hygiene 
990  Main  Street 
Danville,  Virginia  24541 

Mrs.  Roslyn  Ramsey,  Acting  Director 
Educational  Therapy  Center 
2824  North  Avenue 
Richmond,  Virginia  23222 

Simon  Auster,  M.D.,  Director 
Fairfax-Falls  Church  Mental  Health  Center 
2949  Sleepy  Hollow  Road 
Falls  Church,  Virginia  22044 

Mrs.  Laura  Kabler,  Acting  Director 
Fauquier  Family  Guidance  Center 
71  West  Shirley  Avenue 
Warrenton,  Virginia  22186 

Donald  Lloyd  Reed,  M.D.,  Director 
Fredericksburg  Area  Mental  Hygiene  Clinic 
1206  Princess  Anne  Street 
Fredericksburg,  Virginia  22401 

M.  M.  Vitols,  M.D.,  Director 
Henrico  Mental  Hygiene  Clinic 
4902  Azalea  Mall 
Richmond,  Virginia  23227 

Allan  McLaughlin,  M.D.,  Director 
Loudoun  County  Guidance  Center 
18  N.  King  Street 
Leesburg,  Virginia  22075 

H.  Marjorie  Sloan,  M.D.,  Director 
Lynchburg  Guidance  Center 
1010  Miller  Park  Square 
Lynchburg,  Virginia  24501 

Mr.  Alton  McCoy,  Acting  Director 
Massanutten  Mental  Health  Center 
420  E.  Market  Street 
Harrisonburg,  Virginia  22801 


Charles  F.  Christian,  M.D.,  Director 
M.C.V.  Psychiatric  Clinic — Box  25  3 
Medical  College  of  Virginia 
Richmond,  Virginia  23219 

Joan  Meiller,  M.D.,  Director 
Memorial  Guidance  Clinic 
3 001  Fifth  Avenue 
Richmond,  Virginia  23222 

Dietrich  W.  Heyder,  M.D.,  Director 
Mental  Health  Center  of  Norfolk  and 
Chesapeake 
401  Colley  Avenue 
Norfolk,  Virginia  23  5 07 

David  F.  Strahley,  Ph.D.,  Acting  Director 
Mountain  Empire  Guidance  Center,  Inc. 
710  Clement  Street 
Radford,  Virginia  24141 

Henry  Gwaltney,  Ed.D.,  Acting  Director 
Middle  Peninsula  Mental  Health  Clinic 
Saluda,  Virginia  23149 

Bruce  M.  Gray,  M.D.,  Director 
Northwestern  Psychiatric  Clinic 
Rouss  and  Loudoun  Streets 
Winchester,  Virginia  22601 

H.  Marjorie  Sloan,  M.D.,  Acting  Director 
Patrick  Henry  Mental  Hygiene  Clinic 
112  Cleveland  Avenue 
Martinsville,  Virginia  24112 

T.  J.  Lassen,  M.D.,  Director 
Peninsula  Mental  Health  Center 
420  J.  Clyde  Morris  Blvd. 

Newport  News,  Virginia  23601 

Tony  A.  Tsitos,  M.D.,  Director 
Prince  Wm.  Co.  Comm.  Mental  Health 
Center 

9590  Surveyor  Court 
Manassas,  Virginia  22110 

Eugene  Makarowsky,  M.D.,  Director 
Richmond  Area  Psychiatric  Clinic 
209  W.  Franklin  Street 
Richmond,  Virginia  23220 

Mrs.  Louise  King,  Acting  Director 
Roanoke  Guidance  Center 
1125  First  Street,  S.W. 

Roanoke,  Virginia  24016 
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John  A.  Knapp,  M.D.,  Acting  Director 
Rockbridge  Mental  Health  Clinic 
300  White  Street 
Lexington,  Virginia  24450 

Kurt  Morbitzer,  M.D.,  Director 
Southside  Area  Mental  Hygiene  Clinic 
12  E.  Tabb  Street 
Petersburg,  Virginia  23803 

Catherine  Smith,  M.D.,  Director 
Smyth  County  Mental  Health  Clinic 
124  Broad  Street 
Marion,  Virginia  243  54 

Ann  Stewart,  M.D.,  Director 
Tidewater  Mental  Health  Clinic 
511  Prince  George  Street 
Mailing  Address:  P.  O.  Box  838 
Williamsburg,  Virginia  23185 


Leo  E.  Kirven,  Jr.,  M.D.,  Acting  Director 
Tri-County  Mental  Health  Clinic 
Louise  Obici  Memorial  Hospital 
Suffolk,  Virginia  23434 

William  M.  Sheppe,  Jr.,  M.D.,  Director 
University  of  Va.  Mental  Health  Clinic 
1244  Jefferson  Park  Avenue 
Charlottesville,  Virginia  22901 

Alejandro  E.  Posada,  M.D.,  Acting  Director 
Valley  Mental  Health  Center 
20  N.  Market  Street 
Staunton,  Virginia  24401 

Chapter  10  Clinic 

Richard  W.  Garnett,  Jr.,  M.D.,  Director 
Blue  Ridge  Comm.  Mental  Health  Clinic 
1602  Gordon  Avenue 
Charlottesville,  Virginia  22903 


IMPORTED  MALARIA  IN  VIRGINIA— Dover— 
( Continued  from  page  373) 
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*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Place, 
Camden,  NJ.  08101. 


CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 
SOUPS-  INTO  EXCHANGE  LISTS 

* These  recommendations  are  based  on  a one  cup  portion  when  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement. 


Exchange  Substitution  tor 
1 Bread  and  Vi  Fat 

Tomato 

Tomato,  Bisque  of 
Tomato  Rice,  Old  Fashioned 


Eichange  Substitution  for 
1 Meat  and  Vh  Bread 

Hot  Dog  Bean 
Split  Pea  with  Ham 


Eichange  Substitution  for 
Va  Bread  and  '/a  Fat  

Asparagus,  Cream  of 


Eichange  Substitution  for 
Va  Meat  and  1 a Bread 

Chicken  Gumbo 
Chicken  Noodle 


Campbell's  Soups  are  appetizing  and  enjoyable  and, 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 


here’s  a 


soup 


for  almost  every  patient  and  diet 
for  every  meal  ^ 

and,  it’s  made  by  WcunpO&l 


from  the  Searle  series  “The  Ecology  of  Birth  Control 


Contro 


Ten  thousand  battered  children- 
a growing  medical  problem? 

In  his  daily  practice  the  physician  witnesses  the 
human  suffering  caused  by  uncontrolled  fertility. 
Perhaps  one  of  its  most  tragic  effects  is  the  unwanted 
child,  who  so  often  experiences  parental  rejection. 
The  rejected  child  in  a family  may  be  neglected, 
nagged  and  severely  punished.  Sometimes  he  is 
criminally  abused.  Child  abuse  is  common  enough 
to  have  become  a separate  clinical  entity:  the 
“battered  child”  syndrome.  Reliable  statistics  are 
difficult  to  obtain,  but  it  has  been  estimated  that  in 
this  country  alone  roughly  10,000  children  are 
“battered"  per  year,  and  their  number  may  be 
increasing. 

A revealing  picture  of  child  abuse  patterns  is 


provided  by  one  study  of  the  American  Humane  j 
Society.  More  than  half  of  the  662  children  involves 
(all  reported  in  newspapers  within  a single  year) 
were  less  than  4 years  of  age.  One  fourth  of  the 
battered  youngsters  died;  most  of  these  deaths  we 
of  children  less  than  2 years  of  age.  Fathers  were 
more  often  guilty  of  child  abuse  than  mothers,  but 
sometimes  both  parents  participated.  The  study 
indicated  that  battered  children  are  not  limited  to 
any  particular  socioeconomic  stratum. 

*For  the  complete  brochure,  and  others  in  the  sei 
as  they  appear,  please  write  to  Searle  or  ask  you 
Searle  representative.  Explored  in  theforthcomiijl 
issues  will  be  the  history  of  birth  control,  the  influe  e 
of  poverty,  ethnic  factors  and  marital  status,  its  rol*  I 
in  illness,  its  genetic  implications  and  its  effects  or ; j 
the  emotional  and  behavioral  life  of  the  individual.  ■ I 


)riginal  contributions 
o the  science  of  contraception 


JOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Dvulen  • Demulen 

ich  white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynodiol 

jcetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

ich  pink  tablet  irvOvulen-28®  and  Demulerf -28  is  a placebo,  containing  no  active  ingredients 

3mulen. . .for  its  low  estrogen  and  Searle's  progestin -or  Ovulen. . with  its  wide  physician 
id  patient  acceptance.  Both  offer  almost  complete  contraceptive  effectiveness  and  a 
w incidence  of  side  effects.  Both  with  a choice  of  pill-taking  schedules . . . simple 
■unday-starting”  and  patient-proof  Compack®  tablet  dispensers. 


ictions  - Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  output 
onadotropins  f rom  the  pituitary  gland  Ovulen  and  Demulen  depress  the  out- 
of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
mone(LFI) 

pecial  note -Oral  contraceptives  have  been  marketed  in  the  United  States 
:e  1960  Reported  pregnancy  rates  vary  from  product  to  product  The  effec- 
ness  of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
combination  products  Both  types  provide  almost  completely  effective  con- 

eption 

n increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
lal  contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
am  and  the  United  States  Other  nsks.  such  as  those  of  elevated  blood 
ssure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
ntitated  with  precision 

ang-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
e animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
le  animal  carcinomas  These  data  cannot  be  transposed  directly  to  man 
possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
ted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
I lives  must  be  continued 

idication- Ovulen  and  Demulen  are  indicated  for  oral  contraception 


them  malignant,  in  five  species  of  subprimate  animals  Endocrine  and  possibly 
liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demulen  There- 
fore, if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen.  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
somedegree  of  fluid  retention,  conditions  which  might  beinfluenced  by  thisfactor. 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  bleed- 
ing per  vaginam  adequate  diagnostic  measures  are  indicated  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discon- 
tinued if  the  depression  recurs  to  a serious  degree  Any  possible  influence  of 
prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance  has  been 
observed  in  a significant  percentage  of  patients  on  oral  contraceptives  The 
mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist  should  be  ad- 
vised of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submitted 
Susceptible  women  may  experience  an  increase  in  blood  pressure  following 
administration  of  contraceptive  steroids 


ontraindications- Patients  with  thrombophlebitis,  thromboembolic  disor- 
!,  cerebral  apoplexy  or  a past  history  of  these  conditions  markedly  impaired 
function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
Dgen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding 


kamings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
I mbotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
dism  and  retinal  thrombosis)  Should  any  of  these  occur  or  be  suspected 
trug  should  be  discontinued  immediately 

ttrospectivestudies  of  morbidity  and  mortality  conducted  in  Great  Britain  and 
les  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
jciation  between  thrombophlebitis,  pulmonary  embolism,  and  cere- 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives  There  have 
|r  three  pnncipal  studies  in  Britain’3  leading  to  this  conclusion,  and  one*  in 
h :ountry  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
eyand  Doll3  wasabout  sevenfold,  while  Sartwell  and  associates4  in  the  United 
Stssfound  a relative  risk  of  4 4,  meaning  that  the  users  are  several  times  as  likely 
fcndergo  thromboembolic  disease  without  evident  cause  as  nonusers  The 
fttincan  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation  of 
fc  inistration,  and  that  it  was  not  enhanced  by  long-continued  administration 
riAmerican  study  was  notdesignedtoevaluateadifference  between  products 
H'/ever,  the  study  suggested  that  there  might  be  an  increased  risk  of  throm- 
bcmbolic  disease  in  users  of  sequential  products  This  risk  cannot  be  quanti- 
blf.  and  further  studies  to  confirm  this  finding  are  desirable 


' scontinue  medication  pending  examination  if  there  is  sudden  partial  or  com- 
pl  i loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopiaor  migraine 
If  lamination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
bt  ithdrawn 


ice  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
ed,  it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
Is  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regi- 
lf  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
nancy  should  be  considered  at  the  time  of  the  first  missed  period 
mall  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identi- 
i^Hhemilkof  mothers receivingthesedrugs  Thelong-rangeeffecttothenurs- 
ifant  cannot  be  determined  at  this  time 


si 


(X>d: 

m 

pr 


'scautions-The  pretreatment  and  periodic  physical  examinations  should 
OTde  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papani- 
cebu  smear  since  estrogens  have  been  known  to  produce  tumors,  some  of 


Adverse  reactions  observed  in  patients  receiving  oral  contraceptives -A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a, relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions  neuro-ocular  lesions,  e g , retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal  cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum.  cholestatic  laundice. 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted  anovu- 
lation post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue, 
backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption  and  itching 
The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives hepatic  function  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X;  thyroid 
function  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T3  uptake  values;  metyrapone  test  and  pregnanediol  determination 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


Mylanta* 

#LIQUID/TABLETS 

aluminum  and  magnesium  hydroxides  plus  simethicone 

Good  taste  = patient  acceptance 
Relieves  G.l.gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


Correspondence 


• • • • 


To  the  Editor : 

Throughout  the  world,  the  "winds  of 
change”  are  gently  stirring.  It  behooves  all 
of  us  to  make  periodic  critical  evaluations 
of  established  practices — which,  although 
they  may  be  ingrained  by  time  or  tradition, 
are  not  necessarily  correct  nor  should  they 
be  immune  to  change. 

I believe  that  such  an  evaluation  should 
be  made  in  regard  to  the  various  examina- 
tions in  our  profession. 

Let  us  review  two  mythical  physicians: 

Physician  A: 

1.  MD  degree  (average  class  percentile) 

2.  Four  year  surgical  residency  (below 
average  grades) 

3.  Passes  State  licensure  and  practices  as 
a specialist 

Physician  B: 

1.  MD  degree  (cum  laude) 

2.  Six  year  surgical  residency  (top  tenth 
percentile) 

3.  Masters  degree  in  Science 

4.  Certified  by  American  Board  of  Gen- 
eral Surgery 


5.  Fellow  of  the  Royal  College  of  Sur- 
geons 

6.  Certified  American  Board  of  Thoracic 
Surgery 

7.  Passes  State  licensure  and  is  only  now 
allowed  to  practice  his  specialty. 

It  would  seem  that  the  only  "important” 
examination  Physician  B wrote  was  his  State 
licensure — his  "pursuit  of  excellence”  has 
certainly  not  been  rewarded. 

Are  our  European  Colleagues  more  "in 
tune”  with  the  times?  No  licensure  exam- 
inations exist,  yet  no  physician  can  practice 
as  a specialist  before  being  certified  by  his 
specialty  board — no  matter  how  long  his 
residency  training  program  has  been. 

In  this  space  age  we  now  find  ourselves, 
efficiency  is  at  a premium.  Avoidance  of 
unnecessary  duplication  should  be  our  con- 
tinuous quest. 

Jonathan  A.  van  Heerden, 
M.D.,  FRCS. 

April  23,  1971 

7 03  North  Braddock  Street 
Winchester,  Virginia 


Let’s  Reminisce! 


To  Remove  Wrinkles. 

Quite  a sensation  has  recently  been  made  in  Boston  by  the  successful 
application  of  wool-fat,  or  agnine,  to  the  skin,  for  the  removal  of 
wrinkles.  When  applied  with  rubbing,  it  passes  directly  through  the  skin 
and  acts  as  a nutrient  to  the  fatty  tissues  beneath.  An  ancient  dame  has 
succeeded  in  removing  nearly  all  the  crows-feet  from  around  her  temples, 
and  the  remedy  is  fast  becoming  very  popular. — Med.  and  Surg.  Rep. — 
Med.  Fortnightly,  Sept.  18.  ( Published  in  the  Virginia  Medical  Monthly, 
October  1893) 
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Medicare  - Part  B 


Consolidation  of  Medicare  Claim 

Department 

The  Travelers  Insurance  Companies  acts 
as  the  carrier  for  Part  B of  Medicare  in  Vir- 
ginia (except  for  Fairfax  County).  To 
process  Medicare  claims  three  offices,  located 
in  Roanoke,  Richmond  and  Norfolk,  have 
been  established  since  1966.  To  improve  our 
claims  processing  system  the  Roanoke  and 
Norfolk  Medicare  offices  will  be  closed  and 
the  Medicare  Claim  Department  consoli- 
dated in  Richmond. 

Consolidation  will  take  place  during  the 
next  few  months  and  The  Travelers  will 
notify  physicians  and  the  public  as  offices 
are  closed  so  that  claims  may  be  forwarded 
directly  to  the  proper  address.  Only  those 


Lead  Poisoning  Problem 

Virtually  all  lead  poisoning  cases  occur  in 
children  who  live  in  old,  deteriorated  houses 
which  were  built  and  painted  years  ago 
when  the  use  of  lead-based  paints  on  housing 
surfaces  was  widespread. 

Therefore  programs  aimed  at  preventing 
lead  poisoning  in  children  should  emphasize 
testing  dwellings  for  lead-pigment  paints 
on  housing  surfaces,  both  interior  and  ex- 
terior, to  identify  high-risk  areas  in  the 
community  where  lead  poisoning  cases  will 
most  likely  occur.  These  recommendations 
were  made  by  the  American  Academy  of 
Pediatrics  in  the  May  issue  of  the  AAP’s 
journal,  Pediatrics. 

In  a statement  prepared  by  the  AAP’s 
Committee  on  Environmental  Hazards  and 
the  Subcommittee  on  Accidental  Poisoning, 
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Medicare  claims  covered  under  the  Social 
Security  Act  will  be  affected  by  the  consol- 
idation. Beneficiaries  covered  under  the  pro- 
visions of  the  Railroad  Retirement  Act  will 
continue  to  have  claims  processed  in  the 
same  locations. 

Every  effort  will  be  made  to  minimize 
delays  in  the  processing  of  Medicare  claims 
during  the  transition  period.  However,  dur- 
ing the  consolidation  the  total  work  force 
will  be  expanded  and  many  new  employees 
recruited  and  trained. 

The  expansion  and  the  consolidated  op- 
eration of  the  Medicare  Claims  Department 
in  Richmond  will  be  under  management  of 
Mr.  Warren  Fouraker,  formerly  Manager, 
The  Travelers  Claim  Department,  Salt  Lake 
City,  Utah. 


the  Academy  also  recommended  that  as  a 
policy  the  amount  of  lead  should  be  deter- 
mined in  the  blood  of  all  12-to-l  5 -month- 
old  children  living  in  poorly  maintained 
dwellings  in  "identified  high-risk  areas  and 
wherever  other  special  local  situations  expose 
children  to  lead  hazards.”  At  the  very  least, 
a subsequent  sample  of  blood  should  be 
obtained  during  the  following  spring  or 
summer.  Those  children  with  levels  of  blood 
lead  greater  than  5 0 micrograms  per  100 
milliliters  whole  blood  should  be  referred 
immediately  for  medical  evaluation  and  a 
repeat  blood  lead  determination.  "All  chil- 
dren having  two  blood  samples  with  a con- 
centration greater  than  50  micrograms  per 
100  milliliters  whole  blood  should  be  re- 
ported to  the  responsible  local  government 
agency.” 
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Your  President’s  Report  to  WA-AMA  An- 

ual  Convention 

Your  president  and  president-elect  have 
made  official  visits  to  twenty  auxiliaries  since 
October.  Placing  emphasis  on  the  respon- 
sible adult  and  involvement  in  community 
health,  Virginia  has  continued  existing  pro- 
grams. With  use  of  A.M.A.  package  pro- 
grams, all  have  been  effective. 

A.M.A. -E.R.F.  claiming  priority  for 
funds  showed  a large  increase  over  last  year. 
Fund  raising  projects  were  as  follows: 
Christmas  bazaar,  fur  fashion  show,  Christ- 
mas card  listing,  art  for  fun,  art  class, 
Winterthur  tour,  quilt  raffle,  sale  of  hams, 
Christmas  cards,  ceramics,  note  paper  and 
other  things.  Memorials  and  contributions 
were  added. 

Medical-Community  Action  Program 
now  in  operation  in  Fairfax  County  is  Com- 
munity Health  at  its  splendid  best.  Under 
supervision  of  the  auxiliary,  Fairfax  Medi- 
ical  Society,  and  F-CAP,  families  in  lower 
income  bracket,  unable  to  pay  for  medical 
care,  and  not  being  eligible  for  Welfare  Aid 
are  getting  free  health  care.  This  is  giving 
these  families  better  health  and  new  hope. 
Med-CAP  has  received  three  awards  from 
area  Welfare  Council  of  Washington,  D.C., 
one  to  Med-CAP,  one  to  Fairfax  Auxiliary 
and  one  to  the  Medical  Society. 

Health  Careers  clubs  have  been  sponsored 
by  auxiliaries  in  high  schools  with  more 


than  $5000.00  for  scholarship  awards  to 
nursing  and  medical  students.  The  Virginia 
Council  on  Health  and  Medical  Care  has 
presented  their  Health  Careers  program  in 
225  schools,  to  69,272  students  of  juniors, 
seniors  and  first  year  college  groups.  Two 
films  were  used,  "A  Time  for  Every  Season” 
and  "Life”. 

Mental  Health  program  has  been  note- 
worthy with  "Free  Clinic”,  Mental  Health 
Needs  in  Virginia,  The  Unwed  Mother, 
Mental  Health  of  the  Mature  Woman, 
Halfway  House  for  Addicts,  Hot  Line  and 
film  donated  for  use  of  the  Mental  Health 
Association. 

The  representative  to  President  Nixon’s 
White  House  Conference  on  Children  has 
addressed  several  auxiliaries  and  civic  groups. 
She  will  report  on  Conference  to  the  state 
convention.  Behind  the  Scenes,  a drug  re- 
source book,  published  by  Alexandria  Aux- 
iliary in  conjunction  with  Alexandria  Board 
of  Education,  has  been  put  into  their  elemen- 
tary school  system,  also  a training  program 
for  teachers.  One  auxiliary  contributed  a 
large  sum  of  money  to  the  Adolescent  Clin- 
ic for  Addicts  at  the  Medical  College  of 
Virginia. 

Legislation  and  affairs  of  state  are  of  in- 
terest and  concern  to  Virginia’s  Medical 
Auxiliary.  There  is  activity  at  many  levels 
with  members  in  Party  Women’s  clubs,  Vir- 
ginia League  of  Women  Voters,  going  to 
meetings  of  General  Assembly,  etc. 

W.A.-S.A.M.A. — Sally  Thompson  is  the 
only  chapter  in  the  State.  We  are  proud  of 
these  young  women  and  the  great  work  they 
are  doing.  We  aid  them  and  encourage  them 
to  grow  as  these  are  the  medical  auxiliary 
of  the  future.  They  have  added  another 
dimension  to  the  auxiliary. 

Wliat’s  in  the  Package? 

Eleven  package  programs  are  now  avail- 
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able  to  local  auxiliaries  on  the  basis  of  one 
package  of  each  subject  per  auxiliary.  The 
national  auxiliary  is  anxious  to  obtain  the 
widest  possible  use  of  the  programs  and  to 
make  their  important  health  educational 
information  available  to  as  many  persons  as 
possible.  But  they  must  be  presented  by 
and  through  auxiliary — state  or  county — 
in  order  to  obtain  the  maximum  benefit. 

Subjects  now  available  are  Alcohol,  Drug 
Abuse,  Health  Careers — Health  Manpower, 
Homemaker  Service,  Immunization,  Men- 
tal Health  of  Children,  Sex  Education, 
Smoking,  Teenage  Venereal  Disease,  The 
Block  Mother  Plan  and  Your  Health  and 
Fitness. 

What  is  the  package  program? 

1.  A procedure  guide 

2.  A fact  sheet 

3.  A question  and  answer  sheet  to  be 
given  each  member  of  the  audience. 

4.  A source  list  of  recommended  films. 

5.  An  authoritative  speech  which  can 
be  presented  by  the  program  mod- 
erator. 

6.  One  or  more  pamphlets  suggested 
for  distribution. 

7.  A tally  sheet  to  be  filled  in  and 
mailed  to  national  headquarters 
after  the  program  has  been  pre- 
sented. 

How  do  you  order  a package  program? 
After  your  auxiliary  has  decided  which  pro- 
gram it  can  profitably  use  this  year,  write 
to:  Woman’s  Auxiliary  to  the  AMA,  53  5 
North  Dearborn  Street,  Chicago,  Illinois 
60610.  Give  the  title  of  the  program,  the 
name  of  your  auxiliary  and  the  address  of 
the  person  to  whom  the  program  should  be 
sent.  Only  one  package  program  on  a par- 
ticular subject  per  auxiliary,  please.  Addi- 
tionally available,  but  not  as  a package 
program  are  a Blood  Donor  packet  of  in- 
formation and  suggested  material,  state  and 
county  "Blueprints  for  Membership”  and 
"One  Dozen  Days”,  the  public  affairs 
packet. 
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A Report  on  Roanoke’s  Preschool  Vision 

Screening 

The  Roanoke  Medical  Auxiliary  reports 
much  success  with  its  newest  projects:  the 
vision  testing  of  preschool  children.  From 
February  1,  1971,  through  April  2,  1971, 
thirty  auxiliary  members  worked  one  morn- 
ing each  week.  The  following  was  accom- 
plished: 

22  private  kindergartens  in  the  Roa- 
noke Valley  were  visited 
968  children  were  screened  (4  & 5 year 
olds) 

103  children  were  rescreened. 

46  were  referred  for  eye  examinations 
to  the  doctor  of  their  choice.  These 
cases  are  being  followed. 

1,051  woman-hours  were  donated  to  the 
training,  planning  and  carrying 
on  of  this  project. 

Grateful  response  from  parents,  teachers, 
and  kindergarten  directors  made  the  group 
realize  the  value  of  the  preschool  vision 
screening.  The  referrals  indicate  the  neces- 
sity of  making  it  an  on-going  program. 

Plans  have  already  been  made  for  Mrs. 
Margaret  Hunt,  Program  Consultant  for 
the  Virginia  Society  for  Prevention  of 
Blindness,  to  return  to  Roanoke  September 
15  and  16  and  conduct  another  training 
session  for  new  volunteers. 

They  plan  to  return  to  the  same  22  kin- 
dergartens plus  others  during  the  fall  screen- 
ing. Mrs.  John  Kolmer,  Chairman,  is  also 
in  the  process  of  communications  with  Roa- 
noke City  and  County  School  Boards,  in 
the  hope  that  they  might  be  able  to  screen 
the  vision  of  the  children  in  public  kinder- 
garten programs. 

Actual  Screening  is  to  begin  September 
20th  and  will  be  finished  the  week  before 
Thanksgiving.  An  Open  Screening  will  be 
planned  near  the  end  of  the  session  to  try  to 
reach  preschoolers  who  are  not  in  schools. 

Jane  A.  Jennings 

(Mrs.  C.  Feon  Jennings,  Jr.) 
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Minutes  of  Council 

A meeting  of  the  Council  of  The  Medical  Society 
of  Virginia  was  held  on  Wednesday,  May  12,  at 
Society  headquarters. 

Members  Present:  Dr.  James  M.  Moss,  Dr.  William 
S.  Hotchkiss,  Dr.  William  Grossman,  Dr.  W.  D. 
Liddle,  Jr.,  Dr.  Mack  I.  Shanholtz,  Dr.  Harry  J. 
Warthen,  Dr.  Thomas  S.  Edwards,  Dr.  Raymond  S. 
Brown,  Dr.  Arthur  A.  Kirk,  Dr.  William  R.  Hill, 
Dr.  George  J.  Carroll,  Dr.  John  A.  Martin,  Dr.  James 
C.  Respess,  Dr.  Alvin  E.  Conner,  Dr.  Carl  E.  Stark 
and  Dr.  Thomas  L.  Lucas. 

Others  Present:  Dr.  Harold  1.  Nemuth,  Second 
Vice-President;  Dr.  Anthony  J.  Munoz,  Third  Vice- 
President;  Dr.  William  J.  Hagood,  Jr.,  Vice-Speaker; 
Dr.  W.  Callier  Salley  and  Dr.  W.  Linwood  Ball,  AMA 
Delegates;  Dr.  M.  Pinson  Neal,  Assistant  Dean,  Med- 
ical College  of  Virginia;  Dr.  Robert  T.  Manning, 
Dean,  Eastern  Virginia  Medical  School,  Norfolk;  and 
Mr.  William  R.  Miller,  Attorney. 

Dr.  Hagood 

After  long  and  distinguished  service  in  the  Vir- 
ginia General  Assembly,  Dr.  James  D.  Hagood  has 
announced  that  he  will  not  stand  for  re-election  to 
the  Senate.  Dr.  Hagood  has  served  his  State  and 
profession  well  over  the  years  and  it  was  agreed 
that  his  many  contributions  should  be  recognized  in 
appropriate  fashion. 

It  was  moved  by  Dr.  Lucas  that  a Certificate  of 
Distinguished  Service  be  prepared  and  presented  Dr. 
Hagood  during  the  1971  Annual  Meeting  in  Arling- 
ton. The  motion  was  seconded  and  carried. 

Continuing  Medical  Education  Institute 

Dr.  Neal  reported  that  subcommittees  represent- 
ing the  Committees  on  Medical  Education  and  Heart- 
Cancer-Stroke  met  jointly  on  April  2 8 for  the  pur- 
pose of  determining  the  feasibility  of  establishing 
a postgraduate  medical  institute  in  Virginia.  It  was 
recalled  that  Council  had  requested  that  such  a de- 
termination be  made  at  the  earliest  possible  moment. 

Council  learned  that  medical  education  institutes 
have  been  formed  in  several  states — the  best  known 
being  that  sponsored  by  the  Massachusetts  Medical 
Society.  That  particular  Institute  has  been  quite 
successful  and  derives  its  operating  funds  from  sev- 


eral  sources — including  the  Massachusetts  Medical 
Society  itself. 

Dr.  Neal  went  on  to  report  that  the  joint  Com- 
mittees recommend  that  Council  endorse  the  con- 
cept of  a continuing  medical  education  institute 
under  the  sponsorship  of  The  Medical  Society  of 
Virginia  and  that  an  ad  hoc  committee  be  appointed 
to  work  out  the  various  preliminary  details  and  de- 
velop a "blueprint”  for  action.  It  was  also  recom- 
mended that  the  ad  hoc  committee  include  medical 
education  directors  of  our  two  medical  schools  and 
the  Executive  Director  of  the  Virginia  Regional 
Medical  Program. 

Dr.  Moss  moved  that  the  recommendations  of  the 
joint  Committees  be  approved  and  that  a represen- 
tative of  the  new  Eastern  Virginia  Medical  School 
(Norfolk)  be  included  on  the  ad  hoc  committee. 
The  motion  was  seconded  and  adopted. 

Dr.  Carroll  reported  that  the  questionnaire  on 
continuing  medical  education  sent  out  by  the  Board 
had  been  well  received  by  physicians  over  the  State 
and  the  information  obtained  should  prove  helpful. 

There  followed  some  discussion  concerning  the 
future  role  of  the  Regional  Medical  Program  and 
it  was  agreed  that  the  formation  of  a continuing 
medical  education  institute  would,  in  fact,  strength- 
en the  primary  purpose  of  RMP. 

Peer  Review- 

Dr.  Respess  reported  that,  as  a result  of  an  invi- 
tation from  Dr.  Paul  Sanazaro,  National  Center  for 
Health  Services  Research  and  Development,  the  Al- 
bemarle County  Medical  Society  has  submitted  a 
grant  request  and  proposal  for  an  experimental  peer 
review  study.  It  was  brought  out  that  there  are  many 
viewpoints  today  concerning  peer  review  and  many 
doubt  that  it  can  ever  prove  truly  effective.  It  was 
the  consensus,  however,  that  we  will  never  really 
know  unless  a determined  effort  is  made  to  find  the 
answers. 

A motion  by  Dr.  Moss  to  approve  the  proposed 
experimental  peer  review  study  was  seconded.  Dur- 
ing the  ensuing  discussion  it  was  pointed  out  that 
AMA  encourages  peer  review  activities  at  the  local 
level  and  that  the  study  in  question  is  in  many  ways 
only  an  extension  of  what  has  been  going  on  for 
years  in  most  areas  of  the  State.  It  was  also  pointed 
out  that,  although  the  House  of  Delegates  had  re- 
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jected  certain  concepts  of  peer  review  during  the 
1970  Annual  Meeting,  Council  would  not  be  acting 
in  a contrary  manner  since  the  proposed  study  is 
strictly  experimental  in  nature.  Also  brought  out 
was  the  fact  that  Comprehensive  Health  Planning 
also  has  funds  available  for  developing  peer  review 
mechanisms  at  local  and  state  levels. 

The  motion  of  Dr.  Moss  to  approve  the  Albemarle 
proposal  was  then  adopted. 

Redistricting 

Several  members  of  Council  have  wondered  what 
Society  policy  would  be  if  they  should  suddenly 
find  themselves  residing  in  another  District.  This  is 
a distinct  possibility,  although  there  is  some  question 
concerning  whether  the  redistricting  plan  adopted 
by  the  General  Assembly  will  ultimately  be  approved 
in  its  entirety.  It  was  agreed  that  regardless  of  what 
might  transpire,  no  changes  should  be  made  in  the 
membership  of  Council  until  the  Annual  Meeting 
in  October. 

Dr.  Liddle  then  raised  a question  as  to  why  a 
Councilor  must  necessarily  practice  or  reside  in  the 
District  he  represents.  He  believed  that  physicians 
in  the  various  Districts  should  be  permitted  to  elect 
whomever  they  wish  regardless  of  location.  Conse- 
quently, he  proposed  several  amendments  to  the  Con- 
stitution and  By-Laws  which  would  make  such 
representation  possible.  A motion  was  then  made  that 
the  proposed  amendments  be  referred  to  the  Judicial 
Committee  with  the  request  that  the  Committee’s 
recommendations  be  reported  back  to  Council  as 
soon  as  possible.  The  motion  was  seconded  and 
carried. 

Board  of  Mediral  Examiners 

Considerable  concern  was  voiced  over  a proposal 
to  bring  the  Board  of  Medical  Examiners  under  the 
supervision  of  the  Department  of  Professional  and 
Occupational  Registration.  There  are  eighteen  groups 
under  this  particular  Department  at  the  present  time 
and  the  Governor’s  Management  Study  has  recom- 
mended that  all  professional  groups  now  enjoying 
independent  status  be  brought  under  its  direction. 

It  was  pointed  out  that  the  Board  has  made  great 
strides  as  an  independent  agency  and  that  the  pro- 
posed change  might  well  prove  disastrous.  Certainly, 
it  would  affect  the  overall  operation  to  a considerable 
degree.  While  it  was  agreed  that  the  use  of  cen- 
tralized computer  billing  would  undoubtedly  have 


some  advantages,  this  would  not  offset  the  problems 
which  would  certainly  occur  where  decision  and 
policy  making  are  concerned. 

A motion  was  then  offered  by  Dr.  Moss  which 
would  have  Council  voice  its  displeasure  and  oppo- 
sition to  the  proposed  change.  The  motion  was  sec- 
onded. After  agreeing  that  the  Society’s  opposition 
must  be  based  on  good  and  specific  reasons  and  that 
its  stand  be  made  known  to  both  the  Governor  and 
members  of  the  General  Assembly,  the  motion  was 
adopted. 

Department  of  Health 

Dr.  Moss  expressed  concern  over  recommendations 
which  would  place  certain  health  functions  under  a 
new  Department  of  Human  Resources.  This  trans- 
fer of  responsibility  would  affect  all  Welfare  re- 
cipients and  would  drastically  reduce  Health  Depart- 
ment activities. 

Considerable  dismay  and  opposition  to  the  pro- 
posed change  were  voiced  and  a motion  in  opposition 
was  seconded  and  adopted. 

AMA-ERF 

The  Woman’s  Auxiliary  has,  for  some  time,  re- 
garded fund  raising  activities  for  AMA-ERF  as  one 
of  its  major  projects.  In  order  for  it  to  receive  full 
credit  for  all  State  contributions,  The  Medical  So- 
ciety of  Virginia  must  request  that  the  Auxiliary 
be  designated  the  official  Virginia  agency  for  AMA- 
ERF  fund  raising  activities. 

A motion  by  Dr.  Brown  designating  the  Auxiliary 
as  the  official  AMA-ERF  agency  in  Virginia  was  sec- 
onded and  adopted. 

Direct  Billing 

The  attention  of  Council  was  called  to  a recent 
bulletin  from  the  Louisiana  State  Medical  Society 
which  points  out  certain  advantages  to  be  gained 
through  direct  billing.  It  states  that  the  ever  in- 
creasing encroachment  by  third  parties  on  the  phy- 
sician-patient relationship  has  made  direct  billing 
and  the  use  of  a standard  claim  form  more  essential 
than  ever. 

It  was  agreed  that  direct  billing  has  many  ad- 
vantages and  is  certainly  less  disruptive  to  the  aver- 
age practice.  Although  we  may  well  be  entering 
a new  era  in  the  delivery  of  medical  care,  it  was 
the  consensus  that  the  Society  should  leave  unchanged 
its  position  in  favor  of  direct  billing. 
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“Physician  of  the  Day” 

Dr.  Brown  stated  that  he  had  discussed  the  proposed 
"Physician  of  the  Day”  program  with  a number  of 
individuals,  both  in  and  out  of  the  General  Assem- 
bly, and  that  he  could  find  little  enthusiasm  at  this 
time.  He  indicated  that  this  might  well  be  attributed 
to  the  fact  that  the  Medical  College  of  Virginia  has 
been  handling  quite  capably  the  medical  needs  of 
the  legislators  and  everyone  seems  happy  with  the 
present  arrangement.  He  went  on  to  state  that  he 
had  received  one  suggestion  that  the  Board  of  Med- 
ical Examiners  obtain  office  space  in  a nearby  State 
office  building  and  make  it  available  to  the  pro- 
gram during  legislative  sessions. 

Dr.  Hagood  expressed  the  feeling  that  the  program 
should  not  be  dropped  and  that  every  effort  should 
be  made  to  bring  about  its  implementation.  It  was 
agreed  that  legislators  should  know  that  the  phy- 
sician of  the  day  would  be  willing  to  make  house 
calls  if  necessary.  Everyone  was  of  the  opinion  that 
the  physician  of  the  day  should  be  in  the  halls  of 
the  Capitol  Building  itself  and  in  daily  contact  with 
the  various  members  of  the  General  Assembly. 

Dr.  Brown  then  moved  that  a special  committee 
be  appointed  to  look  further  into  the  matter  and 
bring  back  to  Council  a set  of  specific  recommenda- 
tions. The  motion  was  seconded  and  carried. 

Planned  Parenthood 

The  Liaison  Committee  to  the  Virginia  League  for 
Planned  Parenthood  has  recommended  that  Council 
consider  the  advisability  of  amending  Virginia’s 
sterilization  law  in  such  manner  as  to  permit  vasec- 
tomies to  be  performed  in  physician’s  offices.  A mo- 
tion by  Dr.  Moss  to  approve  the  recommendation 
was  seconded  and  adopted. 

The  Liaison  Committee  also  expressed  the  opinion 
that  Virginia’s  abortion  law  should  be  liberalized — 
making  abortions  a personal  matter  between  physi- 
cian and  patient.  A motion  by  Dr.  Moss  that  Coun- 
cil endorse  liberalization  of  the  present  law  was  then 
seconded. 

There  followed  considerable  discussion  concerning 
the  advisability  of  such  action  and  the  question  was 
raised  as  to  whether  enough  consideration  was  being 
given  to  the  moral  aspects  of  the  question.  The 
thought  was  expressed  that  an  abortion  without  med- 
ical indication  does  not  seem  to  qualify  as  the  prac- 
tice of  medicine.  There  was  also  some  question  as 
to  whether  an  endorsement  of  liberalization  would 
not  be  contrary  to  previous  action  of  the  House  of 


Delegates.  A motion  by  Dr.  Hotchkiss  to  table  was 
seconded  and  adopted. 

Council  was  then  advised  that  the  Virginia  League 
for  Planned  Parenthood  is  anxious  for  Council  to 
support  its  suggestion  that  patients  be  permitted  to 
go  directly  to  family  planning  clinics  without  first 
being  referred  by  a physician.  The  League  reasoned 
that  the  present  policy  poses  a problem  for  low 
income  groups  and  prevents  many  individuals  from 
availing  themselves  to  clinic  services.  Dr.  Stark  re- 
ported that  the  present  system  is  working  well  in 
Southwest  Virginia  and  expressed  the  hope  that  the 
profession  would  not  agree  to  relinquish  the  physi- 
cian-patient relationship. 

Although  there  was  some  opposition,  a motion  by 
Dr.  Hill  approving  the  admitting  of  patients  to 
family  planning  clinics  without  direct  physician 
referral  was  seconded  and  adopted. 

Considered  next  was  a recomendation  that  ways 
and  means  be  found  to  permit  British  physicians,  not 
presently  licensed  in  Virginia,  to  work  in  family 
planning  clinics  under  adequate  supervision.  A mo- 
tion by  Dr.  Hotchkiss  referring  the  matter  to  the 
Board  of  Medical  Examiners  was  seconded  and 
adopted. 

Council  was  next  advised  that  four  regional  fam- 
ily planning  demonstration  clinics  are  being  planned 
for  Virginia.  The  clinics  are  being  sponsored  by 
the  State  Department  of  Health  and  approximately 
fifteen  family  physicians  will  be  invited  to  each. 
Instruction  will  be  provided  by  qualified  gynecolo- 
gists and  all  participating  physicians  will  be  paid 
$50.00  in  addition  to  their  expenses.  Endorsement 
of  the  clinics  has  already  been  obtained  from  the 
Virginia  Academy  of  General  Practice  and  the  hope 
was  expressed  that  The  Medical  Society  of  Virginia 
would  also  lend  its  approval. 

A motion  by  Dr.  Moss  that  the  regional  clinics 
be  endorsed  was  seconded  and  carried. 

Physicians’  Assistants 

It  was  reported  that  the  Society’s  Committee  on 
Physicians’  Assistants  has  held  two  meetings  thus 
far — one  of  them  a joint  affair  with  representatives 
of  the  State  Board  of  Medical  Examiners.  As  a re- 
sult of  these  metings,  the  Committee  submitted  the 
following  recommendations: 

( 1 ) The  Medical  Society  of  Virginia  should  con- 
cern itself  with  all  aspects  of  the  physician’s 
assistant  problem. 

(2)  The  State  Board  of  Medical  Examiners  should 
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establish  a funded  Committee  on  Physicians’ 
Assistants.  The  Committee  would  have  the 
responsibility  for  defining  the  term  "physi- 
cian’s assistant”,  recommending  educational 
requirements,  qualifications,  registration  pro- 
cedures, and  spotlighting  legal  technicalities 
affecting  the  practice  of  medicine  in  the  State. 

(3)  The  Committee  on  Physicians’  Assistants  of 
The  Medical  Society  of  Virginia  should  work 
in  conjunction  with  a similar  Committee  of 
the  Board  of  Medical  Examiners  to  develop 
necessary  guidelines  and  compile  and  cata- 
logue the  tremendous  amount  of  resource  ma- 
terial currently  available  on  the  subject. 

A motion  by  Dr.  Respess  to  approve  the  Commit- 
tee's recommendations  was  seconded  and  adopted. 

Emergency  Medical  Services 

Dr.  Stark  reported  that  the  State  Advisory  Com- 
mittee on  Emergency  Medical  Services  will  soon  pre- 
sent special  training  courses  for  individuals  and 
groups  interested  or  engaged  in  providing  emergency 
medical  care  services.  These  include  rescue  squad 
members,  firemen,  law  enforcement  officers,  etc.  The 
course  will  use  teaching  material  compiled  by  the 
American  Association  of  Orthopaedic  Surgeons,  and 
will  feature  seventy-one  hours  of  classroom  work  and 
another  ten  hours  in  the  hospital. 

Dr.  Stark  expressed  the  hope  that  the  Society 
would  endorse  the  program  and  encourage  its  mem- 
bers to  participate.  The  instructors  will  be  volun- 
teer physicians  and  the  courses  will  be  under  medical 
supervision  throughout.  He  stated  that  the  medical 
profession  now  has  a wonderful  opportunity  to  up- 
grade emergency  medical  services  in  the  State  and 
eliminate  many  of  the  complaints  voiced  in  the  past. 

A motion  by  Dr.  Stark  which  would  have  The 
Medical  Society  of  Virginia  endorse  the  special  train- 
ing courses  and  assist  in  their  implementation  was 
seconded  and  adopted. 

National  Health  Insurance 

A number  of  plans  designed  to  provide  medical 
care  for  the  general  population  are  now  before  the 
Congress.  One  of  these  is  the  "MEDICREDIT”  plan 
advocated  by  AMA  and  Council  was  requested  to 
reaffirm  its  support.  It  was  brought  out  that  "MED- 
ICREDIT” is  a voluntary  program  which  guarantees 
free  choice  of  physician,  and  is  financed  according 
to  the  need  of  the  individual. 


A motion  by  Dr.  Moss  calling  for  the  Society  to 
reaffirm  its  support  of  " MEDICREDIT ” was  sec- 
onded and  adopted. 

VaMPAC 

Dr.  Stark  reported  that  a vacancy  currently  ex- 
ists on  the  VaMPAC  Board  of  Directors  and  placed 
in  nomination  the  name  of  Dr.  W.  C.  Elliott,  Leb- 
anon. A motion  to  elect  Dr.  Elliott  to  the  Board  was 
seconded  and  adopted. 

Health  Maintenance  Organizations  (HMO’s) 

A proposal  for  a Health  Maintenance  Organiza- 
tion in  the  Richmond  metropolitan  area  has  been 
prepared  by  the  Medical  College  of  Virginia  and 
submitted  to  the  Department  of  Health,  Education 
and  Welfare.  Dr.  Neal  stated  that  certain  areas  in 
and  around  Richmond  appear  to  be  good  locations 
for  HMO’s  and  that  MCV  is  interested  in  learning 
whether  the  development  of  such  medical  care  de- 
livery systems  is  feasible. 

Dr.  Moss  stated  that  the  Executive  Committee  of 
Council  had  discussed  the  proposal  in  some  detail 
and  was  divided  to  some  extent  as  to  whether  it 
should  have  Society  approval. 

Dr.  Liddle  then  moved  that  approval  of  the  pro- 
posed plan  not  be  granted.  He  stated  that,  in  his 
opinion,  the  proposal  had  been  drawn  in  haste  and 
without  consulting  other  interested  groups.  He  went 
on  to  say  that  an  actual  need  for  an  HMO  in  the 
Richmond  area  has  not  been  demonstrated  and  that 
other  alternatives  had  not  been  considered.  He  fur- 
ther expressed  the  opinion  that  a proposal  with  such 
far-reaching  implications  should  not  be  taken  lightly 
and  that  approval  should  not  be  granted  until  every 
feature  has  been  carefully  studied. 

There  were  others  who  felt  that  the  Society  has 
little  to  gain  by  opposing  HMO’s  in  principle — es- 
pecially since  they  are  receiving  more  and  more  rec- 
ognition at  the  national  level.  It  was  emphasized 
that  the  proposal  is  in  the  nature  of  a feasibility  study 
and  that  the  necessary  grant  is  being  requested  on 
that  basis.  It  was  reported  that  the  Board  of  Trustees 
of  the  Richmond  Academy  of  Medicine  had  consid- 
ered the  proposal  and  voted  against  approval  on  the 
ground  that  it  had  been  hastily  conceived.  Dr.  Mur- 
rell then  stated  that  a comprehensive  health  planning 
survey  will  determine  the  nature  of  the  Church  Hill 
problem  and  that  the  HMO  proposal  would  seem 
to  be  premature. 
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Vhen  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
jjpport  for  the  weight  control  program  you  recommend. 
EPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
•ss.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
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ntraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
$ drug;  in  emotionally  unstable  potients  susceptible  to  drug  abuse, 
arning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
| tients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
|)  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Iverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
bosont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
\ relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
. casionolly  couse  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  o few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympothomimetic  cardio- 
vascular effects  reported  include  ones  such  os  tachycardia,  precordial  pain, 
orrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nousea.  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  morrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meols.  If  desired,  on  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-107/4/71/u  s patent  no  3.001.910 
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One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
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static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
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dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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There  was  some  feeling  that  too  little  is  known 
concerning  HMO’s  at  the  present  time  and  that 
Council  should  become  more  knowledgeable  con- 
cerning the  pros  and  cons. 

Dr.  Martin  then  moved  that  the  matter  be  tabled. 
It  was  seconded  and  adopted. 

Dr.  Murrell  indicated  that  a great  deal  of  material 
is  available  on  HMO’s  and  the  Executive  Secretary 
was  instructed  to  send  as  much  as  possible  to  mem- 
bers of  Council. 

Radiation  Control 

Dr.  Reuben  D.  Knopf,  Chairman  of  the  Society’s 
Radiology  Advisory  Committee,  expressed  concern 
over  unnecessary  radiation  exposure — the  effects  of 
which  are  well  known.  He  indicated  that  the  State 
Radiation  Control  Agency  is  trying  very  hard  to 
solve  the  problem  and  is  directly  concerned  with 
registration  and  inspection  of  radiation  equipment, 
the  improvement  of  such  equipment  and  the  up- 
dating of  safety  procedures.  Unfortunately,  a great 
number  of  physicians  have  apparently  not  registered 
their  equipment  and  only  a very  few  have  requested 
that  their  machines  be  surveyed. 

Dr.  Knopf  went  on  to  say  that  his  Committee  was 
impressed  with  the  set  of  model  rules  and  regula- 
tions developed  by  the  Atomic  Energy  Commission 
and  United  States  Public  Health  Service  and  distrib- 
uted through  the  Council  of  Local  and  State  Gov- 
ernments. He  then  presented  the  following  recom- 
mendations of  the  Committee: 

(1)  The  Medical  Society  of  Virginia  should  state 
its  support  of  methods  and  practices  that  will 
reduce  needless  exposure  of  patients  and  work- 
ers to  ionizing  radiation. 

(2)  Members  should  be  reminded  of  their  legal 
obligation  to  register  all  machines. 

(3)  The  Society  should  endorse  the  model  rules 
and  regulations  now  under  review  by  the 
State  Department  of  Health  and  urge  their 
adoption. 

(4)  The  Society  should  approve  and  support  the 
survey  of  office  x-ray  machines  and  urge  full 
cooperation  of  its  membership  in  reducing 
unnecessary  radiation  exposure. 

It  was  then  moved  by  Dr.  Moss  that  the  Commit- 
tee’s recommendations  be  approved  and  that  it  con- 
sider the  advisability  of  preparing  an  appropriate 
exhibit  for  the  1971  Annual  Meeting.  The  motion 
was  seconded  and  carried. 


Future  Mission  of  Society 

Dr.  Harry  C.  Bates,  Jr.,  Chairman  of  the  Com- 
mittee Studying  the  Future  Mission  of  the  Society, 
reported  on  the  Committee’s  most  recent  meeting.  He 
noted  that  dues  were  raised  two  years  ago  and  that 
sufficient  funds  are  available  to  employ  an  additional 
staff  member.  The  new  man  will  devote  a good 
deal  of  his  time  to  public  relations  but  will  also  help 
out  in  other  areas.  He  urged  that  the  new  staff 
member  be  employed  as  soon  as  possible. 

Dr.  Bates  called  attention  to  the  fact  that  interns 
and  residents  are  currently  eligible  for  courtesy  mem- 
bership in  The  Medical  Society  of  Virginia — a cate- 
gory which  requires  no  dues.  It  was  the  Committee’s 
feeling  that  these  physicians  should  be  asked  to  pay 
dues  in  some  minimal  amount — possibly  based  on  the 
actual  "add-on”  cost  of  their  membership.  In  no 
event,  however,  should  those  dues  be  less  than  $10.00. 

The  Committee  also  expressed  the  feeling  that 
those  active  members  licensed  less  than  five  years 
should  pay  dues  of  $30.00 — an  amount  equal  to  one- 
half  of  a full  membership.  At  the  present  time  they 
pay  $2  5.00.  The  thought  was  also  expressed  that 
perhaps  Council  should  consider  reducing  the  licen- 
sure time  factor  from  five  years  to  three. 

It  was  the  Committee’s  recommendation  that  the 
subscription  rate  of  the  Virginia  Medical  Monthly 
be  increased  from  $4.00  to  $6.00  per  year.  Although 
this  would  reduce  the  deficit  only  slightly,  it  would 
at  least  more  nearly  offset  the  actual  cost  of  those 
copies  sent  nonmembers. 

It  was  noted  that  the  Society’s  budget  contains 
approximately  $2  5,000.00  in  special  contributions. 
Dr.  Bates  stated  that  the  Committee  realizes  that 
the  contributions  are  for  worthy  causes  and  should, 
in  all  probability,  be  continued.  It  was  suggested, 
however,  that  the  Finance  Committee  be  specifically 
directed  to  conduct  an  annual  critical  review  and 
evaluation  of  all  special  contributions  and  invited 
to  comment  on  any  new  proposals  for  special  con- 
tributions. 

The  attention  of  Council  was  called  to  the  grad- 
ually decreasing  number  of  technical  exhibitors  at 
the  Annual  Meeting.  This  is  in  keeping  with  a na- 
tional trend  and  not  peculiar  to  Virginia  alone.  Dr. 
Bates  indicated  that  exhibitors  are  complaining  about 
an  apparent  lack  of  interest  on  the  part  of  physi- 
cians and  very  poor  traffic  in  the  exhibit  area.  The 
Committee  feels  that  corrective  action  should  cer- 
tainly be  taken  and  urges  that  officers  of  the  Society 
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encourage  the  membership  to  spend  a fair  amount 
of  time  among  the  exhibits  each  day  of  the  Meeting. 

The  employees’  retirement  program  came  in  for 
its  share  of  attention.  At  the  present  time  the  pro- 
gram is  set  up  to  provide  an  income  equal  to  one- 
half  of  the  employee’s  salary  at  age  55.  This  amount 
would  include  $127.00  in  Social  Security  benefits. 
The  Committee  is  not  sure  that  the  present  plan 
is  adequate  in  view  of  present  day  inflation.  Conse- 
quently, it  was  suggested  that  an  appropriate  com- 
mittee review  the  program  and  offer  such  recommen- 
dations as  seem  indicated. 

During  the  discussion  which  followed,  a question 
was  raised  concerning  the  advisability  of  establishing 
a special  building  fund  to  take  care  of  possible  ex- 
pansion needs.  The  advisability  of  organizing  a non- 
profit foundation  was  also  mentioned. 

A motion  to  approve  the  recommendations  con- 
tained in  the  report  of  the  Committee  Studying  the 
future  Mission  of  the  Society  was  seconded  and 
adopted. 

Illinois  Decision 

Considerable  concern  has  been  voiced  over  a De- 
cision by  the  Supreme  Court  of  the  State  of  Illinois 
which,  for  the  first  time,  applies  the  products  lia- 
bility doctrine  of  “strict  liability”  to  blood  supplied 
for  transfusions. 

Virginia  law,  at  the  present  time,  states  that  no 
action  shall  lie  for  implied  warranty  in  connection 
with  rendering  of  such  services  except  where  defects 
in  such  blood  or  transplanted  organs  are  detectable 
by  use  of  established  procedures  employed  pursuant 
to  standards  of  local  medical  practice. 

There  was  some  question  concerning  the  effective- 
ness of  tests  developed  to  reveal  defects  and  con- 
tamination. 

It  was  then  moved  by  Dr.  Edwards  that  the 
membership  be  advised  of  the  Illinois  Decision  and 
its  implications  as  far  as  medicine  in  Virginia  is  con- 
cerned. The  motion  was  seconded  and  carried. 

Dr.  Stark  then  moved  that  the  Legislative  Commit- 
tee be  directed  to  seek  once  again  the  enactment 
of  legislation  declaring  that  the  providing  of  blood 
and  blood  products  in  the  practice  of  medicine  con- 
stitutes a service  rather  than  a sale  in  the  strict  sense 
of  the  word.  The  motion  was  seconded  and  adopted. 

Blue  Shield  Board 

Blue  Shield  of  Virginia  was  reported  ready  to 
amend  its  By-Laws  with  reference  to  the  number 


and  makeup  of  its  Board  of  Directors.  At  the  pres- 
ent time,  the  Board  has  thirty-five  members — twelve 
of  whom  are  appointed  by  The  Medical  Society  of 
Virginia.  Twenty-four  of  the  thirty-five  Board  mem- 
bers are  physicians. 

It  was  reported  that  there  are  those  who  would 
like  to  see  consumer  representatives  dominate  the 
Board — to  the  extent  of  60%.  A question  was  raised 
as  to  whether  it  would  be  proper  for  the  Society  to 
appoint  all  physician  members  of  the  Board.  It  was 
the  consensus  that,  regardless  of  the  final  outcome, 
the  present  ratio  of  Society  appointments  to  the 
overall  Board  should  be  retained. 

Dr.  Martin  then  moved  that  if  and  when  the 
Board  of  Directors  of  Blue  Shield  of  Virginia  is  re- 
organized, the  present  ratio  of  Society  members  to 
the  Board  as  a whole  be  retained.  The  motion  was 
seconded  and  carried. 

Physicians  Survey 

The  survey  being  conducted  by  Dr.  Murrell’s  spe- 
cial committee  was  reported  as  entering  its  final 
phase  and  Virginia  physicians  will  soon  receive  a 
comprehensive  questionnaire  designed  to  obtain  long 
sought  information  on  the  delivery  of  health  care 
in  Virginia.  Dr.  Respess  indicated  that  the  ques- 
tionnaire, for  obvious  reasons,  had  to  be  general  in 
nature.  It  has  been  reviewed  on  numerous  occasions 
by  the  Committee  and  reduced  to  its  present  and 
final  form.  The  questionnaire  will  be  followed  by  a 
number  of  on-site  visits  in  certain  selected  areas 
and  the  Committee  hopes  for  a good  response.  It 
was  noted  that  the  project  director  is  confident  of 
a 90%  return. 

Abortion  Review  Boards 

It  was  recalled  that  the  Attorney  General  had 
issued  an  opinion  to  the  effect  that  a specialist  in 
obstetrics  and  gynecology  must,  under  Virginia’s 
abortion  statute,  be  Board  certified.  Mr.  Miller  has 
studied  the  opinion  quite  carefully  and  considers  it 
unfortunate,  even  though  he  can  understand  the 
desirability  of  establishing  some  standard  of  certainty 
to  apply  in  the  interpretation  of  a criminal  statute. 
Because  of  the  opinion,  he  would  certainly  not  rec- 
ommend that  any  physician  perform  an  abortion 
with  the  approval  of  any  Abortion  Review  Board  not 
in  compliance  with  the  Attorney  General’s  interpre- 
tation. The  punishment  to  which  he  could  be  sub- 
jected is  severe  and  includes  loss  of  license. 
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Sales  Tax 

Dr.  Stark  reported  that  physicians  in  Southwest 
Virginia  have  become  quite  concerned  over  efforts 
by  the  Department  of  Taxation  to  collect  taxes  on 
drugs  used  in  connection  with  their  practices.  The 
Southwestern  Virginia  Medical  Society  recently 
adopted  a resolution  expressing  such  concern  and 
calling  for  intervention  by  The  Medical  Society  of 
Virginia. 

Mr.  Miller  brought  Council  up  to  date  on  the 
Society’s  efforts  to  resolve  the  problem  and  stated 
that  the  decision  in  a recent  case  in  Northern  Vir- 
ginia would  seem  to  uphold  the  Tax  Commission  in 
its  interpretation  of  the  law. 

It  was  the  consensus  that  the  Society  must  choose 
between  legislation  and  litigation  and  that  the  former 
seems  preferable.  Consequently,  it  was  moved  by 
Dr.  Moss  that  the  Legislative  Committee,  with  the 
assistance  of  Mr.  Miller,  seek  the  enactment  of  legis- 
lation to  resolve  the  problem.  The  motion  was  sec- 
onded. 

A question  was  raised  as  to  whether  the  Society 
should  assist  any  physician  who  might  contest  the 
present  tax  regulations  in  court.  Dr.  Liddle  moved 
to  amend  the  original  motion  in  such  manner  as  to 
support  physicians  engaged  in  litigation  both  morally 
and  financially — the  financial  assistance  not  to  exceed 
$300.00.  The  amendment  was  seconded. 

Dr.  Stark  then  offered  a substitute  amendment 
calling  for  the  Society  to  support  local  physicians 
in  their  litigation  efforts  should  the  legislative  ap- 
proach fail.  The  substitute  amendment  was  sec- 
onded and  adopted. 

The  original  motion  by  Dr.  Moss  was  then  adopted 
as  amended. 

AM  A Membership 

Council  was  advised  that  approximately  450  AMA 
members  have  not  yet  paid  their  1971  dues.  This 
could  conceivably  result  in  the  loss  of  an  AMA 
Delegate. 


It  was  requested  that  the  names  of  the  physi- 
cians concerned  be  sent  to  members  of  Council  as 
soon  as  possible. 

The  hope  was  expressed  that  Virginia’s  AMA  Del- 
egates would  be  invited  to  visit  component  societies 
over  the  State  and  discuss  various  AMA  projects 
and  their  importance  to  the  practicing  physician. 

VALC  Hearings 

Dr.  Martin  called  attention  to  hearings  being  held 
over  the  State  by  a VALC  committee  studying  casu- 
alty insurance  problems.  The  committee  is  headed  by 
Senator  Edward  E.  Willey,  Richmond,  and  will  quite 
likely  include  professional  liability  in  its  overall  study. 
The  hope  was  expressed  that  The  Medical  Society 
of  Virginia  could  be  represented  at  these  hearings. 

AMA  Councils  and  Committees 

Dr.  Moss  expressed  the  hope  that  The  Medical 
Society  of  Virginia  might  soon  be  better  represented 
on  the  various  AMA  Councils  and  Committees.  At 
the  present  time,  only  one  Virginia  physician  is 
listed. 

AMA  Annual  Meeting 

Dr.  Moss  announced  that  The  Medical  Society  of 
Virginia  will  be  responsible  for  the  Southeastern 
States  Hospitality  Suite  at  the  upcoming  AMA  Meet- 
ing in  Atlantic  City.  The  suite  will  be  used  for  a 
caucus  of  Society  officers,  Delegates,  Councilors,  etc. 
on  the  mornings  of  June  21  and  22  and  members 
attending  the  Meeting  are  invited  to  participate. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

James  M.  Moss,  M.D.,  President 
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Editorial 


The  Kennedy  - Labor  Bill 


"Suddenly,  fellas,  I feel  a whole  lot  better!” 


A T LONG  LAST  The  Richmond  News  Leader  has  a cartoonist  and 
* * an  excellent  one  at  that.  The  cut  that  appears  above  this  article  by 
Jeff  MacNelly  is  ever  so  true  and  we  are  glad  the  artist  is  lending  his 
talents  to  our  side.  The  June,  1970,  issue  of  the  Virginia  Medical  Monthly 
pointed  out  that  the  documentary  that  appeared  on  the  Columbia  Broad- 
casting System  earlier  in  April  of  last  year  downgrading  American  medi- 
cine contained  much  more  than  met  the  eye.  It  also  contained  the  subtle 
but  definite  aroma  we  have  learned  to  associate  with  a Kennedy  although 
none  was  to  be  seen  in  the  documentary. 

We  did  not  have  to  wait  long,  for  on  June  13,  The  American  Medical 
News  named  those  backing  the  health  security  plan.  This  scheme  would 
"absorb”  Medicare  as  well  as  most  other  government  and  private  health 
insurances.  Those  stalwart  Americans  listed  by  the  News  included: 
Leonard  Woodcock,  new  president  of  the  United  Auto  Workers;  Whit- 
ney Young  of  the  National  Urban  League;  Frank  Furstenberg  and  I.  S. 
Folk;  the  ubiquitous  Michael  DeBakey  of  camera,  lights  and  scalpel  fame; 
and  none  other  than  Massachusetts  Senior  Senator  Teddy  Kennedy. 

The  Hero  of  Chappaquiddick  (apologies  to  Ross  Valentine)  is  now 
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beating  the  bushes  in  his  behalf  by  using  the  Senate  Health  Subcommittee 
as  a spring  board  to  advance  his  presidential  aspirations  in  1972  or  1976, 
depending  upon  which  way  the  wind  is  blowing  next  year.  His  behavior 
has  been  so  blatantly  political  that  the  other  members  of  the  subcommit- 
tee have  found  more  pressing  duties  elsewhere  whenever  Kennedy  has 
scheduled  a committee  hearing. 

We  doubtless  will  hear  more  about  the  Kennedy-Organized  Labor- 
Committee  for  National  Health  Insurance  plan.  The  National  Health 
Insurance  Reports,  published  by  Plus  Publications  of  Washington,  D.  C., 
recently  gave  resumes  and  comparisons  of  five  proposed  bills  now  under 
consideration.  Kennedy’s  "Health  Security”  plan  had  the  following  high- 
lights: 

SPONSOR:  Organized  labor  and  the  Committee  for  National 
Health  Insurance. 

GENERAL  APPROACH:  A national  health  program  would  be 
administered  by  a National  Health  Security  Board,  financed  by  a 
tax  on  payroll  and  nonearned  income  and  by  federal  revenues.  The 
financing  mechanism  would  be  used  to  reorganize  the  health  care  sys- 
tem. Costs  would  be  controlled  through  advance  budgeting. 

COVERAGE:  All  U.S.  residents.  Compulsory. 

BENEFITS:  Comprehensive  benefits  without  co-insurance,  deduc- 
tibles or  cutoffs.  Major  benefits  are:  All  physician  services;  hospital 
services;  skilled  nursing  home  services  up  to  120  days  or  unlimited  if 
paid  through  a hospital  budget;  dental  services  for  children  under  15; 
optometrist  and  podiatrist  services;  laboratory  and  x-ray  services; 
medical  appliances;  home  health  services;  limited  mental  health  bene- 
fits; and  in-patient  drugs. 

ADMINISTRATION:  The  Health  Security  Board  would  report 
to  the  Secretary  of  HEW.  Regional  and  area  offices  of  Health  Security 
would  be  given  strong  discretionary  power  to  determine  priorities, 
payments  to  providers  and  development  of  facilities. 

PAYMENT  TO  PROVIDERS:  Patient  would  pay  nothing  to  the 
provider.  Providers  would  receive  payments  on  the  basis  of  advance 
budgets  designed  to  pay  reasonable  cost  under  efficient  operation.  No 
role  for  insurance  companies  (sic). 

FINANCING:  50%  from  Federal  general  revenues,  36%  from  a 
tax  on  employer  payroll;  and  14%  from  a tax  on  wages,  self-employ- 
ment income,  and  non-earned  income.  This  would  be  operated  through 
a Health  Security  Trust  Fund. 
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Four  other  proposals  were  summarized  by  the  National  Health  In- 
surance Reports.  These  included  the  Nixon  Administration’s  plan  which 
is  termed  National  Health  Insurance  Partnership.  Healthcare  is  spon- 
sored by  the  Health  Insurance  Association  of  America;  Medicredit  by 
the  American  Medical  Association  and  the  Ameriplan  by  the  American 
Hospital  Association.  Cost  estimates  were  excluded  from  all  five  pro- 
posals for,  it  was  stated,  they  lack  comparability.  We  doubtless  shall  hear 
more  about  all  of  these  programs  and  the  nationalized  medical  bill  that 
will  be  ultimately  adopted  may  contain  a hodgepodge  drawn  from  the 
numerous  plans  proposed. 

H.J.W. 


Before  You  Swing  to  the  Left,  Young  Man 

BY  INDULGENCE  of  our  editor-in-chief  I am  presenting  this  edi- 
torial in  the  form  of  a letter  to  a young  relative  whose  associates  in 
school  seem  to  be  pulling  him  to  the  left. 

"My  Dear  Boy, 

"You  may  smile  at  this  letter  as  a conservative  manifesto  in  minia- 
ture. It  comes  from  one  who  was  a 'liberal’  in  the  thirties.  But  ours  is 
not  the  same  country  in  the  seventies.  Liberalism  is  different.  What  is 
this  'establishment’  which  you  youngsters  spurn?  It  is  a national  im- 
pulse created  by  the  likes  of  your  paternal  ancestors.  The  great-grand- 
father whom  you  never  knew  fought  in  the  Civil  War  and  endured  the 
hard  times  of  the  late  nineteenth  century.  His  generation,  and  don’t 
you  forget  it,  'expiated  the  sin  of  slavery’.  One  million  white  Amer- 
icans, the  equivalent  of  ten  million  today,  died  for  it.  We  should  not 
be  expected  to  expiate  again.  Your  grandfather’s  generation  fought 
World  War  I and  endured  the  Great  Depression.  Your  father’s  genera- 
tion fought  World  War  II,  but  did  enjoy  a boom  based  on  the  sacrifices 
of  past  generations.  They  did  not  whimper. 

"Now  your  generation  is  faced  with  an  international  evil  beyond 
imagination.  You  must  not  ignore  that  fact,  or  the  lessons  of  history. 
Until  just  before  your  generation  was  born  the  world  was  more  or  less 
safe  behind  the  shield  of  the  British  Navy.  It  is  now  America’s  lot  to 
assure  the  safety  of  the  world.  Read  the  books  of  recent  history. 

"Observe  the  fact  that  the  liberals  you  are  heeding  are  men  of  repose. 
They  plan  from  their  easy  chairs.  They  do  not  meet  payrolls  or  succor 
the  sick  and  poor  personally.  Their  liberalism  is  a cult,  a fashion,  a form 
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of  tribalism.  On  the  one  hand  they  do  not  temper  justice  with  mercy: 
harshly  they  demand  that  General  Motors  get  out  of  South  Africa  even 
if  it  would  mean  the  starvation  of  thousands  of  black  women  and  chil- 
dren whose  men  would  be  put  out  of  work.  On  the  other  hand  they 
do  not  temper  mercy  with  justice:  pity,  they  say,  the  poor  cop-killer. 
They  call  their  America  racist.  Any  mixed  nation  is  certain  to  have 
antagonisms.  Africa  is  tribalist.  Italy  and  Spain  have  their  tensions. 
England  was  not  racist  until  the  black  population  soared  to  one  percent. 
Racism,  or  prejudice,  is  a too-human  most  reprehensible  characteristic. 
It  essentially  rises  from  a gut-born  fear  of  losing  one’s  place.  It  is  easy 
for  the  rich  liberal  and  the  professor  with  tenure  to  be  self-righteously 
anti-racist.  It  is  harder  for  the  wage-earner  who  is  just  above  poverty 
level.  That  accounts  for  the  rise  in  racism  in  England. 

"The  liberals  condemn  Western  materialism,  which  is  another  word 
for  science  and  technology,  and  bless  Eastern  spiritualism,  an  "ism” 
which  involves  calm  reflection  by  a few  while  the  many  labor  long 
without  benefit  of  technology.  Gandhi  opposed  vaccination  since  it 
is  a result  of  Western  materialism.  Was  he  spiritualist  or  chauvinist? 
Anyway,  the  incredible  hedonism  of  so  many  young  people  has  far  less 
social  value  than  materialism. 

"Your  friends  are  blind  to  economics.  Tremendous  proposed  welfare 
projects  necessarily  call  for  deficit  spending.  Deficit  spending  means 
paper  money.  Paper  money  means  inflation.  At  some  point  the  infla- 
tion will  become  run-away,  and  the  80%  who  now  support  the  20% 
will  be  in  desperate  straits.  Then  where  will  the  poor  be?  The  danger 
of  inflation  should  be  the  major  argument  against  these  fantastically 
expensive  new  socialized  medicine  schemes. 

"Since  I now  live  in  a small  city  I cannot  grasp  what  the  liberals 
mean  when  they  rant  about  the  'crisis  in  medical  care’.  In  my  experi- 
ence the  poor  have  always  received  good  care.  In  Baltimore  and  in 
Charlottesville  the  poor  were  the  'ward  patients’  and  'clinic  patients’ 
whose  every  complaint  was  carefully  studied  by  students,  interns  and 
residents  under  the  supervision  of  attendings.  They  received  superb 
care,  often  better  care  than  that  the  more  affluent  could  obtain  pri- 
vately. The  rich  received  no  more  devoted  care.  It  is  hard  for  me  to 
believe  that  those  institutions  have  changed  their  policies. 

"In  this  our  own  small  city  I know  that  the  poor  receive  the  care  they 
need.  They  flock  to  the  offices  and  Emergency  Room.  About  a third 
of  our  obstetrical  patients  are  in  the  no-pay  category.  We  watch  their 
welfare,  lose  as  much  sleep  over  them  as  we  do  our  private  patients. 
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They  are  already  getting  the  care.  How  is  the  appropriation  of  vast 
sums  going  to  give  the  poor  'the  care  they  deserve?’ 

"The  cost  of  hospitalization  has  gone  up.  True.  A lot.  Why?  Pri- 
marily because  of  the  increase  in  wages  of  hospital  employees.  Less  than 
thirty  years  ago  nurses  here  were  paid  $45  a month.  Now  their  pay  is 
twelve  times  that.  When  I interned  in  Baltimore  I was  paid  nothing. 
Now,  I read,  interns  making  $8,000  a year  are  demanding  more.  So 
much  for  the  'angry  young  doctors’.  Thirty  years  ago  the  peons  of 
the  hospital  paid  by  their  toil  for  the  hospital  care  of  all.  Now  the  pub- 
lic has  to  pay  for  it.  The  public  of  thirty  years  ago  should  be  ashamed. 
That  of  the  present  should  stop  whimpering. 

''Again,  new  treatments  are  expensive.  Someone  has  to  pay  for  them. 
I shall  give  one  illustration.  Our  hospital  has  recently  begun  an  inhala- 
tion therapy  department.  People  with  pulmonary  disorders  will  be  re- 
lieved and  possibly  cured  faster  and  more  often.  But  it  will  be  an 
expensive  business,  both  in  equipment  and  personnel.  I imagine  the 
break-even  cost  will  be  at  least  $20  a day.  So,  for  these  people  hospitali- 
zation takes  another  hike.  Who  is  to  blame?  Should  the  Government 
step  in? 

''Do  not  think  I am  always  in  opposition.  Change  is  inevitable  and 
just.  Health  care  will  expand  better  and  far  more  cheaply  to  the  Gov- 
ernment if  the  latter  will  stick  to  capital  improvements  in  hospitals  and 
more  medical  school  facilities.  Vast  health  and  welfare  give-aways  will 
merely  make  the  national  debt  colossal  and  solve  no  problems  perma- 
nently. 

''None  of  this  will  change  the  views  of  the  man  badly  infected  with 
the  virus  of  liberalism.  He  is  blinded  to  all  opposing  views.  I hope  you 
are  not  that  far  along! 

''Your  affectionate  father.” 

Gordon  W.  Jones,  M.D. 
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JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORIN' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Functional 
bowel  dist 


0 


move  up  to 
“the  Robinul 
response” 


In  treating  hypermotility  associated  with 
functional  lower  G-l  disorders  are  you 


hen  lower 
I symptoms 
lemand 
potent 
synthetic 
ntispasmodic 


disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a potent  antispasmodic — 
Robinul®  Forte  (2  mg.  glycopyrrolate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotility,  making  it  a 
highly  effective  agent  in  functional  bowel 
distress,  as  well  as  in  spastic  and  irritable 
colon.  Robinul  Forte  also  exerts  a more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a “one  tract  mind’’ 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2 mg. 

FOftC  (glycopyrrolate) 


t lljrlCATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
ed  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
jpisodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
'le,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
d in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
t itric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
F*1  a,i,is;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
■c  me,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
R i indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
jP*'  rastatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
R ,9lycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
■■i  ma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
R - ^9  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
R I vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
R nclude:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ind  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
R hree  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
Ws  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 

ad  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
■P  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va. 


me  get-up-and-go 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with  TWT  i • A.*  ® 

severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  y rt  tllST  1 *1 V 

urinary  retention.  Caution  ambulatory  patients  that  drowsi-  -p  -wp 
ness  may  result.  I.  W* 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  R*  Pharmaceuticals,  Indiahapolis 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 


THE  GREATEST  SINGLE  THREAT  TO  YOUR  FINANCIAL  STABILITY  IS 


DISABILITY 


NOW  YOU  CAN  INSURE  AGAINST  THAT  THREAT  WITH 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 

Sponsored  and  Approved 

DISABILITY  INCOME  PLAN 


ADVANTAGES 


■ Pays  up  to  $1,200  a month  ($1,320  with  the  10%  Bonus  now  in  force) 

■ Tax-free  money  to  spend  as  you  wish 

■ Coverage  anywhere  in  the  world,  24  hours  a day,  365  days  a year,  while 
practicing,  relaxing  or  traveling 

■ Special  low-cost  plan  designed  for  the  younger  doctors 

■ Guaranteed  Renewable  to  age  65  (you  may  continue  to  age  75) 

■ Few  exclusions  — even  private  flying  is  included 

■ Pays  in  addition  to  any  other  insurance  you  may  carry 

You  can  receive  information  immediately  by  writing  or  phoning  (collect) 
the  administrators.  A minute  of  your  time  now  will  provide  you  and  your  fam- 
ily an  income  when  it’s  needed  most.  Ask  about  “Disability  Income  Protection.” 

Program  administered  by:  DAVID  A.  DYER  INSURANCE  AGENCY 


Medical  Arts  Building 
Roanoke,  Virginia  24011 
Phone:  344-5000 
and 


FRED  W.  HALL-ASSOCIATE 

8924  Orange  Hunt  Lane 
Annandale,  Virginia  22003 
Phone:  461-8087 


■ 


Specialists  in  providing  sound,  up-to-date  insurance  protection  for  the  Virginia 
physician. 
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Other  Sponsored  and  Approved  Group  Plans  For  Your  Protection  ■ IN-HOSPITAL  IN- 
COME ■ PROFESSIONAL  OVERHEAD  EXPENSE  ■ MAJOR  HOSPITAL  NURSING 


Virginia  Medical  Monthly 


News 


Calendar  of  Events 

Medical  Aspects  of  Sports — Sponsored  jointly  by  The  Medical  Society  of  Virginia 
and  Virginia  High  School  League — VPI  Coliseum — Blacksburg — Saturday  Night, 
July  24  and  Sunday,  July  25,  1971. 

A.MA  Communications  Institute — Drake  Hotel — Chicago — August  26-27,  1971. 

Annual  Congress  on  Occupational  Health — Sponsored  by  American  Medical 
Association — Jackson  Lake  Lodge— Grand  Teton  National  Park,  Wyoming — 
August  29-30,  1971. 

Southwestern  Virginia  Medical  Society — Holiday  Inn — Blacksburg — September 
2,  1971. 

“Clinical  Electroencephalography” — A Course  of  Continuing  Education  spon- 
sored by  American  Electroencephalographic  Society — Minneapolis,  Minnesota — 
September  13-15,  1971. 

National  Conference  on  Physicians  and  Schools — Sponsored  by  American 
Medical  Association — LaSalle  Hotel — Chicago — September  30-October  2,  1971. 

American  Academy  of  General  Practice — Scientific  Assembly — Convention  Hall 
— Miami  Beach,  Florida — October  4-7,  1971. 

The  Medical  Society  of  Virginia — Annual  Meeting — Marriott  Twin  Bridges 
Motor  Hotel — Arlington — October  14-17,  1971. 

Southern  Medical  Association — Annual  Meeting — Hotel  Fontainbleau — Miami 
Beach,  Florida — November  1-4,  1971. 

American  Medical  Association — Clinical  Session — New  Orleans,  Louisiana — 
November  28-December  1,  1971. 

****** 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and  programs 

of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised  of  any  meetings 

scheduled  in  your  area.  This  will  not  only  help  others  avoid  conflicts  but  also  provide 

helpful  information  on  opportunities  for  continuing  education. 


New  Members. 

The  following  new  members  were  ad- 
mitted into  The  Medical  Society  of  Virginia 
during  the  month  of  May: 

Howard  Hicks  Ashbury,  M.D., 
Williamsburg 

Carlos  R.  Ayers,  M.D.,  Charlottesville 
Edwin  M.  Brown,  M.D.,  Richmond 
John  F.  Hacker,  M.D.,  Norfolk 
John  Anthony  Jane,  M.D., 
Charlottesville 


John  Francis  Kelly,  M.D.,  Arlington 
Kenneth  Spero  Latchis,  M.D.,  Fairfax 
Wilkin  Richard  Stevens,  M.D., 
Williamsburg 

Michael  David  Touster,  M.D.,  Arlington 
Donald  John  Walkowski,  M.D.,  Culpeper 
Max  G.  Waken,  Jr.,  M.D.,  Springfield 
Joseph  Robert  Wilson,  M.D., 

Rockville,  Maryland 
Creighton  Bolter  Wright,  M.D., 
Charlottesville 
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Richmond  Academy  of  General  Practice. 

A program  on  the  delivery  of  medical 
care,  its  cost,  quality  and  proposed  national 
health  insurance  plans  was  presented  at  the 
meeting  of  the  Academy  on  May  18  th.  Dr. 
James  M.  Moss,  Alexandria,  president  of 
The  Medical  Society  of  Virginia,  and  Dr. 
Thomas  Gorsuch,  Waynesboro,  president  of 
the  Virginia  Society  of  Internal  Medicine, 
were  the  speakers. 

Dr.  M.  Pinson  Neal, 

Richmond,  has  been  appointed  vice-presi- 
dent for  health  sciences  of  Virginia  Com- 
monwealth University,  of  which  the  Medi- 
cal College  of  Virginia  is  the  health  sciences 
division.  He  has  recently  been  assistant  dean 
at  the  Medical  College  and  has  been  direc- 
tor of  continuing  education  since  1969.  Dr. 
Neal  will  assist  in  defining  the  mission  of 
the  health  sciences  as  to  educational  product, 
the  type  and  quality  of  patient  care  and 
research  activities.  He  will  continue  in  his 
position  with  continuing  education  until  a 
successor  is  named. 

Dr.  James  P.  Rotchford, 

Arlington,  has  recently  been  elected  to 
Fellowship  in  The  American  College  of 
Physicians. 

Virginia  Association  of  Medical  Assist- 
ants. 

The  Fifteenth  Annual  meeting  of  this 
Association  was  held  in  Richmond,  May  7- 
8-9.  The  meeting  was  well  attended  with 
89  members  and  numerous  guests  present. 
Dr.  William  M.  Eagles,  Richmond,  was  Mas- 
ter of  Ceremonies  for  the  banquet,  and  Dr. 
Robert  P.  Singer,  Richmond,  presided  over 
some  of  the  programs.  Miss  Laura  L.  Lock- 
hart, A AM  A Trustee  and  Chairman  of  the 
Committee  on  Membership,  installed  the 
officers  for  1971-1972:  president,  Mrs.  Ruth 
Dize;  president-elect,  Miss  Joan  Wiggins; 
vice-president,  Miss  Crystal  Coleman;  sec- 
retary, Miss  Dorothy  Sellers;  and  treasurer, 


Miss  Martha  Welch.  Dr.  John  S.  Thie- 
meyer,  Jr.,  Norfolk,  was  elected  State  Ad- 
visor to  replace  Dr.  William  B.  Pope,  Jr., 
Portsmouth. 

The  Seminar,  in  October,  will  be  held 
at  The  Homestead  and  the  1972  annual 
meeting  will  be  in  the  Tidewater  area. 

Doctors — It  is  not  too  early  to  be  think- 
ing about  both  of  these  meetings  and  urging 
your  office  assistants  who  are  not  members 
to  join  the  VAMA.  Rearrange  your  sched- 
ule so  those  in  your  office  who  are  members 
can  attend  these  two  very  important  meet- 
ings. 

If  you  do  not  have  a chapter  in  your 
area,  offer  your  assistance  to  the  ladies  in 
your  office  toward  organizing  a chapter  and 
get  in  on  the  "band  wagon”. 

John  Wyatt  Davis,  Jr.,  M.D. 
Past  Advisor  AAMA 

National  Institute  on  Alcohol  Abuse  and 

Alcoholism. 

The  Secretary  of  Health,  Education  and 
Welfare  has  announced  the  establishment  of 
the  National  Institute  on  Alcohol  Abuse 
and  Alcoholism  within  the  National  Insti- 
tute of  Mental  Health.  The  new  Institute 
will  develop  and  conduct  comprehensive 
programs  of  research,  training,  development 
of  community  services,  and  public  educa- 
tion for  the  prevention  and  treatment  of 
alcohol  abuse  and  alcoholism. 

Office  and  Practice  Available. 

Monument  Avenue  office  in  Richmond. 
Lully  equipped.  Available  late  in  July.  Ideal 
for  internist  or  general  practitioner.  Will 
turn  over  practice  and  contract  work  for 
moderate  price  of  equipment.  Write  # 200 , 
care  the  Virginia  Medical  Monthly,  4205 
Dover  Road,  Richmond,  Virginia  23221. 
( Adv .) 

Wanted. 

Experienced  physician  to  join  a function- 
ing five-man  emergency  room  team.  Central 
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Virginia.  Guaranteed  minimum  $30,000.00. 
Reply  to  #10,  care  Virginia  Medical 
Monthly,  4205  Dover  Road,  Richmond, 
Virginia  232 1 1.  ( Adv .) 

Wanted. 

Internist,  board  qualified  or  certified.  As- 
sociate board  certified  internist.  CCU,  Pace- 
maker training  desired.  No  investment. 
Early  partnership.  Opportunities  in  prepaid 
group  available.  3 50  bed  hospital  across  from 
office.  Open  staff.  All  specialties  represented. 
Beautiful  progressive  east  Tennessee-south- 
west Virginia  city.  50,000  population, 
drawing  500,000.  Three  colleges.  Univer- 
sity close.  No  social  turmoil.  Phone  collect 
315-764-7139  or  61 5-968-3266.  {Adv.) 

Obituary .... 


Dr.  Peter  Rosanelli,  Sr., 

Richmond,  died  May  22,  following  a 
heart  attack.  He  was  sixty  years  of  age  and 
a graduate  of  the  Middlesex  School  of  Med- 
icine, Waltham,  Massachusetts,  in  1939.  Dr. 
Rosanelli  had  been  in  the  practice  of  ob- 
stetrics and  gynecology  in  Richmond  for 
twenty-five  years.  He  was  a member  of  the 
staff  of  St.  Mary’s,  Grace  and  Richmond 
Memorial  Hospitals.  Dr.  Rosanelli  had  been 
a member  of  The  Medical  Society  of  Vir- 
ginia since  1945. 

Dr.  Rosanelli  is  survived  by  his  wife,  two 
sons  and  two  daughters.  A son  is  Dr.  Ro- 
sanelli, Jr.,  also  of  Richmond. 

Dr.  Jacob  Derk  Zylman, 

Falls  Church,  died  May  6,  following  a 
heart  attack.  He  was  fifty-nine  years  of 
age.  Dr.  Zylman  received  his  medical  de- 
gree from  George  Washington  University 
in  1941.  He  was  one  of  the  founders  of  the 
Falls  Church  Medical  Center  and  was  one 
of  the  organizers  of  the  Northern  Virginia 
Doctors  Hospital  and  was  chief  of  the  staff 


Director  of  Medical  Education 

Needed  for  growing  and  progressive 
community  hospital  in  Tidewater  area.  Ap- 
proved General  Practice  Residency  Pro- 
gram. Enthusiastic  and  energetic  physician, 
preferable  Board  Certified  internist.  Con- 
tact administrator  for  additional  informa- 
tion—703-393-1 541.  {Adv.) 

Otolaryngologist  Wanted 

For  group  practice  in  Roanoke,  Virginia. 
Must  be  Board-certified  or  eligible.  Clinic 
associated  with  private  hospital.  Salary  very 
competitive,  many  fringe  benefits.  Owner- 
ship potential.  Contact  Administrator,  Post 
Office  Box  1789,  Roanoke,  Virginia.  {Adv.) 


at  the  time  of  his  death.  He  had  served  as 
treasurer  and  vice-president  of  the  board 
of  directors  and  was  a member  of  the  ex- 
ecutive committee.  Dr.  Zylman  was  also  the 
first  president  of  the  Fairfax  Hospital  As- 
sociation. He  served  for  two  years  as  presi- 
dent of  the  Fairfax  County  Medical  Society. 
Dr.  Zylman  had  been  an  active  member  of 
the  Medical  Society  of  Virginia  since  1949. 

His  wife,  a son  and  a daughter  survive 
him. 

Dr.  Norman  Francis  Wyatt, 

Hopewell,  died  May  29  at  the  age  of 
forty-nine.  He  received  his  medical  degree 
from  Johns  Hopkins  University  in  1945.  Dr. 
Wyatt  had  been  a staff  member  and  re- 
search director  of  the  coronary  care  unit 
at  John  Randolph  Hospital  since  195  8.  Prior 
to  locating  in  Hopewell  in  195  3 he  had 
been  in  the  service  and  had  held  teaching 
positions  at  the  University  of  Virginia  and 
the  Medical  College  of  Virginia  and  had 
been  a research  fellow  at  Harvard  Medical 
School.  Dr.  Wyatt  had  been  a member  of 
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The  Medical  Society  of  Virginia  for  eighteen 

years. 

His  wife  and  a daughter  survive  him. 

Dr.  Grubbs. 

Dr.  Ernest  Linwood  Grubbs,  who  practiced  medi- 
cine in  Front  Royal  for  more  than  half  a century, 
died  January  4,  1971.  Dr.  Grubbs  was  90  years  old. 

A native  of  Riverton,  Dr.  Grubbs  attended  the 
public  schools  of  Warren  County,  and  was  graduated 
from  the  Medical  College  of  Virginia  in  1904.  He 
served  his  internship  at  a Marine  Corps  hospital  in 
Chicago,  and  established  his  first  practice  in  Botetourt 
County  in  1905. 

In  1915,  he  returned  to  Front  Royal  and  opened 
an  office  for  the  practice  of  medicine,  and  for  5 5 
years  he  served  the  community  as  a general  practi- 
tioner. He  could  vividly  recall  the  influenza  epidemic 
of  1918  and  1919.  A decade  ago  he  estimated  that 
he  had  delivered  between  2,500  and  3,000  babies 
during  his  medical  career  in  Front  Royal.  His  prac- 
tice pre-dated  hospital  facilities  in  the  community, 
but  the  late  Mrs.  Sidney  Johnson  credited  him  with 
helping  and  encouraging  her  in  opening  and  operat- 
ing Johnson’s  Nursing  Home,  a maternity  hospital. 
Later,  he  was  on  the  staff  of  the  old  Front  Royal 
Community  Hospital,  and  had  been  on  the  staff 
of  the  Warren  Memorial  Hospital  since  its  opening 
in  19  51.  His  hobby  was  really  medicine  and  he 
could  be  counted  on  at  any  time  to  do  anything 
he  was  really  asked  to  do. 

His  health  began  to  fail  about  two  years  ago,  and 
he  retired  last  year,  but  had  continued  to  see  pa- 
tients on  a limited  and  emergency  basis. 

He  was  a member  of  The  Medical  Society  of  Vir- 
ginia and  the  Alumnus  Association  of  the  Medical 
College  of  Virginia. 

Dr.  Grubbs  had  been  a member  of  the  First  Bap- 
tist Church  of  Front  Royal  since  boyhood.  He  was 
a member,  also,  of  Col.  John  Singleton  Mosby  Camp 
1237,  Sons  of  Confederate  Veterans,  and  of  Unity 


Lodge  146,  AF  & AM.  He  had  been  a Mason  for  63 
years,  and  was  a guest  of  honor  at  a recent  100th 
Anniversary  Celebration  of  Lodge  146. 

Besides  his  wife,  he  is  survived  by  one  daughter 
and  two  granddaughters. 

Therefore,  Be  It  Resolved  that  these  resolu- 
tions expressing  our  profound  loss  of  this  most  re- 
markable colleague  be  spread  on  the  minutes  and 
that  the  copies  be  sent  to  the  bereaved  family  and 
to  the  Virginia  Medical  Monthly  for  publication. 

Warren  Memorial  Hospital  Medical  Staff 

Dr.  Person. 

Dr.  Frederick  Ralph  Person,  age  62,  died  March  21, 
1971,  at  his  home.  He  had  retired  thirteen  months 
before  for  health  reasons  which  led  to  his  passing. 

He  was  a graduate  of  the  University  of  Georgia 
in  1929,  then  from  the  University  of  Virginia  Med- 
ical School  in  1933.  He  interned  at  the  Episcopal 
Hospital  in  Philadelphia,  Pennsylvania,  and  was  in 
general  practice  in  his  native  Williamsburg  before 
joining  the  Lewis-Gale  Staff  in  1942. 

He  was  a member  of  the  Roanoke  Academy  of 
Medicine,  The  Medical  Society  of  Virginia,  and  the 
American  Medical  Association. 

He  is  survived  by  his  widow,  a brother  and  two 
sisters. 

He  was  a kind  and  gentle  man,  loved  by  his  pa- 
tients and  close  with  his  associates. 

His  untimely  passing,  while  relieving  him  of  great 
pain,  left  a void  to  his  family,  patients,  and  friends. 

Therefore,  Be  It  Resolved,  that  the  Roanoke 
Academy  of  Medicine  express  its  sympathy  through 
this  resolution,  duly  read  and  recorded  in  the  per- 
manent minutes  and  that  this  resolution  be  presented 
to  his  faithful  and  helpful  wife  and  to  the  Virginia 
Medical  Monthly  for  publication  to  honor  his 
memory. 

Richard  H.  Fisher,  M.D.,  Chairman 

Warren  L.  Moorman,  M.D. 

Fred  F.  Davis,  M.D. 
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LEASING 


THE  ART  OF  USING  SOMEBODY  ELSE’S 
MONEY  TO  YOUR  ADVANTAGE. 

Why  not  take  your  hard  earned  money  and  put  it  in  good  sound 
investments  that  will  insure  your  comfortable  retirement  when  it's 
time  to  "take  down  the  shingle." 


Let  us  lease  you  the  medical  and  office  equipment  of  your  choice 
which  can  be  expensed  monthly. 


YOU  WANT  MORE  CASH  TO  INVEST? 


Let  us  buy  your  old  depreciated  equipment  for  the  original  invoice 
cost  and  lease  it  back  to  you.  By  the  way,  how  much  money  do 
you  have  tied  up  in  medical  equipment?  How  would  you  like  to 
have  that  much  in  CASH? 


Call  us  toll  free  in  Virginia  by  dialing  1-800-552-3886 

(Have  the  operator  dial  it  for  you  in  the  Charlottesville  area) 


DELTA  LEASING  COMPANY 

1017  UNITED  VIRGINIA  BANK  BUILDING,  RICHMOND,  VIRGINIA  23219  PHONE  703/643-7639 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy,  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities 
and  outings.  The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  8 5 acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  [1]  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

[2]  Samuel  N.  Workman,  M.D.  [3]  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 

Gill  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 


STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Scott  W.  Little 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Charles  T.  Akers,  Jr. 
Administrator 


A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology,  Otolaryngology, 
Surgery  for  Deafness.  Rhinoplastic  Sur- 
gery, Bronchoscopy  and  Esophagoscopy. 


Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance 

For  further  information,  address: 


Administrator,  Box  1789,  Roanoke,  Virginia  24008 

i ■ 
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The  causes  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehe 
therapy  that  combats  all  three  major  vo 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


■ indications:  Known  sensitivity  to  sulfonamides, 
itions/ Adverse  Reactions:  The  usuol  precautions  for  topical 
stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticorio  or  other  manifestations  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-104  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 


Orenzyme  Bitabs 

Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


A 

BUILDING  BLOCK 
TO  RECOVERY 


As  adjunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


’W".  100  000  N.F  Units,  Chymotrypsin  8.000  N.F.  Units: 
equivalent  in  tryptic  activity  to  40  mg.  of  N F trypsin 

Reduces  swelling 
t Hastens  healing 
Speeds  recovery 


One  tab/ef  q.  i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
i groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Doug*:  One  tablet  q.i.d. 

I I NATIONAL  DRUG  COMPANY 

I HHl  I DIVISION  of  RICHARDSON  MERRELL  INC 

■ * U U ■ PHILADELPHIA,  PENNSYLVANIA  19144 

TBAOEMABK  BITABS  U S.  PATENT  NO  3.004.B93  */70  O OOBA  161 


ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGuire  clinic  inc. 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Webster  P.  Barnes,  M.D. 
John  H.  Reed,  Jr.,  M.D. 
Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Endoscopy,  Thoracic  & Vascular 
Surgery 

Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 


Internal  Medicine 

John  P.  Lynch,  M.D. 
William  H.  Harris,  Jr.,  M.D. 
John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
Alice  V.  Thorpe,  M.D. 

David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 
W.  Wayne  Key,  Jr.,  M.D. 

Anesthesiology 

Beverley  Jones,  M.D. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  P.  King,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

G.  E.  Smith,  Jr.,  M.D. 

Physical  Therapy 

Elizabeth  L.  Watson,  R.P.T. 


Hospital  Administrator 

Charles  M.  Green 

Director  of  Nurses — St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N. 

School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 


Clinic  Manager 

S.  Taylor  Ware,  Jr. 

Director  of  N urses — McGuire  Clinic,  Inc. 

Mary  E.  Simmons,  R.N. 


ST.  ELIZABETH’S  HOSPITAL 

James  T.  Gianoulis,  M.D. 

617  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

Austin  I.  Dodson,  Jr.,  M.D. 

Elmer  S.  Robertson,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

James  W.  Pancoast,  M.D. 

J.  Edward  Hill,  M.D. 

Gladstone  E.  Smith,  Jr.,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Pathology 

Leroy  Smith,  M.D. 

William  T.  Stuart,  M.D. 

Ronald  K.  Davis,  M.D. 

Plastic  Surgery 

Urology 

General  Surgery  & Gynecology 

L.  0.  Snead,  Jr.,  M.D. 

Clarry  C.  Trice,  M.D. 

Edward  A.  Zakaib 

Radiology 

General  Medicine 

General  Medicine 

0.  Christian  Bredrup,  Jr.,  M.D. 

George  W.  Reese,  Jr.,  M.D. 

Radiology 

Internal  Medicine 

Jack  A.  Peters,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 
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SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


James  P.  King,  M.D. 
William  D.  Keck,  M D. 
Morgan  E.  Scott,  M.D. 
David  S.  Sprague,  M.D. 


Edward  E.  Cale,  Jr.,  M.D 
Don  L.  Weston,  M.D. 

J.  William  Ciesen,  M.D. 
Delano  W.  Bolter,  M.D. 
Davis  C.  Garrett,  M.D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 
Carl  McCraw,  Ph.D. 

James  E.  Dublin,  Ph.D. 
Thomas  M.  Weddig,  Ph.D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center  Beckley  Mental  Health  Center 

Federal  Street,  Bluefield,  W.  Va.  109  E.  Main  Street,  Beckley,  W.  Va. 

David  M.  Wayne,  M.D.  Leslie  J.  Borbely,  M.D. 

Mental  Health  Clinic 

Professional  Building,  Wise,  Va 
Pierce  D.  Nelson,  M.D 


DOCTORS: 

ADMINISTRATORS: 

Terrace  Hill  . . . An  Extended 
Care  Facility  Accredited  by 
the  J.C.A.H.  and  Approved  by 
Medicare. 

In  compliance  with  the  Civil  Rights  Act  of  1964 

Within  9 minutes  from  any  local  hospital 

• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  • Activities 

• Trained  Dietitian  • Male  Orderlies 

• Air-Conditioned  Rooms 

Administrator 

" Understanding  Care ” 

Terrace  Hill  Nursing  Home, 

M—bT  2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 


Accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  an 
Extended  Care  Facility. 

John  P.  Pate 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle  RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 
William  W.  Martin,  Jr.,  M.D. 
James  R.  Wickham,  M.D. 

Obstetrics  and  Gynecology: 

Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 

Pediatrics: 

Edward  G.  Davis,  Jr.,  M.D. 
Thomas  P.  Overton,  M.D. 

Albert  S.  Thompson,  Jr.,  M.D. 
Edward  J.  Wiley,  M.D. 

Roentgenology  and  Radiology : 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

James  W.  Proffitt,  M.D. 


Anesthesiology : 

William  B.  Moncure,  M.D. 
Heth  Owen,  Jr„  M.D. 

Surgery : 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 
Wyatt  S.  Beazley,  III,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr,  M.D. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Ophthalmology,  Otolaryngology : 

Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 

Pathology: 

W.  Scott  Gilmer,  Jr.,  M.D. 

Physical  Therapy: 

William  J.  Cowan,  R.P.T. 

Director: 

Charles  C.  Hough 


' 


TUCKER  HOSPITAL  Inc. 


212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
James  Asa  Shield,  Jr.,  M.D. 
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Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 


408  North  12th  Street 
Richmond,  Virginia  23219 


An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 


Riverside 

Convalescent  Home 


JOHNSTON-WILLIS 

HOSPITAL 


Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 


RICHMOND,  VIRGINIA 


Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 


Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 
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BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 

Accredited  by  the  Joint  Commission  on  Accreditation  & Approvea  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive).  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jose  A.  Montes,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 

Fourth  Decade  of  Nursinj 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

MRS.  PLYLER’S 
NURSING  HOME 

KATE  E.  PLYLER  (1876-1947)  GENE  CLARK  REGIRER  (1912-1962) 

A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  353-3981 
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Since  1880 


The  Williams  Printing  Company 


Richmond,  Virginia  2321  1 


Virginia 
is  for 
lovers: 

History 

lovers, 

sports  lovers, 

antique 

lovers, 

garden 

lovers, 

food  lovers, 

mountain 


fancy,  you 
can  tickle 
your  fancy 
here. 


Visit,  write  or  call  Virginia  State  Travel  Service,  9th  & Grace  Streets,  Richmond  23219,  phone  (703)770-4484. 


This  advertising  is  published  by  Virginia  Medical  Monthly  as  a public  service. 


"Sorry  Doctor. 

But  you’re  going  to  be  laid  up 


■ With  that  “switch”,  Doctor,  your  income  stops. 

But  your  everyday  expenses  keep  right  on  ...  in  your  home  and  at  your  office. 
That’s  why  you  need  a sound  disability  income  plan. 

We  offer  the  original  Group  Plan  of  Disability  Income  . . . the  one  that’s  been 
recommended  and  sponsored  by  the  Medical  Society  of  Virginia  for  more  than 


a decade. 

SPECIAL  FEATURES  OF  OUR  PLAN: 

■ disability  income  up  to  $250  weekly. 

■ weekly  payments  covering  you  up  to  age 
65  for  sickness  or  even  lifetime  for  ac- 
cident. 

■ $1,000  accidental  death  benefit  with  each 
policy  . . . higher  limits  available,  of 
course. 

■ additional  benefits  available  for  accidental 
loss  of  limbs,  sight,  speech,  or  hearing. 


■ medical  payments  for  treatment  of  non- 
disabling injuries  (to  a maximum  equiva- 
lent to  one  week’s  indemnity). 

■ guaranteed  minimum  benefits  for  certain 
fractures  and  dislocations,  whether  dis- 
abled or  not. 

■ optional  daily  hospital  benefits. 

■ optional  plans  also  available  for  your  of- 
fice personnel 


FOR  FULL  DETAILS  WRITE  OR  PHONE 

Administrators 


E.  E.  Goodwyn  Agency 
Emporia,  Va. 

634-2611 

Murphy  Insurance  & Travel,  Inc. 
Charlottesville,  Va. 

295-4157 


Morrison  4 Agnor,  Inc. 
Lexington,  Va. 
463-4411 

Suter  Associates,  Inc. 
Arlington,  Va. 
525-6700 


Ernest  L.  Baker  Asso's 
Virginia  Beach,  Va. 
425-1892 

G.  C.  French  Agency,  Inc. 
Richmond,  Va. 

M13-1140 


General  Insurance  of  Roanoke 
Roanoke,  Va. 

345-8148 


Underwritten  by 

COMMERCIAL  INSURANCE  COMPANY  OF  NEWARK,  NEW  JERSEY 

one  of 

The  Continental  Insurance  Companies 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alograph^, electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.’ 23 
Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,’  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  201 0 
insomniacs,  1 706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainderforas  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  summary,  Dalmane  is 
types  of  insomnia  characterized 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  orchronic  medical 
situations  requiring  restful  sleep. 


USefliT/h  sIHRANCIS  A /"VMin,  Before  f 

Boston 
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prescribing,  please  consult  Complete 
Information,  a summary  of  which 


Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  orchronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  al.:  "Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19, 1969.  2.  Kales,  A., 
et  al.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (edL):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file,  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  ( e.g operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitation's, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


For  the  sleep  your  patients  need  < ROCHE 
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Dalmane 

Cflurazepam  hydrochloride) 
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Mho’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents", 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax  1.. it’s  predictable 

bisacodyl 

GElGY  PHARMACEUTICALS,  DIVISION  OF  GEIGV  CHEMICAL  CORPORATION,  ARDSLEY,  NEW  YORK  10502  UNDER  LICENSE  FROM  BOEHRlNGER  INGELHElM  G.  M.  S H. 




Because  bacterial  proliferation  in  the 
urine  is  a function  of  time  and  retention,'  2 3 
dawn  can  be... 

the  darkest  hour. 


/oiding  frequency  and  bacterial  build-up1 

jraph  shows  the  theoretical  effect  of  various 
I 'oiding  frequencies  on  bacterial  proliferation  in 
I he  urine. 


I maximum  growth  rate  during  the  overnight  period 

I voiding  every  3V2  hours 

j voiding  every  2V2  hours 
I , voiding  every  hour:  the  "washout"  effect 


Log10 
Number 
of  organisms 
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Time  in  hours 

For  through-the-night  coverage 

I rce  fluids.  Frequent  micturition.  It's  hard  to  fault 
I is  regimen  for  dealing  effectively  with  an  acute 
I adder  infection.  Another  fundamental  adjunct  to 
I ;atment  is  drug  therapy  for  round-the-clock 
I tibacterial  coverage.  Coverage  that  may  be  especially 

■ sirable  during  the  night  hours  of  sleep  when  urinary 

■ :ention  favors  bacterial  build-up  in  the  bladder. 

I is  is  the  coverage  that  Gantanol  (sulfamethoxazole) 
I .d.  can  provide. 

Controls  susceptible  gram-negative 
I id  gram-positive  bacteria 

I ithin  2 to  3 hours  of  the  initial  2-Gm  adult  dose, 

■ ective  antibacterial  levels  in  blood  and  urine  begin 

■ irking  to  control  the  most  common  urinary  tract 

■ /aders.  Subsequent  1-Gm  b.i.d.  doses  maintain 

■ I /erage  your  patient  needs  to  fight  E.  coli  and  other 
It  ;ceptible  gram-negative  and  gram-positive 
h rhogens. 

Your  options:  tablets  or  suspension 

I iscribe  Gantanol  Tablets  or  the  pleasant-tasting 
H Jpension.  Either  dosage  form  provides  your  patient 

■ h the  all-day,  all-night  coverage  she  needs  to  fight 
Id  nonobstructed  cystitis. 

I erences:  1.  O'Grady,  F.,  and  Cattell,  W.  R. : Brit.  J.  Urol., 

3 .56, 1966.  2.  Hinman,  F.,  Jr.,  and  Cox,  C.  E. : J.  Urol.,  96 :491, 

B >.  3.  Lapides,  J.,  et  al.:  J.  Urol.,  100:552, 1968. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic 
urinary  tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Klebsiella- 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis,  and,  less 
frequently,  Proteus  vulgaris)  and  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response.  Add  aminobenzoic  acid  to  culture  media  of  patients 
receiving  sulfonamides.  Resistant  organisms  present  a current 
problem  to  the  usefulness  of  antibacterial  agents.  Blood  levels 
should  be  measured  in  patients  receiving  sulfonamides  for  seri- 
ous infections,  since  there  may  be  wide  variations  with  identical 
doses ; 20  mg/ 100  ml  should  be  the  maximum  total  sulfonamide 
level,  as  adverse  reactions  occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 
less  than  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis) ; pregnancy  at  term  and  dur- 
ing nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  estab- 
lished, and  teratogenicity  potential  has  not  been  thoroughly  in- 
vestigated. Sulfonamides  will  not  eradicate  or  prevent  sequelae 
to  group  A streptococcal  infections,  i.e.,  rheumatic  fever,  glo- 
merulonephritis. Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported;  early  clinical  signs  such  as  sore  throat, 
fever,  pallor,  purpura  or  jaundice  may  indicate  serious  blood 
disorders.  Complete  blood  counts  and  urinalysis  with  careful 
microscopic  examination  are  recommended  frequently  during 
sulfonamide  therapy.  Clinical  data  are  insufficient  on  prolonged 
or  recurrent  therapy  in  chronic  renal  diseases  of  children  under 
6 years. 

Precautions:  Use  with  caution  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma  and 
in  glucose-6-phosphate  dehydrogenase-deficient  individuals.  In 
the  latter,  dose-related  hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and  methemoglobinemia; 
allergic  reactions:  erythema  multiforme  (Stevens-Johnson 
syndrome),  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reac- 
tions, periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis;  gastro- 
intestinal reactions:  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis  and  stomatitis;  C.N.S.  reactions: 
headache,  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia;  and 
miscellaneous  reactions:  drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon. 

Due  to  certain  chemical  similarities  with  some  goitrogens,  diu- 
retics (acetazolamide  and  thiazides)  and  oral  hypoglycemic 
agents,  sulfonamides  have  caused  rare  instances  of  goiter  pro- 
duction, diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows : j 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b.i.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp. ) / 20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/ 20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/kg/ 24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspension 
contains  0.5  Gm  sulfamethoxazole. 

In  nonobstructed  urinary  tract  infections 

Gantanol  b.i.d. 

(sulfamethoxazole) 

12  hours  of  therapy  with  every  dose 

/nnnir\  Roche  Laboratories 
C ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 

V / Nutley,  N.J  07110 


For  the 
prevention 
of  the 
gripping 
pain  of 
angina 
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Per  it  rateS  A 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


' 
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Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 

Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNERCHILCOTT 

Morris  Plains,  New  Jersey  07950 


PE-GP-1 1 


Taste! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Main  Office  Branch  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES-WE  MAKE  THEM 
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THE  GREATEST  SINGLE  THREAT  TO  YOUR  FINANCIAL  STABILITY  IS 


NOW  YOU  CAN  INSURE  AGAINST  THAT  THREAT  WITH 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 

Sponsored  and  Approved 

DISABILITY  INCOME  PLAN 
ADVANTAGES 

■ Pays  up  to  $1,200  a month  ($1,320  with  the  10%  Bonus  now  in  force) 

■ Tax-free  money  to  spend  as  you  wish 

■ Coverage  anywhere  in  the  world,  24  hours  a day,  365  days  a year,  while 
practicing,  relaxing  or  traveling 

■ Special  low-cost  plan  designed  for  the  younger  doctors 

■ Guaranteed  Renewable  to  age  65  (you  may  continue  to  age  75) 

■ Few  exclusions  — even  private  flying  is  included 

■ Pays  in  addition  to  any  other  insurance  you  may  carry 


You  can  receive  information  immediately  by  writing  or  phoning  (collect) 
the  administrators.  A minute  of  your  time  now  will  provide  you  and  your  fam- 
ily an  income  when  it’s  needed  most.  Ask  about  “Disability  Income  Protection.” 

Program  administered  by:  DAVID  A.  DYER  INSURANCE  AGENCY 

Medical  Arts  Building 
Roanoke,  Virginia  24011 
Phone:  344-5000 
and 

FRED  W.  HALL-ASSOCIATE 

8924  Orange  Hunt  Lane 
Annandale,  Virginia  22003 
Phone:  461-8087 

Specialists  in  providing  sound,  up-to-date  insurance  protection  for  the  Virginia 
physician. 

Other  Sponsored  and  Approved  Group  Plans  For  Your  Protection  ■ IN-HOSPITAL  IN- 
COME ■ PROFESSIONAL  OVERHEAD  EXPENSE  ■ MAJOR  HOSPITAL  NURSING 
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Virginia  Medical  Monthly 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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POLYMYXIN  B-BACITRACIN 


NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


when 

■■I  symptoms 
lemand 


move  up  to 
“the  Robinul 
response” 


i potent 

ynthetic 

inticholinergic 


In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind”  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2 mg. 

FortC  (glycopyrrolate) 

DICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
ated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
ible,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
ed  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
astric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
eatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
ome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
oe  indicated  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
(glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
oma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
32  mg  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
:d  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
it's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
ed  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
3 in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
s engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va.  ^,|_j.|"^Qg| 


The  get-up-and-go 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with  1 • j • ® 

severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  J_^jO  T 
urinary  retention.  Caution  ambulatory  patients  that  drowsi-  ~m- 
ness  may  result.  | j 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indiahapolis 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 
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Hypersensitivity 

to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
| ^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 
antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride. Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


(lincomycin  hydrochloride, 
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(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylococc 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

‘Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and. 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  G astro  intes- 
tinal—Glossitis,  stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypotf 
sion  following  parenteral  administrati 
have  been  reported,  particularly  after  t 
rapid  I.V.  administration.  Rare  instant 
of  cardiopulmonary  arrest  have  been 
ported  after  too  rapid  I.V.  administrate 
If  4.0  grams  or  more  administered  I. 
dilute  in  500  ml.  of  fluid  and  adminis 
no  faster  than  100  ml.  per  hour.  Lo 
reactions—  Excellent  local  tolerance  de 
onstrated  to  intramuscularly  administe 
Lincocin.  Reports  of  pain  following  • 
jection  have  been  infrequent.  Intra  ■ 
nous  administration  of  Lincocin  in  ' I 
to  500  ml.  of  5%  glucose  in  distil  U 
water  or  normal  saline  has  produced  > 
local  irritation  or  phlebitis. 


HOW  SUPPLIED : 250  mg.  and  500  . . , 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 1 , 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  t 
bottles. 


For  additional  product  information,  < - 
suit  the  package  insert  or  see  your  Upj  n 
representative. 

JA71-1203  MED  B-5-SR  (KZ  ) 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


Peoples . . . always  ready  to  serve  your 
patient . . . with  all-night 
prescription  center  drug  stores. 


Southside  Plaza/McGuire  Circle  at  Belt 
Blvd.  and  Hall  St.,  Richmond  BE  2-4566 

Barracks  Rd.  Center/Emmett  St. 

& Barracks  Rd.,  Charlottesville 293-9151 

Ward’s  Corner/Gramby  St.  & 

Little  Creek  Rd.,  Norfolk  588-5421 

Boulevard  and  Broad  Sts.,  Richmond  359-2497 

Lee  Highway  & Old  Dominion  Dr 522-0011 

...  and  5 other  stores  in  the  Metropolitan  Wash- 
ington area. 


In  the  small  hours  of  the  evening  or  morning — 
when  your  patient  can’t  wait  to  have  his  prescrip- 
tion filled — call  the  Peoples  pharmacist  at  one  of 
the  numbers  listed  here.  He’s  ready  to  help  when 
it’s  too  early  for  anyone  else  to  lend  a hand. 

He’s  a good  man  to  know.  Any  time. 

Since  1905,  Peoples  has  filled  over  125  million 
prescriptions.  The 
next  one  we  fill  is 
just  as  important 
to  us  as  all  those 
in  between. 


PRESCRIPTION  DRUG  STORES 


WHEN  NEEDED,  RECOMMEND  A PEOPLES  “SAFETY  CAP”  PRESCRIPTION  CONTAINER  FOR  FAMILIES  WITH  SMALL  CHILDREN. 
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Now 

available  for  your 

prescribing 

needs 


Cordran  Tape 

FlurandrenolideTape  (4  meg.  per  sq.  cm.) 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Guest  Editorial . . . . 


Rights-Responsibilities  and  Health  Care 

J^ACH  DAY  our  ears  are  subjected  to  an  increasing  barrage  of  verbiage 
about  the  right  of  all  Americans  to  health  services.  Almost  without 
exception  it  is  either  stated  or  implied  that  a third  party  would  or  should 
be  responsible  for  the  cost  involved. 

If  one  agrees  with  the  theory  that  American  citizenship  carries  with 
it  the  inalienable  right  to  health  care  then  he  must  contemplate  whether 
or  not  that  right  carries  with  it  responsibility.  Would  it  be  unreasonable 
to  link  the  right  to  health  care  with  the  responsibility  of  keeping  healthy? 
Such  responsibility  on  the  part  of  the  individual  would  entail  giving  up 
those  practices  which  are  known  to  be  deleterious  to  his  health,  such  as 
smoking,  riotous  living,  and  over-indulgence  in  food  and  drink,  and 
would  entail  pursuing  those  practices  which  have  been  proved  beneficial, 
such  as  regular  exercise,  balanced  diet,  and  adequate  rest. 

Perhaps  when  those  individuals  with  a burning  desire  to  receive  the 
right  of  health  care  consider  what  responsibilities  are  associated  with  that 
right  and  think  of  the  effort  necessary  to  meet  those  responsibilities  the 
fire  will  burn  less  intense. 

Harvey  W.  Allen,  D.D.S. 


Pratt  Clinic  Building 
Fredericksburg,  Virginia  22401 


Surgical  Treatment  of  Congenital  Heart  Defects 


Among  the  most  gratifying  things 
on  the  medical  scene  is  the  prog- 
ress in  the  treatment  of  congenital 
heart  disease.  With  the  develop- 
ment of  precise  diagnostic  tech- 
niques and  advances  in  cardiac 
surgery , many  cases  are  note  cured 
or  palliated  which  were  hopeless 
only  a few  years  ago.  The  experi- 
ence at  the  Medical  College  of 
Virginia  over  a four-year  period 
is  presented. 


PROGRESS  in  the  surgery  of  congenital 
heart  disease  has  been  so  rapid  in  the 
past  30  years  that  it  has  been  difficult  for 
physicians  not  directly  involved  to  be  fully 
apprised  of  the  many  new  developments. 
When  Dr.  Robert  Gross  first  successfully 
ligated  a patent  ductus  arteriosus  in  193  8,1 
the  modern  era  of  cardiac  surgery  began. 
The  introduction  of  cardiac  catheterization 
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by  Cournand2  and  associates  and  angio- 
cardiography by  Robb  and  Steinberg3  per- 
mitted precise  physiologic  and  anatomic 
diagnosis  of  congenital  heart  disease  for  the 
first  time.  Pioneering  surgeons  then  devised 
techniques  for  palliation  and  cure  of  defects 
which  previously  carried  an  ominous  prog- 
nosis. The  success  of  their  effort  is  drama- 
tically illustrated  by  analysis  of  mortality 
statistics  from  the  University  of  Minnesota 
for  all  open  heart  procedures  on  patients 
with  congenital  heart  disease.4 

Progress  of  Open  Heart  Surgery  for 
Congenital  Heart  Disease 
University  of  Minnesota 

Operative 

Number  of  Cases  Mortality 

1954-1957  386  36% 

1958-1962  986  22% 

1963-1966  419  12% 

The  scope  of  palliation  and  total  correc- 

tion has  been  particularly  expanded  in  in- 
fants. Further  reduction  in  the  operative 
mortality  has  been  possible  in  recent  years 
by  improvement  in  pre-  and  post-operative 
care. 

The  purpose  of  this  paper  is  to  review 
the  experience  at  the  Medical  College  of 
Virginia  as  related  to  the  incidence,  morbid- 
ity and  mortality  of  surgically  corrected 
congenital  heart  lesions  over  a four  year 
period. 

Materials  and  Methods 

All  patients,  private  or  staff,  who  had 
surgery  for  correction  or  palliation  of  a 
congenital  cardiac  defect  from  birth  to  20 
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years  of  age  at  the  Medical  College  of  Vir- 
ginia Hospitals  between  January  1,  1966, 
and  January  1,  1970,  are  included  in  this 
report.  This  four-year  interval  was  chosen 
to  present  a complete  evaluation  of  recent 
surgical  results.  Every  patient  had  complete 
cardiac  evaluation,  including  a history, 
physical  examination,  chest  roentgenogram 
and  electrocardiogram.  Cardiac  catheteriza- 
tion and  angiography  were  done  except  in 
children  with  a patent  ductus  arteriosus  in 
whom  these  diagnostic  procedures  were  fre- 
quently omitted.  Decisions  for  surgery  were 
made  at  a weekly  conference  in  which  pe- 
diatric cardiologists,  physiologists,  radiolo- 


Results 

Three  hundred  seventy-eight  patients  had 
major  surgical  procedures  with  the  distri- 
bution of  lesions  as  follows.  (Table  I ) The 
mortality  for  the  more  common  defects  will 
be  considered  individually.  Any  death  with- 
in the  first  month  post-operatively  is  con- 
sidered as  surgical  mortality. 

Atrial  Septal  Defects — Even  a small  atrial 
septal  defect  makes  a pre-school  child  a 
candidate  for  surgery.  All  were  catheterized 
and  patients  with  a pulmonic  to  systemic 
flow  ratio  greater  than  1.4:1  were  referred 
for  surgery  at  an  appropriate  age.  This  was 
the  most  frequently  corrected  left  to  right 


TABLE  I 

Incidence  and  Mortality  of  Congenital  Heart  Disease  Treated 
Surgically  at  MCV  1966-1970 


Defect 

Patients 

(378) 

Expired 

(27) 

MCV 
Mortality 
% (7.1) 

Acyanotic 

Atrial  Septal  Defect 

69 

0 

0 

Ventricular  Septal  Defect 

67 

Corrected 62 

1 

1.6 

Bands 5 

2 

40 

Patent  Ductus  Arteriosus 

65 

2 

3.1 

Coarctation 

23 

I 

4.3 

Pulmonic  Stenosis 

21 

0 

0 

Aortic  Stenosis 

6 

0 

0 

Vascular  Rings 

3 

0 

0 

Cyanotic 

Tetralogy  of  Fallot 

84 

Shunts 40 

3 

7.5 

Open  Correction 44 

1 

2.3 

Thoracotomy 1 

Transposition  of  Great  Arteries 

9 

0 

0 

Balloon  Septostomy. . . 5 

0 

0 

Atrial  Septectomju  ...  7 

2 

28.5 

Mustard  Procedure.  . . 2 

0 

0 

Rare  Cyanotic  Lesions 

31 

15 

48 

gists  and  surgeons  participated.  Surgical 
procedures  were  divided  approximately 
equally  between  the  two  surgical  teams. 


During  these  four  years,  there  were: 


7,361  pediatric  cardiology  out-patient 
visits 


1,878  hospital  patients 
378  children  undergoing  surgery  for 
congenital  cardiac  defects 
385  total  surgical  procedures  for 
congenital  cardiac  lesions 
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shunt  and  was  seen  in  69  surgical  patients. 
They  were  divided  as  follows: 

Atrial  Septal  Defects  (69) 


Types: 

Secundum  53 

Primum  8 

Atrial  Septal  6 

Defect  and  Partial 
Anomalous  Pulmonary 
Venous  Return 
Single  Atrium  2 

Ages : 

Complications: 
Recatheterization : 
Mortality: 


Mean  6 Years  (3-20) 
13 

None 

None 
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In  eight  of  these  patients  mild  pulmonic 
stenosis  was  present.  Post-operative  compli- 
cations included  post-pericardiotomy  syn- 
drome in  four,  transient  cardiac  failure  in 
three,  and  arrhythmias  in  four.  Sixty-one 
patients  were  seen  post-operatively  and  dis- 
charged as  cured.  Five  are  being  followed 
with  minor  problems  and  three  have  not 
returned  for  re-examination.  There  were 
no  deaths  in  this  group. 

Ventricular  Septal  Defects — Sixty-two 
patients  had  closure  of  a moderately  large 
ventricular  septal  defect,  which  was  the 
major  lesion.  Five  infants  with  intractable 
cardiac  failure  had  pulmonary  artery  band- 
ing to  decrease  pulmonary  blood  flow  caused 
by  a large  shunt  through  a ventricular  sep- 
tal defect.  Patients  were  divided  as  follows: 


Ventricular  Septal  Defects  (67) 


Types: 

Corrected  VSD 
Single 
Multiple 
Left  Ven- 
tricular- 
Right  Atrial 
Shunts 

Banded  Pulmonary 
Artery 
Ages: 

Complications : 
Recatheterization : 
Mortality  Total 
Correction 
Pulmonary 
Artery  Bands 


62 

57 

2 

3 


5 

Mean  5 Years  (4  Months- 

20  Years) 

21  (2  re-operated) 

9 

3 (4.5%) 

1 (1.6%) 

2 (40% ) 


Eighteen  children  had  associated  defects 
as  follows: 


9 Atrial  Septal  Defects 
4 Aortic  Insufficiency 
4 Patent  Ductus  Arteriosus 
1 Coarctation  of  the  Aorta 
1 Diverticulum  Left  Ventricle 

Five  patients  required  removal  of  a pul- 
monary artery  band,  applied  prior  to  1966, 
in  addition  to  closure  of  the  ventricular 
septal  defect.  Palliative  bands  were  left  in 
place  for  about  six  years  before  the  correc- 
tive surgery. 


Immediate  post-operative  complications 
included  arrhythmias  in  five,  post-pericar- 
diotomy syndrome  in  three,  and  serum  hepa- 
titis in  one.  Late  problems  associated  with 
direct  closure  were  residual,  small  ventricu- 
lar septal  defects,  mild  pulmonic  stenosis  or 
mild  aortic  insufficiency.  Two  have  been  re- 
operated for  closure  of  residual  defects.  One 
died  with  severe  associated  aortic  insuffi- 
ciency from  a redundant  aortic  cusp. 

Of  the  five  infants  under  one  year  of 
age  who  required  pulmonary  artery  band- 
ing, only  two  had  good  surgical  palliation. 
One  died  at  surgery.  Two  others  died  of 
cardiac  failure  12  days  and  three  months 
post-operatively.  Associated  intra  and  extra- 
cardiac defects  further  complicated  their 
course. 

Patent  Ductus  Arteriosus — A patent  duc- 
tus arteriosus  has  been  interrupted  in  65 
patients  between  the  ages  of  three  months 
and  17  years. 

Patent  Ductus  Arteriosus  (65) 

Ages:  Mean  4 Years  (3  Months- 

17  Years) 

Complications:  2 

Recatheterization:  None 

Mortality:  2 (3%) 

Associated  defects  occurred  in  1 1 children 
and  included  atrial  septal  defects,  ventricu- 
lar septal  defects,  coarctation  of  the  aorta, 
and  aortic  stenosis.  Four  children  with  a 
patent  ductus  arteriosus  had  a Rubella  Syn- 
drome and  two  had  a Trisomy  21.  Sixty- 
one  patients  have  been  seen  post-operatively 
and  discharged  as  cured.  Two  had  not  re- 
turned for  re-examination  and  two,  one  an 
infant,  died  of  technical  problems  during 
surgery. 

Because  of  cardiac  failure  and  cardio- 
megaly,  eight  infants  were  surgically  cor- 
rected under  one  year  of  age.  Ideally,  sur- 
gery is  deferred  until  the  child  is  older  than 
two  years  of  age.  One  infant,  five  months 
of  age  with  associated  atrial  and  ventricular 
septal  defects,  had  pulmonary  artery  band- 
ing at  the  same  time  her  ductus  was  closed. 
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Coarctation  of  the  Aorta — Coarctation 
of  the  aorta  was  corrected  in  23  patients 
at  a mean  age  of  6.8  years. 


Coarctation  of  the  Aorta  (23) 

Ages:  Mean  6 Years  (8  Days- 

19  Years) 

Complications:  1 

Recatheterization:  None 

Mortality:  1 


All  patients  had  pre-operative  aortography. 
Four  patients  required  surgery  in  infancy 
for  intractable  congestive  failure.  Three  of 
the  four  infants  and  all  older  patients  sur- 
vived. Three  children  had  an  associated 
ventricular  septal  defect,  two  had  an  asso- 
ciated patent  ductus  arteriosus,  including 
the  infant  who  died.  One  survivor  had 
complete  interruption  of  the  aortic  arch  at 
the  level  of  the  left  subclavian  artery.  In 
one  child,  significant  and  prolonged  post- 
operative hypertension,  which  subsequently 
returned  to  normal,  occurred.  Sixteen  pa- 
tients had  excellent  results.  Six  are  being 
followed  with  minor  pressure  gradients 
between  the  arms  and  legs. 

Pulmonic  Stenosis — Pulmonic  stenosis  is 
commonly  associated  with  other  defects  but 
was  seen  as  the  primary  problem  in  21  cases 
who  had  an  intact  ventricular  septum  and 
a right  ventricular  to  pulmonary  artery 
gradient  between  50  and  160  mm.Hg.  The 
types  are  as  follows: 


Pulmonic  Stenosis  (21) 


Types : 

Valvular 

Secondary  Infundibu- 
lar Narrowing 
Supravalvular 
Primary  Infundibular 
Ages: 

Complications: 
Recatheterization : 
Mortality: 


17 

7 

1 

3 

Mean  8 Years  (1-18) 

4 
2 

None 


Associated  defects  included  atrial  septal  de- 
fects in  seven,  peripheral  pulmonic  stenosis 
in  three,  and  patent  ductus  arteriosus  in  one. 
Cardiac  failure  was  a transient  post-opera- 
tive complication  occurring  in  four  chil- 
dren. All  survived  and  were  improved. 


Aortic  Stenosis — Although  46  cases  of 
aortic  stenosis  were  studied  in  the  Cardiac 
Catheterization  Laboratory  in  this  four  year 
period,  only  six  were  referred  for  surgery. 


Aortic  Stenosis  (6) 


Types: 

V alvular 

Subvalvular  Mem- 
brane 

Idiopathic  Hyper- 
trophic 

Subaortic  Stenosis 
Ages : 

Complications : 
Recatheterization : 
Mortality : 


Mean  13  Years  (9-19) 
2 
2 

None 


Surgery  under  20  years  is  reserved  for  severe 
cases.  Criteria  for  operation  were  a gradient 
in  excess  of  80  mm.Hg.  and  electrocardio- 
graphic evidence  of  left  ventricular  hyper- 
trophy and  strain.  The  age  group  is  older 
than  for  most  other  lesions  and  included  no 
infants.  Those  with  valvular  stenosis  under- 
went valvuloplasty  and  no  prosthetic  valves 
or  homografts  were  utilized.  All  survived 
and  are  improved;  two  have  been  recatheter- 
ized  post-operatively,  one  with  a 20  mm. 
and  one  with  a 5 0 mm.  systolic  gradient 
over  the  valve.  Two  patients  who  had  aortic 
insufficiency  initially,  continued  to  mani- 
fest mild  valvular  incompetence  post- 
operatively. 

Vascular  Rings — Three  children  with  an 
aortic  vascular  ring  were  successfully  re- 
paired under  eight  months  of  age.  All  had 
relief  of  their  stridor  and  have  been  fol- 
lowed for  one  to  five  years.  One  infant 
also  had  a shunt  for  severe  tetralogy. 

Tetralogy  of  Fallot  — Eighty-four  pa- 
tients had  surgical  procedures  for  tetralogy 
of  Fallot  as  noted.  In  general,  a Waterston’s 
procedure'1  (aorta  to  right  pulmonary  artery 
anastomosis)  was  the  shunt  of  choice  in  the 
first  three  months  of  life,  a Blalock-Taussig 
shunt'1  (subclavian  to  pulmonary  artery) 
being  preferable  if  one  was  required  in  a 
slightly  larger  child.  Nineteen  infants  had 
shunts  created  within  the  first  year  of  life, 
of  whom  sixteen  survived.  There  were  no 
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deaths  in  the  other  twenty  children  who 
required  shunts  between  one  and  four  years 
of  age.  The  mortality  for  the  shunt  pro- 
cedure is  7.5%  (3  deaths).  Six  patients 

Tetralogy  of  Fallot  (84) 


Types: 

Shunts 

Open  Correction 
Thoracotomy 
Ages: 

Complications : 
Procedures: 
Recatheterization : 
Mortality : 

Shunts 

Open  Correction 
Total 


39 

45 

1 

Mean  6 Years  (1  Week- 

20  Years) 

22  (4  re-operated) 

89 

6 

4 

3 (7.5%) 

1 (2.3%) 

4 (4.7%) 


required  revision  of  their  shunt  at  some  time 
post-operatively.  The  majority  were  treated 
with  digitalis  in  the  post-operative  period, 
since  cardiac  failure  was  a frequent  transient 
complication. 

Open  correction  of  tetralogy  of  Fallot  in 
45  patients  was  successful  in  44  giving  this 
a mortality  of  2.3%.  This  surgical  pro- 
cedure is  generally  reserved  for  those  over 
40  pounds  with  an  age  distribution  as  noted 
in  Table  II.  The  youngest  child  was  a three 


tolmo  32<Joy$  over  4 mos  l3mos  25mos  49mos  7-l2yrs  l3-20yr*. 
to  4 mos  lolyr  to  2 yrs  lo4yrs  to6yrs 


Table  II 


year  old  of  27  pounds.  Of  the  44  patients 
corrected,  24  had  no  previous  shunt.  Twenty 
had  shunting  surgery  prior  to  1966  and  one 
child  had  both  a shunt  and  open  correction 
during  the  period  of  study.  Open  correc- 
tion is  associated  with  greater  morbidity 


than  single  lesions  previously  presented. 
Transient  cardiac  failure  occurred  post- 
operatively  in  25,  but  responded  well  to 
digitalis  and  diuretics.  Permanent  complete 
heart  block  occurred  in  one  child;  tracheos- 
tomies were  required  in  three.  Pulmonary 
complications  and  bleeding  problems  made 
post-operative  care  more  complex  for  a 
brief  period  of  time.  The  mean  hospital 
stay  was  17  days  in  contrast  to  12  days  for 
single  lesions.  Six  children  have  been  re- 
catheterized  for  later  evaluation  and  four 
have  required  re-operation  for  residual  ven- 
tricular defects  or  inadequate  relief  of  their 
pulmonary  stenosis. 

All  children  have  been  seen  post-opera- 
tively and  39  had  excellent  results.  Five 
have  problems  related  to  heart  block  ( 1 ) , 
tricuspid  insufficiency  ( 1 ) , or  pulmonary 
artery  coarctations  (3). 

Twenty-nine  infants  with  tetralogy  had 
major  extra-cardiac  lesions  involving  the 
brain,  kidney,  gastrointestinal  tract  or  skele- 
ton. Twenty-seven  children  had  additional 
cardiac  abnormalities. 

Transposition  of  the  Great  Arteries — In 
the  past  10  years,  there  has  been  a renewed 
interest  in  transposition  of  the  great  arteries 
since  Doctors  Senning'  and  Mustard'  de- 
vised ingenious  surgical  corrective  proce- 
dures. In  1966,  Rashkind  and  Miller"  de- 
scribed a catheterization  balloon  technique 
for  creating  a large  palliative  atrial  septal 
defect.  Enlarging  the  atrial  septal  defect 
had  been  tried  earlier  by  Drs.  Blalock  and 
Hanlon.1" 

In  many  series,  transposition  has  com- 
prised up  to  20%  of  necropsy  cases  in  cya- 
notic congenital  heart  disease  under  one  year 
of  age.  Only  nine  cases  of  transposition  of 
the  usual  variety  occurred  in  our  series.  Five 
others  associated  with  a single  ventricle, 
bilocular  heart  or  tricuspid  atresia  are  in- 
cluded with  cyanotic  miscellaneous  lesions. 

All  nine  were  treated  in  infancy  with 
either  a balloon  septostomy  or  a Blalock- 
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Hanlon  atrial  septectomy.  Their  courses  are 
as  noted  in  Table  III. 

There  were  no  deaths  related  to  the  bal- 


defects  were  seen  of  whom  21  were  less 
than  a year  of  age.  The  types  are  noted  in 
Table  IV. 


TABLE  III 

Transposition  of  the  Great  Arteries 


Year 

Age  at 

Associated 

Born 

Balloon 

Blalock-Hanlon 

Mustard 

Result 

Defect 

1. 

D.S. 

1964 

No 

6 Months 

5 Years 

Excellent 

PDA  Only 

2. 

G.H. 

1955 

No 

6 Months 

11  Years 

Excellent 

None 

3. 

D.W. 

1968 

9 Days 

13  Months 

Fair 

Small  VSD 

4. 

J.B. 

1968 

2 I)avs 

18  Months 

Fair 

None 

5. 

R.S. 

1966 

No 

10  Days 

Died 

PDA;  ASD 

6. 

A.P. 

1966 

10  Days 

3 Weeks 

Good 

Small  PDA:  PS 

7. 

W.G. 

1967 

7 Days 

17  Days 

Died 

None 

8. 

K.S. 

1966 

3 Days 

2 Weeks 

Good 

None 

9. 

J.R. 

1966 

No 

6 Weeks 

Good 

VSD 

loon  procedure.  All  five  of  the  infants  who 
had  a balloon  septostomy  later  required  a 
Blalock-Hanlon  septectomy.  The  other  two 
infants  were  born  early  in  1966  before  the 
balloon  catheter  was  available,  so  the  surgi- 
cal septectomy  was  the  initial  procedure. 
Two  died  10  days  and  19  days  after  pallia- 
tive surgery.  One  infant  survived  prior  the 
balloon.  Case  9 required  additional  pul- 
monary artery  banding. 

Two  children  who  had  a Blalock-Hanlon 
septectomy  in  infancy  prior  to  1966  had  a 
complete  correction  by  the  Mustard  tech- 
nique during  the  past  four  years  and  are 
now  improved.  Although  these  children  had 
more  complications  of  bleeding,  pulmonary 
congestion,  anoxia,  arrhythmias  and  cardiac 
failure  in  the  immediate  post-operative  pe- 
riod, their  later  status  is  encouraging.  Cor- 
rective procedures  are  planned  for  the  five 
surviving  infants  at  approximately  40 
pounds.  The  over  all  results  are  as  noted. 


Transposition  of  the  Great  Arteries  (9) 


Catheterization  Procedures 

Expired 

Mortality  % 

Balloon  Septostomy 
Surgical  Procedures 

5 

0 

0 

Blalock-Hanlon 

Atrial  Septectomy 

7 

2 

28.5% 

Mustard  Correction 

2 

0 

0 

Total 

9 

2 

22% 

Miscellaneous  Cyanotic  Lesions — Thirty- 
one  children  with  rarer  cyanotic  congenital 


Tricuspid  Atresia  — The  five  cyanotic 
children  with  tricuspid  atresia  had  shunts 
created  between  the  ages  of  one  day  and  six 


TABLE  IV 

Bare  Cyanotic  Congenital  Defects 


Defects 

Patients 

Expired 

Tricuspid  Atresia 

5 

0 

AV  Canal 

5 

2 

Splenic  Syndromes 

5 

2 

Single  Ventricle  and  Pulmonic 

Stenosis 

2 

i 

Single  Ventricle  and  No  Pul- 

monic  Stenosis 

i 

i 

Pulmonary  Atresia 

2 

2 

Total  .Anomalous  Pulmonary 

Venous  Return 

2 

i 

Ebstein’s 

2 

2 

T runcus 

2 

0 

Hypoplastic  Left  Heart  With 

Mitral  Stenosis 

2 

2 

Double  Outlet  Right  Ventri- 

cle 

i 

i 

Corrected  Transposition  and 

Ebstein’s 

i 

0 

Atrial  Septal  Defect,  Ventric- 
ular Septal  Defect,  Left 

Superior  Vena  Cava 

i 

1 

Tot  al  

31 

15  (48%) 

months  and  all  survived  the  procedure  with 
improvement.  The  only  complicated  course 
was  a child  with  a Glenn  shunt11  (superior 
vena  cava  to  pulmonary  artery)  done  at 
two  months  of  age.  A Waterston’s  pro- 
cedure was  performed  on  the  other  four, 
who  had  an  average  hospital  stay  of  16  days. 
Three  of  the  four  are  doing  well  one  to  three 
years  later.  One  infant  died  four  months 
post-operatively  with  acute  Gram  negative 
sepsis. 
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Complete  Atrio-V e utricular  Canal — The 
five  children  with  a complete  atrio-ventric- 
ular  canal,  including  a single  AV  valve, 
had  early  surgery  because  of  severe  cardiac 
failure.  Four  required  surgical  therapy 
under  one  year  of  age,  including  one  with 
a Rubella  Syndrome  and  one  Trisomy  21. 
The  two  palliated  with  pulmonary  artery 
bands  survive  and  are  improved.  Only  the 
four  year  old  survived  complete  correction. 
Two  infants  expired  in  the  attempt  at  early 
surgical  correction. 

Splenic  Syndromes  with  Bilocular  Hearts 
— Asplenia  or  polysplenia  when  associated 
with  congenital  heart  disease  characteris- 
tically has  a dextrocardia  without  situs 
inversus  or  levocardia  with  situs  inversus 
with  a bilocular  heart  or  large  atrial  and 
ventricular  septal  defects,  pulmonic  stenosis 
and  anomalous  systemic  veins.  Three  older 
children  and  two  infants  fit  this  category, 
three  with  asplenia  and  two  with  poly- 
splenia. All  had  associated  pulmonic  steno- 
sis. Three  were  improved  by  a shunt;  two 
died  with  attempts  at  partial  correction. 

Rarer  Cyanotic  Lesions  included  two 
children  with  total  anomalous  pulmonary 
venous  return,  one  of  whom  was  success- 
fully corrected.  Another  child  with  cor- 
rected transportation  of  the  great  arteries 
and  a left-sided  Ebstein’s  deformity  of  the 
tricupsid  valve  is  markedly  improved  post- 
operatively.  Palliation  by  banding  the  pul- 
monary artery  or  creating  a shunt  to  alter 
the  pulmonary  blood  flow  has  given  pallia- 
tion in  two  cases  of  Truncus  Arteriosus, 
but  has  not  been  helpful  in  three  children 
with  a single  ventricle.  Efforts  to  correct 
Ebstein’s  anomaly,  pulmonary  atresia  and 
mitral  stenosis  with  fibroelastosis  in  infancy 
continue  to  yield  discouraging  results.  The 
total  mortality  for  the  3 1 complex  cyanotic 
lesions  was  48%.  Twenty-one  patients  were 
under  one  year  of  age. 

Conclusion 

In  the  past  four  calendar  years,  378  chil- 
dren with  congenital  heart  disease  have  been 


corrected  or  palliated  at  the  Medical  Col- 
lege of  Virginia  Hospitals  with  385  surgical 
procedures.  The  overall  surgical  mortality 
is  7%.  Sixty-nine  patients  were  less  than 
one  year  of  age. 

Of  the  2 54  acyanotic  patients,  2.4%  died 
at  surgery  or  of  related  causes  in  the  follow- 
ing month.  Tetralogy  of  Fallot  was  the 
most  favorable  cyanotic  lesion  with  a mor- 
tality for  shunts  in  early  childhood  of  7.5% 
and  for  open  correction  of  44  patients,  it 
was  2.3%.  Cooley’s1"  recent  review  of  his 
experience  over  approximately  a ten  year 
period  reports  the  mortality  for  shunts  was 
7.2%  and  for  open  correction  15%.  At 
Johns  Hopkins  University  Hospital,1"  187 
patients,  ages  2 to  40  years,  underwent  com- 
plete correction  of  tetralogy  in  the  last 
five  years  with  a 9.6%  mortality.  Our  study 
showed  seven  of  nine  children  with  trans- 
portation of  the  great  arteries  survived. 
Thirty-one  other  children  with  complex 
cyanotic  lesions  had  a 48%  surgical  mortal- 
ity. This  included  many  high  risk  infants 
in  whom  an  aggressive  approach  for  pallia- 
tion was  justified  because  their  prognosis 
was  otherwise  hopeless. 

Advances  in  cardiac  surgery  have  been 
great  in  the  last  30  years,  but  further  prog- 
ess  is  anticipated,  especially  in  infants.  A 
cooperative  effort  involving  referring  phy- 
sicians, pediatric  cardiologists,  physiologists 
and  surgeons  is  required  to  effect  these  highly 
satisfactory  results. 
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Box  272 

Medical  College  of  Virginia 
Richmond,  Virginia  23219 


Clinical  Center  Studies  of  Hemolysis  and  Bilirubin  Metabolism 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  for  studies  of  he- 
molysis and  bilirubin  metabolism  being  con- 
ducted by  the  Metabolism  Branch  of  the 
National  Cancer  Institute  at  the  Clinical 
Center,  National  Institutes  of  Health,  Be- 
thesda,  Maryland. 

Two  categories  of  patients  are  needed: 

( 1 ) Patients  with  chronic  hemolytic 
states,  either  hereditary  or  acquired. 
Patients  with  congenital  spherocyto- 
sis prior  to  splenectomy  or  with  au- 
toimmune hemolytic  anemias  are 
particularly  suitable  for  these  studies, 
but  any  patient  with  chronic  hemo- 
lytic anemia  will  be  considered. 


(2)  Patients  with  specific  abnormalities 
of  bilirubin  metabolism,  such  as  Gil- 
bert’s Dubin-Johnson  or  Crigler- 
Najjar  syndromes. 

Of  particular  interest  are  adolescents  and 
adults  who  are  ambulatory.  Suitable  patients 
will  be  admitted  to  the  Clinical  Center  for 
study. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these 
studies  may  write  or  telephone:  Paul  D. 
Berk,  M.D.,  Clinical  Center,  Room  4N-1 17, 
National  Institutes  of  Health,  Bethesda, 
Maryland  20014.  Telephone:  (301)  496- 
595  5. 
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The  Epileptic  in  Virginia 

Survey  of  Existing  Services  and  Facilities 


Facilities  and  services  available  to 
the  epileptic  are  covered  in  this 
survey.  Personnel  and  training 
facilities  for  personnel  to  work 
with  epileptics  are  included.  There 
are  recommendations  for  more 
completely  meeting  the  needs  of 
the  epileptic. 


The  united  states  public 

HEALTH  SERVICE  Advisory  Com- 
mittee on  the  Epilepsies  is  documenting 
services  and  facilities  available  to  the  epi- 
leptic in  selected  areas  of  the  United 
States.1,2  The  material  presented  on  Virginia 
in  this  summary  article  is  further  docu- 
mented in  a monograph  available  on  re- 
quest/ This  survey  was  performed  in  July 
of  1969. 


Early  History  of  Epilepsy  in  Virginia 

The  history  of  medicine  in  Virginia  dates 
to  the  founding  of  this  country.  Wyndham 
B.  Blanton  has  expertly  documented  the 

Cereghino,  James  J.,  M.D.,  Staff  Neurologist, 
Section  on  Epilepsy,  Collaborative  and  Field  Re- 
search, National  Institute  of  Neurological  Diseases 
and  Stroke,  National  Institutes  of  Health. 

Fulghum,  James  E.,  Jr.,  Public  Health  Advisor, 
Neurological  and  Sensory  Disease  Control  Program, 
Division  of  Chronic  Disease  Programs,  Regional  Med- 
ical Programs  Service,  Health  Services  and  Mental 
Health  Administration. 


JAMES  J.  CEREGHINO,  M.D. 
JAMES  E.  FULGHUM,  JR. 
Betbesda,  Maryland 


history  of  medicine  in  Virginia  in  a three- 
volume  series/’5,6 

The  epileptic  in  Virginia,  as  in  all  parts 
of  the  world,  has  undergone  rather  drastic 
therapeutic  measures  including  bleeding, 
purges,  emetics,  electric  shock,  and  the 
drawing  of  blisters  on  the  scalp.”  Charlatans 
promised  cures  for  epileptics  as  evidenced  by 
the  following  entry  in  George  Washington’s 
diary: 

"Patsy  Custis,  a member  of  Washington’s 
household,  was  a victim  of  epilepsy.  Her 
attacks  of  fits  had  baffled  the  physicians 
for  years.  Finally  Washington  heard  of 
Mr.  J.  N.  O.  Johnson,  who  claimed  to 
cure  fits  by  a receipt  all  his  own.  He  was 
summoned  to  Mount  Vernon  in  August 
1771,  and  the  young  lady  was  placed  in 
his  care.  Though  Washington  paid  the 
gentleman  '14  pounds  Maryland  cur- 
rency’ for  his  services,  Patsy  made  no  im- 
provement and  she  later  died  in  one  of  her 
fits.”  5 

Trephining  of  the  head  became  an  ac- 
cepted procedure  for  some  forms  of  epilepsy 
after  18  53  when  Carter  P.  Johnson,  Profes- 
sor of  Anatomy  at  the  Medical  College  of 
Virginia,  used  trephining  to  relieve  a patient 
of  seizures  caused  by  a head  injury.  The 
patient  was  reportedly  seizure-free  for  at 
least  four  years.'  An  1894  clinical  lecture 
reported  the  indications  for  trephining  in 
cases  of  epilepsy  as:  (1)  "utter  failure  of 
all  methods  hitherto  employed  for  the  relief 
of  their  distressing  symptoms,”  (2)  "the 
history  of  each  case  subsequent  to  the  in- 
fliction of  the  injury,”  and  (3)  "the  well 
marked  evidences  of  traumatism  which  you 
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observe  on  each  calvarium”.  8 The  mortality 
from  the  surgery  was  reported  as  19%.  In 
a report  of  82  cases,  48  were  restored  to 
good  health,  since  the  convulsions  ceased 
for  a number  of  years  and  then  became 
very  slight,  and  13  of  the  cases  were  com- 
pletely relieved.8 

By  the  turn  of  the  present  century,  the 
"moral  treatment  of  epilepsy”  was  being 
considered.  An  1896  paper  vividly  describes 
the  conditions  of  the  epileptic: 

"For  too  long,  it  has  been  the  habit  of 
physicians  to  dismiss  the  epileptic  patient 
with  a prescription  of  perhaps  uncertain 
value  enforced  by  some  general  direction 
as  to  diet  and  exercise,  while  the  greatest 
needs  of  the  poor  sufferer  have  received 
no  consideration  at  his  hands.  It  is  too 
often  forgotten  that  it  is  only  during  the 
convulsive  seizures  that  the  epileptic  is 
incapacitated.  At  all  other  times  he  is 
able  to  work  and  study  as  other  people 
are;  but  the  fact  that  they  have  these 
moments  of  unconsciousness,  be  they  fre- 
quent or  rare,  in  the  eyes  of  the  public, 
and  too  often  in  the  opinion  even  of  the 
profession,  debar  them  from  many  of  the 
privileges  enjoyed  by  their  more  for- 
tunate brethren.  As  a result  of  this  mis- 
conception, or  rather  prejudice,  on  the 
part  of  the  laiety,  they  can  attend  no  pub- 
lic school,  church  or  social  gatherings, 
can  engage  in  no  business  employments, 
and  as  a consequence  reared  in  idleness, 
they  grew  up  uneducated  and  become  a 
burden  to  themselves  and  the  State — no 
place  being  open  to  them  unless  it  be 
an  almshouse  or  an  insane  asylum.”  9 

Dimensions  of  the  Problem 

Estimates  of  the  prevalence  of  convulsive 
disorders  in  Virginia  are  variable.  The  Epi- 
lepsy Foundation  of  America  estimates  that 
2-3%  of  the  population  of  the  United  States 
has  some  form  of  epilepsy.10  Applying  this 
percentage  to  Virginia’s  1969  population 
estimate  of  4,669,000,  there  would  be  a 


minimum  of  117,300  people  in  Virginia 
with  some  form  of  convulsive  disorder. 

The  Kurland  Survey  of  Rochester,  Min- 
nesota, may  be  used  to  make  another  mini- 
mal estimate  of  the  prevalence  of  convulsive 
disorders  in  Virginia.11  There  are  approxi- 
mately 17,600  individuals  with  a convulsive 
disorder  in  Virginia  based  on  Kurland’s 
prevalence  rate,  but  the  use  of  this  rate  in 
Virginia  is  subject  to  statistical  limitations. 

An  independent  consulting  firm  esti- 
mated there  were  491,680  disabled  persons 
in  Virginia  in  1963.  Epilepsy  was  estimated 
to  account  for  7.1%  of  the  total  disabled 
estimate  or  some  3 3,000  people.  This  esti- 
mate did  not  include  epileptics  who  were 
unimpaired  by  their  seizures.19 

From  August  1967  through  January 
1968,  five  Virginia  communities  (Peters- 
burg, Norfolk,  Alexandria,  Augusta  Coun- 
ty, and  Wise  County)  were  surveyed  for 
reported  disabilities.  Complete  interviews 
were  conducted  with  adults  and  representa- 
tive families  selected  on  area  probability 
sampling  techniques.  The  prevalence  of 
epilepsy  as  a reported  disability  was  0.7%, 
which  when  applied  to  the  1969  population 
estimate  indicates  there  would  be  approxi- 
mately 32,700  epileptics  in  Virginia.  This 


FIGURE  l 

Prevalence  Estimates  of  Epilepsy  in  Virginia 


Source 

Estimate  Per 

Virginia 

Prevalence 

100,000  Population 

Estimate 

Epilepsy  Foundation  of 

America  [10] 

2500/100.000 

117,500* 

Kurland  Data  of  Roches- 

ter,  Minnesota  [11] 

375/100,000 

17,600* 

Independent  Virginia 

consultant  [19] 

35, 000 t 

Virginia  Community 

Survey  [19] 

700/100.000 

32,700* 

*Based  on  July  1,  1969  population  estimate  of 
4,669,000. 

fEstimated  prevalence  1965  based  on  1963  popula- 
tion of  4,331,000  [19]. 

estimate  was  considered  as  minimal  since 
these  were  reported  cases  only  and  consid- 
erable reluctance  to  admitting  seizures  is 
still  encountered.19  Figure  1 summarizes 
the  various  estimates  of  prevalence  of  epi- 
lepsy in  Virginia. 
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Training  Programs  in  the 
Neurological  Sciences 

By  the  19th  century  there  were  several 
medical  schools  in  Virginia.  For  the  18  54- 
5 5 session  at  the  Richmond  School,  Charles 
Edward  Brown-Sequard  occupied  the  chair 
of  the  Institutes  of  Medicine  and  Medical 
Jurisprudence.  While  there,  he  addressed 
the  Richmond  Medical  and  Chirurgical  So- 
ciety on  his  work  in  experimental  produc- 
tion of  epilepsy.4 


residents  completing  their  training  since 
1960,  seven  have  remained  in  Virginia. 
Twelve  people  are  in  training  and  three  res- 
idents have  been  appointed  for  July  1970. 
Of  the  44  people  receiving  advanced  train- 
ing, 17  are  graduates  of  the  University  of 
Virginia  Medical  School. 

Neurology  residency  training  at  the 
Medical  College  of  Virginia  began  in  1961. 
Of  1 1 residents  completing  training,  four 
have  remained  in  Virginia. 


DISTRIBUTION  OF  NEUROLOGICAL  SERVICES 
COMMONWEALTH  OF  VIRGINIA 


JULY,  1969 


Fig.  2 


The  Medical  College  of  Virginia  dispen- 
sary had  a section  on  diseases  of  the  nervous 
system  as  early  as  1883.  Both  at  the  Medical 
College  of  Virginia  and  the  University  of 
Virginia,  lectures  on  diseases  of  the  nervous 
system  were  regularly  scheduled  by  the  turn 
of  the  century.  No  one  in  Virginia  special- 
ized entirely  in  neurology  until  Beverley  R. 
Tucker  took  up  the  specialty  in  1907. 4 

At  the  present  time,  there  are  two  medical 
schools  in  Virginia:  the  Medical  College  of 
Virginia,  Flealth  Sciences  Division  of  Vir- 
ginia Commonwealth  University,  located  in 
Richmond  and  the  University  of  Virginia 
School  of  Medicine  located  in  Charlottes- 
ville. 

Neurology  residency  training  began  at 
the  University  of  Virginia  in  1957.  Of  29 


A survey  performed  between  1951  and 
1961  revealed  between  2.0  and  2.5%  of  all 
University  of  Virginia  Medical  School  grad- 
uates and  between  0.5  and  1.0%  of  all 
Medical  College  of  Virginia  graduates  en- 
tered the  field  of  neurology.  Among  the  78 
American  medical  schools,  the  University 
of  Virginia  ranked  third  and  the  Medical 
College  of  Virginia  ranked  48th  in  the  per- 
centage of  graduates  entering  the  field  of 
neurology.4'  Both  institutions  also  have 
training  programs  in  neurosurgery. 

Physicians  in  Virginia  with  Specialty 
Interest  in  the  Neurological  Sciences 

Figure  2 shows  the  distribution  of  phy- 
sicians with  a specialty  interest  in  the  neu- 
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rological  sciences  in  Virginia;  Figure  3 char- 
acterizes these  individuals.  The  majority  of 
the  physicians  are  located  in  Richmond  and 
Charlottesville.  Since  there  are  140  physi- 
cians with  a specialty  interest  in  the  neuro- 
logical sciences  throughout  the  state,  the 


Diagnostic  Facilities 

Electroencephalograms  may  be  obtained 
from  private  facilities  and  from  37  hospitals 
throughout  the  state.  Approximately  2 5,000 
electroencephalograms  are  performed  yearly 
at  these  hospitals.  The  number  of  electro- 


FIGURE  3 


Characteristics  of  Virginia  Physicians  with  Specialty  Interest  in  Neurological  Sciences 


Neurol- 

ogists 

Neuro- 

surgeons 

Neurol- 

ogist- 

Neuro- 

surgeons 

Neurol- 

ogist- 

Psyehi- 

atrists 

Neuro- 

Pathol- 

ogists 

Internists 

With 

Particular 
Interest  in 
Neurology 

Pediatri- 
cians With 
Particular 
Interest  in 
Neurology 

General 
Practition- 
ers With 
Particular 
Interest  in 
Neurology 

Child 

Psychiatrist- 

Neurologists 

Total 

34 

45 

2 

23 

3 

5 

19 

/ 

2 

Private  Practice 

13 

28 

2 

16 

0 

5 

13 

5 

2 

Primarily 

Institutional 

21 

17 

0 

7 

3 

0 

6 

2 

0 

Board  Certified 

12 

24 

1 

13 

3 

2* 

13  f 

0 

1 

This  listing  may  be  incomplete. 

*In  internal  medicine. 

tin  pediatrics. 

neurological  physician-population  ratio  for 
July  1969  is  approximately  1:33,3  50.  In  a 
survey  dated  April  1966,  Virginia  was 
among  13  states  and  the  District  of  Colum- 
bia that  had  one  or  more  neurologist  per 
100,000  population.12 

Postgraduate  Physician  Education 

Continuing  medical  education  for  the 
physician  in  Virginia  has  been  one  of  the 
prime  goals  of  the  Virginia  Regional  Medi- 
cal Program.  Techniques  used  have  included 
scientific  exhibits  at  State  Medical  Society 
meetings,  seminars,  and  publications  in  re- 
gional medical  journals.3 

Beginning  in  January  1970,  the  Metro- 
politan Washington  Regional  Medical  Pro- 
gram began  a monthly  mailing  of  a Calendar 
of  Educational  Events  to  physicians  in  the 
metropolitan  Washington  area. 

In  the  opinion  of  the  people  interviewed, 
the  greatest  needs  in  physician  postgraduate 
education  for  the  convulsive  disorders  in- 
volve the  topics  of  medication  and  indica- 
tions for  change  of  medication,  criteria  for 
repeat  electroencephalograms,  and  knowl- 
edge about  the  social  problems  encountered 
by  the  epileptic. 


encephalograms  performed  by  private  phy- 
sicians in  their  offices  was  not  estimated. 
Twenty-six  hospitals  have  facilities  for 
carotid  arteriography.3  Facilities  for  tem- 
poral lobectomies  and  implanted  electrode 
studies  are  available  at  both  universities. 

Clinics  for  children  with  epilepsy  are 
provided  by  the  Bureau  of  Crippled  Chil- 
dren. The  Bureau  of  Crippled  Children 
provides  services  to  applicants  under  21 
years  of  age  who  are  suspected  of  having 
a physical  defect.  Any  patient  may  receive 
diagnostic  evaluation  and  counseling  serv- 
ices but  must  be  medically  indigent  to  re- 
ceive actual  treatment  financed  through  the 
Bureau.  The  term  medical  indigency  is 
most  flexible  and  considers  estimated  cost 
of  treatment,  family  situation,  family  size, 
and  location  in  the  state. 

In  1945,  under  the  direction  of  Dr.  Hugh 
Page  Newbill  of  the  Department  of  Neu- 
rology and  Psychiatry  at  the  University  of 
Virginia  Hospital,  the  Virginia  Society  for 
Crippled  Children  and  Adults  initiated  a 
Seizure  Clinic  program.  The  program  grew 
rapidly  and  soon  exceeded  the  financial 
capabilities  of  the  Society.  In  195  3 the  Vir- 
ginia Department  of  Health,  through  the 
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Bureau  of  Crippled  Children,  assumed  re- 
sponsibility for  the  clinic.  At  that  time  the 
clinic  became  restricted  to  children.  Addi- 
tional financial  aid  and  support  has  con- 
tinued to  be  provided  by  the  Virginia  So- 
ciety for  Crippled  Children  and  Adults.  As 
the  need  for  expansion  and  extension  of 
services  to  every  area  of  the  state  became 
evident,  a field  clinic  program  was  organ- 
ized to  provide  consultation  and  treatment 
service.1' 

The  Child  Neurology  program  serving 
western  Virginia  is  based  at  the  University 
of  Virginia  Hospital  where  a clinic  meets 
twice  weekly.  Field  clinics  meet  four  times 
a year  in  South  Boston,  Abingdon,  and  Nor- 
ton. Autonomous  clinics  are  held  twice 
monthly  in  Fairfax  under  the  direction  of 
a neurologist  from  Northern  Virginia  with 
the  aid  of  neurological  residents  from  the 
University  of  Virginia  Hospital.  Monthly 
clinics  are  held  in  Roanoke  and  Lynchburg 
and  bimonthly  clinics  in  Winchester,  under 
the  direction  of  local  neurologists.  The 
clinics  are  closely  coordinated  with  local 
health  departments  and  with  currently  ex- 
isting medical  facilities.  As  neurologists 
locate  in  these  communities,  it  is  expected 
they  will  assume  responsibility  for  staffing 
the  clinics.  A multidisciplinary  approach 
to  the  patient  is  stressed  and  related  medical 
and  allied  medical  personnel  are  in  attend- 
ance at  all  clinics. 

The  Field  Clinic  method  is  utilized  in 
Virginia  because  of  problems  with  geo- 
graphic isolation  and  indigency  among  pa- 
tients. The  feasibility  of  case  finding  and 
seizure  management  through  Field  Clinics 
has  been  demonstrated. 

Seizure  patients  served  by  the  Bureau  of 
Crippled  Children  in  eastern  Virginia  are 
administered  through  a master  clinic,  lo- 
cated at  Richmond  Memorial  Hospital, 
which  meets  weekly.  A monthly  Field  Clin- 
ic is  held  in  Hampton,  Virginia.  All  patients 
seen  in  Hampton  are  hospitalized  for  three 
days  at  Richmond  Memorial  Hospital  for 
an  initial  diagnostic  evaluation. 


The  Bureau  of  Crippled  Children  pro- 
vides clinic  services,  hospitalization,  medi- 
cations, and  other  medical  needs  relating  to 
the  handicapping  condition.  The  cost  of 
drugs  constitutes  approximately  one-third 
of  expenditures  for  seizure  patients. 

At  the  end  of  fiscal  year  1968,  34,380 
patients  were  listed  on  the  register  of  Crip- 
pled Children.14  Neurology  clinics  repre- 
sented 7.2%  (2477)  of  these  patients.  This 
listing  is  not  a complete  register  of  children 
with  seizures  in  Virginia  since  children  seen 
only  by  private  physicians,  those  under  one 
year  of  age,  and  those  who  are  institution- 
alized are  not  included. 

The  Virginia  Crippled  Children’s  Pro- 
grams in  Child  Neurology  and  Seizures 
provide  extremely  worthwhile  services  to 
the  epileptic  child.  Every  child  with  seizures 
in  Virginia,  irrespective  of  family  financial 
status,  has  access  to  medical  care.  Whether 
families  choose  to  utilize  that  care  is  another 
matter.  The  existence  of  clinics  does  not 
necessarily  mean  patients  have  access  to 
clinics.  Public  transportation  to  Richmond 
Memorial  Hospital  was  inadequate  prior  to 
1969  when  public  bus  routes  were  extended 
to  permit  low  cost  transportation  to  the 
clinic.  The  cost  of  the  clinics  is  seen  as  a 
great  investment,  in  terms  of  allowing  chil- 
dren to  develop  to  their  full  capability.  It 
has  been  demonstrated  that  early  diagnosis 
and  treatment  of  seizures  prevents  both 
physical  and  psychological  damage  to  the 
epileptic.  The  Virginia  Crippled  Children’s 
Program  is  a model  of  what  can  be  accom- 
plished when  the  full  resources  of  the  com- 
munity are  utilized. 

The  only  clinic  in  Virginia  specifically 
for  adult  epileptics  is  located  in  Richmond. 
An  adult  neurology  clinic  at  the  University 
of  Virginia  will  serve  epileptics  of  the  Char- 
lottesville area. 

The  Seizure  Control  and  Rehabilitation 
Clinic,  operated  by  the  Division  of  Neu- 
rology of  the  Medical  College  of  Virginia, 
began  in  July  1966  with  the  assistance  of  a 
grant  from  the  Neurological  and  Sensory 
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Disease  Control  Program  of  the  U.  S.  Pub- 
lic Health  Service.  A multidisciplinary  ap- 
proach is  stressed.  From  1957,  when  the 
University  of  Virginia  Seizure  Control 
Program  was  restricted  to  children,  until  the 
beginning  of  this  Clinic,  no  facility  was 
specially  designated  for  adult  epileptics. 
Efforts  to  expand  this  clinic  to  a state-wide 
basis  similar  to  the  program  for  children 
have  been  hampered  by  lack  of  appropriate 
funding.  From  July  1966  to  January  1969, 
the  clinic  served  727  patients  in  3162  clin- 
ical visits.  Psychological  evaluation  was 
given  115  patients  and  vocational  counseling 
was  given  269  patients.  Approximately  half 
of  the  patients  are  from  the  Richmond  area. 1 

The  two  major  problems  encountered  by 
the  staff  of  the  Seizure  Control  and  Reha- 
bilitation Clinic  in  dealing  with  adult  epi- 
leptic patients  are  in  employment  and  the 
cost  of  continued  medication. 

National  Children’s  Rehabilitation 
Center 

The  National  Children’s  Rehabilitation 
Center  was  established  in  September  1957 
as  an  outgrowth  of  the  Bowditch  school 
established  in  the  1930’s.  National  Chil- 
dren’s Rehabilitation  Center  is  a residential 
treatment  facility  for  children  between  the 
ages  of  seven  and  17.  The  children  all  have 
some  form  of  epilepsy,  average  intelligence, 
and  are  experiencing  some  compelling  social 
and  emotional  adjustment  problem  of  a 
nonpsychotic  nature.  This  is  the  only  known 
treatment  center  in  the  United  States  serv- 
ing a student  population  with  epilepsy  and 
emotional  problems.  Maximal  enrollment 
is  5 1 children.  The  Epilepsy  Foundation  of 
America  subsidizes  the  Center.3 

The  current  cost  of  residence  for  one 
year  is  $10,400  or  $866  monthly.  A mini- 
mum fee  of  $4200  annually  or  $3  50  month- 
ly is  charged.  Although  the  minimal  fee 
may  be  totally  or  in  part  covered  by  grants 
from  state  or  Federal  agencies,  it  is  exclusive 
of  money  derived  from  insurance  claims 

t 

Volume  98,  August,  1971 


unless  the  insurance  covers  the  total  cost 
of  residence.  Parents  or  agencies  having  the 
available  resources  are  expected  to  pay  the 
entire  cost  of  treatment.  Six  youngsters  are 
annually  accepted  on  a scholarship  basis  if 
need  is  established. 

Applications  for  admission  are  available 
from  the  National  Children’s  Rehabilitation 
Center,  P.  O.  Box  360,  Leesburg,  Virginia 
22075.  The  Center  is  nondenominational 
and  considers  youngsters  for  admission  of 
both  sexes  without  regard  to  race  or  state 
of  residence.  The  therapeutic  program  is 
directed  toward  the  establishment  of  an 
environment  conducive  to  the  development 
of  more  satisfying  interpersonal  relation- 
ships, a greater  acceptance  of  self,  and  an 
opportunity  for  personal  and  academic 
achievement  commensurate  with  the  child’s 
abilities  and  readiness.  Dispensing  of  medi- 
cations, individual  psychotherapy  or  group 
counseling,  and  periodic  neurological  and 
psychiatric  examinations  are  integral  parts 
of  the  day  and  are  considered  routine.  Prob- 
lems are  managed  as  they  arise  in  a manner 
designed  to  give  the  child  insight  into  his 
behavior  and  to  develop  a tolerance  for 
others.  Individual  case  conferences,  neuro- 
logical and  psychiatric  examinations  are 
done  at  frequent  intervals. 

Approximately  250  to  275  applications 
are  submitted  yearly  with  2 5 to  30  children 
accepted  per  year.  The  attrition  rate  is 
approximately  10rf  . The  majority  of  chil- 
dren are  from  Eastern  Seaboard  states;  30 
to  3 5 % are  from  Virginia,  Maryland,  and 
the  District  of  Columbia.  During  the  10- 
year  period  195  8-68,  5 5 50  children  were 
served  at  the  Center.  The  average  age  at 
admission  is  12  to  13  years  with  an  average 
stay  of  two  years. 

Emphasis  in  education  is  placed  on  re- 
medial work  but  if  cerebral  dysfunction 
appears  to  preclude  advancement  in  specific 
areas,  then  attention  is  focused  on  the 
child’s  strong  points.  Initially,  individual 
instruction  is  used  since  most  of  the  children 
have  not  been  able  to  function  in  groups. 
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As  the  child  progresses,  groups  are  formed 
on  the  basis  of  age  and  maturity.  Approxi- 
mately 95%  of  the  children  at  the  Center 
have  been  expelled  or  permanently  sus- 
pended from  public  schools,  including  spe- 
cial education  classes.  Some  have  received 
homebound  tutoring,  but  with  most  of  these 
children  this  has  been  a fragmented,  short- 
term effort.  In  general,  the  children  at  the 
Center  have  been  classified  by  the  school 
systems  as  mentally  retarded,  although  in 
the  majority  of  cases  this  would  better  be 
termed  academic  retardation. 

Educators  at  the  Center  believe  the  rate 
of  expulsion  and  suspension  in  public  schools 
could  be  improved  if  the  teacher  with  an 
epileptic  child  in  class  could:  (1)  develop 
a better  understanding  of  the  nature  of 
epilepsy  and  its  various  manifestations,  (2) 
develop  a better  understanding  of  each 
youngster’s  self-concept  and  how  his  sei- 
zures and  the  reactions  of  others  to  his 
seizures  have  influenced  this  self-concept, 
and  (3)  develop  an  understanding  of  the 
child’s  medical  regimen  and  its  effect  on  his 
function.  The  teacher  and  school  nurse  are 
in  a position  to  work  closely  with  the  doc- 
tor in  assessing  behavioral  changes  with 
modifications  in  therapy. 

Governmental  Programs 

Public  Law  89-239,  establishing  Regional 
Medical  Programs  for  Heart  Disease,  Can- 
cer, Stroke,  and  Related  Diseases,  was 
enacted  in  October  1965.  Initial  activities 
of  the  Virginia  Regional  Medical  Program 
have  centered  on  informational  programs 
for  physicians,  dentists,  allied  health  per- 
sonnel, and  the  public.  A health  sciences 
information  system  for  interchange  of 
health  sciences  information  through  the 
medical  school  libraries  and  community 
hospitals  and  a survey  of  existing  medical 
facilities  and  manpower  are  planned. 

Under  Public  Law  89-749,  establishing 
Comprehensive  Health  Planning,  the  Vir- 
ginia Governor  designated  the  Virginia  State 
Department  of  Health  as  the  sole  agency  to 


administer  this  program  and  in  June  1968 
a Virginia  Health  Planning  Council  was 
appointed.  Three  studies  have  been  funded 
under  this  program  which  include  a plan 
for  delivery  of  services  to  the  multiply  han- 
dicapped child,  a survey  of  medical  labora- 
tories in  Virginia,  and  the  study  of  trans- 
portation to  medical  care  and  estimates  of 
health  needs  in  rural  areas.1 ' 

In  1968  the  Virginia  General  Assembly 
passed  the  Virginia  Area  Development  Act 
authorizing  Planning  and  Service  Districts 
and  the  Urban  Assistance  Incentive  Lund 
Act  to  provide  grants  to  solve  certain  urban 
problems.  Creation  of  this  program  will 
expedite  intergovernmental  services  to  each 
District. 

The  Appalachian  Regional  Development 
Act  of  1965  authorizes  grants  for  special 
Appalachian  Regional  Development  Pro- 
grams. No  health  service  projects  have  been 
funded  in  Virginia  which  provide  services 
to  the  epileptic.  Education  projects  have  in- 
cluded a study  of  ways  to  improve  services 
to  mentally-retarded  and  physically-handi- 
capped children  but  it  is  not  known  how 
many  children  with  epilepsy  are  affected  by 
this  program. 

The  Virginia  State  Department  of 
Health,  Bureau  of  Public  Health  Nursing, 
provides  direct  services  to  patients  by  case 
finding,  referral  to  appropriate  medical  and 
other  agencies,  and  follow-up  consultation. 
In  June  1968,  2272  cases  of  seizure  disorder 
were  under  the  supervision  of  local  health 
departments.  The  Bureau  of  Maternal 
Health  provides  services  and  information  on 
maternal  health  to  the  medically  indigent 
population  of  the  state.  While  the  influence 
of  such  services  on  reducing  the  incidence 
rate  of  epilepsy  cannot  be  measured,  it  is 
presumed  to  exist.  The  Bureau  of  Child 
Health  staffs  two  Children  and  Youth  Proj- 
ects and  administers  the  PKU  program.  The 
1966  Virginia  General  Assembly  enacted 
legislation  effective  October  1,  1966,  for  ex- 
amination of  all  newborn  infants  for 
phenylketonuria  which  has  resulted  in 
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detection  of  about  2 5 new  cases  of  phenyl- 
ketonuria. The  Bureau  also  provides  con- 
tinuing medical  services,  nutritional  consul- 
tation, and  special  dietary  products  in 
accordance  with  the  family’s  financial 
status.  Since  July  1,  1969,  a complete 
amino  acid  analysis  has  also  been  available 
from  the  state  laboratory. 

Socioeconomic  Guidance 

Treatment  of  the  epileptic  patient  in- 
volves evaluation  of  the  type  of  seizure, 
correlation  of  the  seizure  pattern  with  the 
area  of  origin  in  the  brain,  selection  of 
therapy  based  on  the  type  of  attack,  and 
consideration  of  possible  surgical  therapy. 
The  treatment  of  the  epileptic  does  not  end 
there.  Part  of  the  physician’s  art  is  to  un- 
derstand and  assist  the  patient  with  particu- 
lar problems  of  a socioeconomic  nature  that 
result  from  the  occurrence  of  his  seizures. 
Emotional  disturbances  may  precipitate 
some  epileptic  seizures.  Thus,  the  physician 
must  recognize  this  aspect  of  seizures  and 
learn  ways  in  which  he  can  help  the  patient 
deal  effectively  with  emotional  problems. 
When  he  neglects  this,  he  neglects  a valuable 
part  of  the  treatment  of  the  patient  with 
seizures. 

Judicial  Aspects  of  Epilepsy 

Prior  to  1968,  state  laws  prohibited  mar- 
riage for  institutionalized  or  adjudged  epi- 
leptics. Marriage  licenses  could  not  be 
issued  to  hereditary  epileptic  women  under 
the  age  of  45  years  or  to  hereditary  epileptic 
men  of  any  age  unless  the  woman  was  over 
the  age  of  45  years.  A 1968  amendment  to 
the  code  of  Virginia  eliminated  all  refer- 
ences to  epilepsy  in  the  Domestic  Relations 
Statutes. 

In  1968  all  reference  to  the  word  epilepsy 
was  deleted  from  Virginia  Statutes  on  sex- 
ual sterilization. 

The  1968  Virginia  General  Assembly  also 
amended  the  meaning  of  the  word  "epilep- 
tic” so  that  none  of  the  Codes  will  be  con- 
strued to  have  application  to,  or  authorize 


any  action  with  respect  to,  any  person  who 
is  subject  to  epileptic  seizures,  unless  the 
person  has,  apart  from  the  epilepsy,  been 
found,  certified,  or  otherwise  determined 
to  be  mentally  ill,  mentally  deficient,  insane, 
or  otherwise  subject  to  such  provision. 

Applicants  for  a motor  vehicle  license  are 
asked  if  they  have  ever  been  hospitalized 
for  epilepsy.  Licenses  are  not  issued  if  there 
is  a "yes”  response  to  this  question  unless  a 
periodic  physician’s  statement  is  furnished. 
No  estimates  are  available  of  the  number  of 
epileptics  licensed  to  drive,  but  it  is  pre- 
sumed to  be  small.  A medical  advisory 
board  does  not  exist  in  Virginia  but  estab- 
lishment of  such  a board  is  under  consid- 
eration. Physicians  are  not  required  by  law 
to  report  any  epileptic  patients  to  the  Divi- 
sion of  Motor  Vehicles. 

Insurance 

Obtaining  all  forms  of  insurance  is  a 
problem  for  the  epileptic  in  Virginia.  Min- 
imum liability  coverage  is  not  required  of 
all  drivers  in  Virginia;  however,  in  order 
to  obtain  vehicle  license  plates,  individuals 
must  show  proof  of  financial  responsibility. 
Insurance  is  available  through  the  Virginia 
Automobile  Rating  Bureau  for  any  driver 
with  a valid  motor  vehicle  license  through 
an  Assigned  Risks  Program. 

There  are  no  publicized  rates  for  life, 
health,  and  accident  insurance  in  the  state, 
but  it  is  thought  that  these  would  be  at  a 
higher  rate  if  available. 

The  1968  Virginia  General  Assembly  en- 
acted legislation  that  stated  coverage  of  a 
dependent  child  on  sickness  and  accident 
insurance  policies  shall  not  terminate  upon 
attainment  of  limiting  age  if  the  child  is 
incapable  of  self-sustaining  employment  by 
reason  of  mental  retardation  or  physical 
handicap  and  is  chiefly  dependent  on  the 
policy  holder  for  support  and  maintenance.1' 

Summer  Camps 

A survey  of  licensed  Virginia  nonhandi- 
capped children’s  summer  camps  revealed 
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that  a significant  number  of  these  camps 
will  accept  children  with  various  handi- 
caps.17 Of  212  camps  licensed  in  Virginia, 
165  (77%)  responded  to  a questionnaire, 
and  29%  of  these  indicated  they  would  be 
willing  to  accept  a child  with  epilepsy.1. 

Education 

It  is  thought  the  majority  of  children 
with  epilepsy  in  Virginia  receive  normal  ed- 
ucations in  standard  classrooms.  There  is, 
however,  a presumably  small  number  of 
children  with  severe  epilepsy  who  may  not 
be  receiving  adequate  education.  It  is  also 
thought  there  are  some  children  in  special 
education  classes  whose  academic  retarda- 
tion may  be  due  to  undiagnosed  seizures. 
Epilepsy  in  a child  would  be  known  to  the 
teacher  only  if  the  parent  tells  the  school 
nurse  or  teacher  about  it  or  if  the  child  has 
seizures  in  the  school. 

An  estimate  of  children  with  epilepsy 
receiving  special  education  services  or  home- 
bound  services  in  Virginia  is  not  available. 

During  the  1968-69  school  year  the  Epi- 
lepsy Foundation  of  America,  through  its 
local  chapters,  distributed  "School  Alert” 
kits  in  a number  of  Virginia  counties.  The 
purpose  of  the  School  Alert  Program  is  to 
prepare  teachers  and  students  to  understand 
epilepsy. 

Mental  Retardation 

While  mental  retardation  and  epilepsy 
are  not  of  necessity  related,  it  is  known  that 
in  some  children  both  seizures  and  mental 
retardation  are  produced  as  the  result  of  an 
underlying  brain  disorder  (i.e.,  infection, 
toxic  factors,  metabolic  factors,  etc.)  thus, 
there  is  a need  for  facilities  available  to  the 
mentally  retarded  with  seizures.  The  1964 
Virginia  General  Assembly  designated  the 
Virginia  State  Department  of  Health  to 
administer  the  state’s  mental  retardation 
program.  A state  report  was  issued  in  1965 
and  is  being  implemented.  An  excellent 
listing  of  facilities  serving  the  mentally  re- 
tarded has  been  compiled  for  Virginia. ls 


Institutionalization 

The  Lynchburg  Training  School  and 
Hospital  is  the  state’s  largest  facility  for 
mentally  retarded.  It  is  estimated  that  25% 
of  the  residents  (about  700-800  patients) 
have  an  associated  seizure  disorder.  Among 
195  first  admissions  during  fiscal  year  end- 
ing June  30,  1967,  5 5 (28.2%)  had  an 
associated  convulsive  disorder.3 

Employment 

Employment  is  the  major  problem  facing 
the  epileptic  in  Virginia  today.  Public  re- 
jection of  the  epileptic  remains.  Even  the 
epileptic  whose  disease  is  well-controlled  and 
who  is  otherwise  capable  and  qualified  to 
hold  a job  suffers  from  the  stigma  of  his 
disease. 

Potential  employers  are  reluctant  to  hire 
epileptics,  particularly  if  they  have  had  no 
experience  with  the  disease  in  the  past.  Al- 
most all  of  the  people  interviewed  agreed 
that  many  employers  are  receptive  if  the  em- 
ployee has  a needed  marketable  skill.  They 
therefore  stress  the  need  to  recognize  and 
develop  an  epileptic’s  skill  before  he  has 
been  discouraged  from  vocational  failures. 

Virginia  Employment  Commission 

The  Virginia  Employment  Commission 
operates  3 5 main  offices  and  a number  of 
suboffices  throughout  the  state.  A listing  of 
clients  by  disease  category  is  not  maintained. 

Virginia  Department  of  Vocational 
Rehabilitation 

The  Virginia  Department  of  Vocational 
Rehabilitation  operates  offices  in  20  cities 
throughout  the  state.  During  fiscal  year 
ending  June  30,  1968,  75  cases  of  epilepsy 
were  among  645  2 cases  closed.  The  average 
cost  per  case  of  epilepsy  closed  was  $5 10. 3 

A vocational  rehabilitation  counselor  has 
been  assigned  to  the  Adult  Seizure  Clinic  at 
the  Medical  College  of  Virginia  since  March 
1967.  Counselors  at  the  Department  of 
Vocational  Rehabilitation  have  encountered 
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the  following  problems  in  providing  services 
to  the  epileptic: 

1.  Patients  who  have  difficulty  maintain- 
ing adequate  control  of  their  seizures  are 
extremely  hard  to  place. 

2.  Many  employers  will  fire  a patient 
who  has  an  occasional  seizure  on  the  job. 
For  this  reason,  among  others,  many  people 
will  not  disclose  their  disability  when  ap- 
plying for  jobs. 

3.  There  are  insufficient  adequately  staff- 
ed sheltered  workshops  in  Virginia. 

4.  Few  industries  in  Virginia  make  use 
of  selective  job  placement  and  analysis.  Ed- 
ucation of  employers  at  the  present  time 
appears  to  be  on  a one-to-one  basis.  There 
are  no  large-scale  programs  of  education. 

5.  The  majority  of  epileptics  are  em- 
ployed in  rural  jobs  or  jobs  involving  man- 
ual skills.  Epileptics  are  just  not  obtaining 
jobs  requiring  more  skill. 

6.  The  epileptic  with  a marginal  IQ  is 
particularly  difficult  to  place.  These  indi- 
viduals have  extreme  difficulty  adjusting  to 
the  routine  of  holding  a job,  and  there  are 
few  places  to  train  them  in  making  this 
adjustment. 

7.  There  is  reluctance  on  the  part  of 
some  counselors  to  work  with  epileptics, 
possibly  reflecting  the  stigma  of  the  disease. 

8.  There  is  a need  to  coordinate  the  epi- 
leptic’s training  with  his  ability  and  to  pre- 
pare him  for  the  labor  market  with  a real 
skill. 

9.  It  is  thought  that  there  is  incomplete 
counseling  currently  available  for  the 
younger  individual.  It  is  thought  many  epi- 
leptics would  benefit  from  on-the-job  train- 
ing rather  than  from  formalized  testing 
programs. 

Virginia  Workmen’s  Compensation  Act 

A second  injury  fund  does  not  exist  in 
Virginia.  Creation  of  such  a fund  has  been 
recommended  by  the  Governor’s  Study 
Commission  on  Vocational  Rehabilitation.19 


Transitional  or  Sheltered  Workshops 

At  least  six  workshops  in  Virginia  will 
serve  epileptics.  The  Governor’s  Study 
Commission  on  Vocational  Rehabilitation 
has  noted  that  workshops  are  not  accessible 
to  all  residents  of  Virginia,  that  the  majority 
of  workshops  are  not  true  multidisability 
shops,  that  most  workshops  provide  essen- 
tially extended  employment,  and  that  use 
of  the  workshops  by  the  Division  of  Voca- 
tional Rehabilitation  is  minimal. 

The  Woodrow  Wilson  Rehabilitation 
Center  in  Fishersville  is  the  most  compre- 
hensive workshop  in  the  State.  The  poten- 
tial for  use  of  the  Center  for  epileptics  is 
thought  to  be  greater  than  actual  use. 

Governor’s  Study  Commission  on 
Vocational  Rehabilitation 

The  Governor’s  Study  Commission  on 
Vocational  Rehabilitation  is  one  of  50  state- 
wide planning  programs  to  assess  vocational 
rehabilitation  needs  and  resources  as  pro- 
vided by  the  1965  amendments  to  the  Vo- 
cational Rehabilitation  Act.  A lengthy  list 
of  recommendations  has  been  formulated 
designed  to  provide  an  orderly,  unduplicated 
statewide  plan  by  which  all  disabled  persons 
needing  rehabilitation  services  will  have  ac- 
cess to  them.19 

Lay  Organizations 

There  are  two  lay  groups  serving  Virginia 
designed  specifically  for  the  epileptic;  they 
are: 

Chesapeake  Chapter 

Epilepsy  Foundation  of  America 
100  Sharon  Drive 
Chesapeake,  Virginia  23320 

Metropolitan  Washington  Chapter 
Epilepsy  Foundation  of  America 
733  1 5th  Street,  N.W. 

Washington,  D.  C.  20005 

The  Chesapeake  Chapter  is  extremely  ac- 
tive in  providing  community  education  and 
has  been  particularly  active  in  educating 
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teachers  of  the  area.  School  Alert  is  spon- 
sored at  schools,  and  volunteer  help  is  pro- 
vided at  the  local  seizure  clinic. 

The  Metropolitan  Washington  Chapter  is 
very  small  and  is  still  in  the  process  of  or- 
ganizing. It  serves  the  District  of  Columbia, 
Northern  Virginia,  and  Montgomery  and 
Prince  Georges  Counties  in  Maryland. 

Allied  Medical  Personnel 

In  1968  an  innovative  12-month  program 
to  train  electroencepalographic  technolo- 
gists was  instituted  at  the  Medical  College 
of  Virginia,  jointly  funded  by  the  Neuro- 
logical and  Sensory  Disease  Control  Pro- 
gram of  the  U.  S.  Public  Health  Service. 
For  approximately  20  years  technologists 
had  been  trained  at  the  Medical  College  of 
Virginia  by  a 2-  to  12-month  process  of 
on-the-job  training.  In  1964  a national 
need  was  seen  to  provide  technologists  who 
were  well-trained  and  who  had  been  proven 
competent  by  examination.'"  Training  pro- 
grams were  recommended  on  a standardized 
basis,  and  Medical  College  of  Virginia  was 
among  the  first  to  establish  a 12-month 
training  period  including  courses  in  basic 
electronics,  neuroanatomy,  neurophysiol- 
ogy, neuropathology,  medical  history  tak- 
ing, and  practical  experience  in  recording 
electroencephalograms. 

During  the  first  training  year,  ending 
June  1969,  nine  trainees  received  the  inten- 
sive course  of  instruction  at  the  Medical 
College  of  Virginia.'0  Five  of  these  trained 
technologists  are  now  working  full-time  in 
Virginia. 

While  the  University  of  Virginia  Medical 
Center  does  not  have  a formal  training  pro- 
gram for  EEG  technologists,  people  will  be 
accepted  for  a six-month  apprenticeship 
type  of  program.  An  estimated  25  tech- 
nologists have  been  trained  over  the  past 
2 5 years. 

Summary 

The  problems  disclosed  in  Virginia  by  the 
survey  of  existing  services  and  facilities  and 


by  interviews  of  people  interested  in  epilepsy 
indicate  that  the  epileptic  needs  assistance 
in  the  following  areas: 

I.  Employment.  Employment  is  a ma- 
jor problem  for  the  epileptic  in  Vir- 
ginia. The  problem  will  need  to  be 
attacked  from  several  areas. 

A.  Education  of  employers  aimed  at: 

1.  use  of  selective  job  placement 
techniques 

2.  hiring  of  epileptics 

3.  achievement  of  full  job  po- 
tential for  employed  epilep- 
tics 

B.  Creation  of  vocational  training 
facilities  for  both  adolescent  and 
adult  epileptics 

C.  Creation  of  a second  injury  fund 
with  inclusion  of  epilepsy 

D.  Increased  emphasis  on  the  im- 
portance of  correlation  of  an  epi- 
leptic’s abilities  and  skills  with 
training  to  produce  a worker 
with  a worthwhile  marketable 
skill 

II.  Diagnostic  and  Treatment  Fa- 
cilities. The  Crippled  Children’s 
Bureau,  through  its  statewide  net- 
work of  child  neurology  and  seizure 
clinics,  is  doing  an  excellent  job  of 
providing  medical  services  to  epilep- 
tic children.  Continuation  and  ex- 
tension of  this  service  is  a necessity 
in  Virginia. 

There  is  a need  for  a similar  serv- 
ice, not  currently  available,  for  adult 
epileptics.  In  some  cases,  adults  with- 
in the  state  would  appear  in  need 
of  free  or  at-cost  medication. 

III.  Postgraduate  Physician  Educa- 
tion. A need  exists  to  establish  ef- 
fective postgraduate  education  for 
general  practitioners,  internists,  and 
pediatricians  on  care  of  the  seizure 
patient.  These  physicians  are  respon- 
sible for  the  care  of  many  epileptic 
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patients  and  are  in  need  of  constant 
reinforcement  and  updating  of 
knowledge  in  this  area.  Since  the 
epileptic  constitutes  only  a small  per- 
centage of  the  patients  of  each  of 
these  busy  physicians,  innovative, 
rapid,  effective  teaching  methods 
must  be  applied  to  postgraduate  edu- 
cation in  the  seizure  disorders. 

IV.  Insurance.  Further  improvement 
of  available  life,  health,  accident, 
and  automobile  insurance  is  needed, 
based  on  a realistic  appraisal  of  health 
factors.  Recent  changes  allowing 
continued  medical  insurance  for  dis- 
abled dependents  over  the  age  of  21 
by  parents  is  a tremendous  advance. 

V.  Education.  Most  epileptics  appear 
to  be  receiving  public  education  in 
Virginia.  There  exists  a need,  both 
in  Virginia  and  throughout  the  na- 
tion, for  identification  and  education 
of  the  mentally  normal  child  with 
severely  uncontrolled  seizures.  At 
the  present  time,  the  National  Chil- 
dren’s Rehabilitation  Center  in  Lees- 
burg, Virginia,  is  the  only  facility 
in  the  United  States  providing  such 
service.  This  institution  is  severely 
limited  financially. 

There  would  also  appear  to  be  a 
need  to  evaluate  children  placed  in 
special  education  classes  to  assure 
that  their  medical  diagnosis  and 
treatment  have  been  optimal. 

In  some  areas  of  the  State,  further 
education  of  teachers  about  the  epi- 
leptic child  would  appear  indicated. 

VI.  Public  Opinion.  Education  of  the 
lay  public  is  needed  to: 

A.  Remove  the  fears  and  suspicions 
associated  with  epilepsy 

B.  Acquaint  parents  of  children, 
particularly  those  in  remote 
areas,  of  the  availability  of  medi- 
cal services 


VII.  Psycho-Social  Problems.  There  is 
a need  for  increased  social  and  recre- 
ational facilities  for  the  epileptic.  In 
addition,  there  is  a need  for  treat- 
ment facilities  for  patients  and  fam- 
ilies of  patients  for  emotional  prob- 
lems which  may  have  developed  be- 
cause of  the  disease. 

VIII.  Lay  Organizations.  Community 
foci  are  necessary  to  organize  people 
who  have  an  interest  in  the  problem 
of  epilepsy  so  they  can  effectively 
work  together.  In  this  way,  each 
individual  or  group  can  contribute 
maximally  to  an  integrated  team  ef- 
fort. There  are  two  organizations 
attempting  to  meet  this  need  in  Vir- 
ginia. The  continuing  support  of 
both  physicians  and  other  individuals 
is  needed  for  these  groups  to  con- 
tinue their  work. 
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Private  Insurance  Pools 


Private  health  insurance  for  all 
Americans  may  be  incorporated 
in  the  federal  government’s  plans 
for  complete  control  of  all  health 
care. 

AMERICANS  face  many  problems.  The 
ones  we  are  discussing  are  those  as- 
sociated with  health  care.  Even  the  term 
"health  care”  is  a problem  because  the  types 
of  care  encompassed  are  so  numerous  that 
no  commonly  accepted  list  has  ever  been 
compiled.  Furthermore,  opinions  as  to  the 
priority  with  which  time,  talent  and  money 
should  be  assigned  to  any  given  type  of  care 
vary  greatly. 

Small  wonder,  then,  that  the  problems  of 
health  care  are  numerous  and  complex. 
Furthermore,  they  cannot  be  solved  by  a 
single  stroke  of  the  pen  or  a monolithic, 
compulsory  health  plan.  About  a year  ago, 
I outlined  to  the  House  Committee  on  Ways 
and  Means  the  principles  I believe  should 
govern  any  federal  program  to  improve  the 
availability,  acceptability,  and  financing  of 
health  care  for  all. 

One  of  the  principles  involves  private  in- 
surance pools;  hence,  the  title  of  my  talk. 
However,  with  your  indulgence,  I shall 
discuss  the  other  principles  first. 

Surely,  one  of  the  principles  on  which 
any  sound  program  to  improve  health  care 
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in  America  should  be  based  is  the  strength- 
ening of  comprehensive  health  planning  as 
envisioned  by  the  Partnership  for  Health 
Act  enacted  in  1966.  Planning  is  always 
desirable,  but  when  there  is  a shortage  of 
manpower  and  facilities,  planning  becomes 
an  absolute  essential.  I believe  the  best  plan- 
ning for  a community  is  that  which  is  done 
voluntarily  at  the  community  level. 

Unfortunately,  although  Congress  au- 
thorized a reasonable  amount  of  money  for 
the  support  of  the  314(b)  area  wide  health 
planning  agencies,  the  annual  appropriations 
it  has  actually  voted  have  been  wholly  in- 
adequate. Thus  we  need  to  urge  Congress 
to  appropriate  more  funds  for  these  agen- 
cies. I realize  that  tax  dollars  are  scarce  and 
hence,  as  a temporary  expedient,  I would 
reduce  other  appropriations  in  order  to  in- 
crease the  314(b)  appropriations. 

Each  areawide  health  planning  agency 
should  have  clear  responsibility  for  deter- 
mining the  health  needs  of  the  area  and  for 
assigning  priorities  thereto.  Furthermore, 
no  federal  grants  or  loans  should  be  made 
for  major  new  projects  in  an  area  unless  the 
appropriate  planning  agency  certifies  that 
there  is  a real  need  for  the  project.  By  the 
same  token,  when  the  planning  agency  does 
certify  the  need  for  a given  project,  the 
cost  of  any  capital  used  for  the  project 
should  be  a proper  item  of  expense  for  that 
health  care  institution  to  include  in  its 
charges  to  all  third  party  payers,  whether 
governmental  or  private. 

One  type  of  health  care  facility  which 
ought  to  rank  high  on  the  list  of  the  priority 
needs  of  most  communities  is  the  compre- 
hensive ambulatory  health  care  center.  The 
type  of  center  I have  in  mind  would  pro- 
vide both  preventive  and  primary  care  for 
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families  living  in  the  area  it  served.  It  would 
be  the  portal  through  which  the  individual 
would  enter  the  healthcare  system,  and  it 
would  guide  him  in  securing  any  necessary 
institutional  care  or  any  highly  specialized 
care  that  could  not  be  provided  in  the  cen- 
ter itself.  Furthermore,  it  would  be  a com- 
munity out-reach  program  which  would 
educate  its  public  in  better  health  habits  and 
in  how  to  make  effective  use  of  the  center. 
The  comprehensive  ambulatory  health  care 
center  could  not  only  provide  greater  access 
to  health  care  but  also  make  health  care 
more  effective  through  proper  coordina- 
tion. Finally,  by  being  adequately  equipped 
and  staffed,  the  health  care  center  could 
handle  on  an  ambulatory  basis  certain  diag- 
nostic procedures  and  certain  types  of  sur- 
gery that  currently  are  performed  in 
hospitals  on  an  in-patient  basis.  This  in  turn 
would  free  up  beds  for  more  acutely  ill 
people.  Consequently,  I believe  the  estab- 
lishment of  comprehensive  ambulatory 
health  care  centers  should  be  a second  prin- 
ciple of  any  program  to  improve  our  na- 
tion’s health  care. 

Such  comprehensive  ambulatory  health 
care  centers  will  require  many  types  of 
health  care  manpower.  It  will  need  phy- 
sicians skilled  in  the  delivery  of  primary 
health  care.  It  will  also  need  physicians  spe- 
cially trained  in  the  complex  task  of  coor- 
dinating the  efforts  of  the  other  physicians 
and  the  allied  health  personnel  comprising 
the  staff  of  the  center  so  that  truly  coor- 
dinated care  can  be  rendered  the  population 
served.  While  it  is  intended  that  these  cen- 
ters shall  develop  new  types  of  allied  health 
manpower  whose  assistance  will  permit  phy- 
sicians to  serve  the  public  more  effectively 
and  efficiently,  it  is  recognized  that  initially 
the  creation  of  such  centers  will  further 
intensify  the  present  health  manpower 
shortage  unless  counter  measures  are  taken. 
Accordingly,  a third  principle  should  be  the 
alleviation  of  the  present  shortages  and  mal- 
distributions of  health  manpower. 

The  federal  government  already  has  in 


existence  a tremendous  number  of  scholar- 
ship grant  and  loan  programs  for  health 
manpower.  The  red  tape  that  the  ordinary 
citizen  has  to  go  through  to  secure  such  a 
grant  or  loan  needs  to  be  materially  sim- 
plified. Probably  many  of  the  programs 
could  be  consolidated,  and  they  should  be 
used  to  the  maximum  extent  practicable  to 
train  first  those  types  of  health  manpower 
for  which  the  nation  has  the  greatest  need. 
The  interest  and  principal  of  such  loans 
should  be  forgiven  for  an  appropriate  period 
of  service  in  an  area  of  acute  need. 

The  schools  which  educate  health  man- 
power are  generally  short  of  funds.  There- 
fore, I believe  that  our  nation  should  increase 
significantly  the  amounts  of  money  made 
available  for  purposes  of  developing  neces- 
sary faculty  and  curriculum  for  training 
all  types  of  scarce  manpower. 

There  are  already  so  many  advisory  com- 
mittees to  the  federal  government  that  one 
shudders  at  the  thought  of  yet  another  one. 
Even  so,  I believe  that  health  care  ranks 
with  economics  and  environment  as  a major 
concern  of  the  nation.  Accordingly,  I would 
include,  as  a fourth  principle  the  establish- 
ment, in  the  Executive  Office  of  the  Presi- 
dent of  the  United  States,  a Council  of 
Health  Policy  Advisors  comparable  to  the 
present  Council  of  Economic  Advisers.  This 
Council  would  be  responsible  for  studying 
the  nation’s  health  care  needs  and  for  rec- 
ommending annually  both  general  policy 
and  immediate  legislative  concerns. 

If  any  of  you  are  wondering  what  all  of 
the  foregoing  has  to  do  with  national  health 
insurance,  the  answer  is  that  insurance, 
whether  governmental  or  private,  and 
whether  compulsory  or  voluntary,  cannot 
pay  for  services  that  do  not  exist.  Medicare 
and  Medicaid  have  amply  demonstrated  this 
fact.  These  two  programs  have  also  dem- 
onstrated that  when  the  government  com- 
petes for  scarce  services,  the  cost  of  those 
services  increases.  In  brief,  we  cannot  im- 
prove the  quality  of  health  insurance  in  the 
United  States  without  simultaneously  im- 
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proving  the  availability  and  distribution  of 
health  manpower  and  facilities.  Hence,  the 
four  principles  that  have  been  enunciated 
thus  far. 

While  insurance  cannot  pay  for  services 
which  do  not  exist,  it  is  equally  true  that 
services  will  not  long  be  provided  unless  they 
are  paid  for.  Thus  it  is  essential  that  insur- 
ance be  developed  to  pay  for  care  in  com- 
prehensive ambulatory  health  care  centers 
and  for  other  types  of  desirable  health  care 
that  are  not  now  adequately  financed.  It  is 
also  essential  that  the  ten  to  fifteen  percent 
of  our  fellow  countrymen  who  cannot  now 
purchase  voluntary  health  insurance,  either 
because  of  their  low  income  or  their  poor 
health,  have  adequate  health  insurance  made 
available  to  them  at  a cost  they  can  afford 
to  pay.  Thus  it  is  clear  that  universal  avail- 
ability of  adequate  health  insurance  should 
be  the  fifth  principle  of  any  program  to 
improve  the  nation’s  health  care. 

One  way  to  solve  our  financing  problems 
would  be  to  scrap  private  health  insurance 
and  to  substitute  therefor  a single  com- 
pulsory federal  program  supported  by  either 
Social  Security  taxes,  general  revenues,  or  a 
combination  of  both.  Despite  the  fact  that 
such  an  approach  has  many  able  advocates, 
I do  not  believe  it  to  be  either  an  efficient 
or  acceptable  approach.  In  a democracy 
such  as  ours,  the  federal  government’s  role 
is  to  ascertain  the  needs  of  its  citizens,  to 
recommend  appropriate  courses  of  action, 
and  then  to  encourage  its  citizens  into  tak- 
ing effective  action  to  meet  those  needs. 
Our  government,  quite  properly,  has  many 
systems  of  checks  and  balances  to  protect 
us  from  ourselves.  On  the  other  hand,  these 
checks  and  balances  delay  decisions,  add  to 
costs,  and  seldom  permit  an  outstanding 
operation  of  a business  enterprise — witness 
the  Post  Office. 

In  my  judgment,  the  most  efficient  and 
effective  way  to  finance  health  insurance 
would  be  through  maximum  use  of  the  ef- 
ficiency, flexibility,  innovativeness  and  man- 


agerial skills  of  private  enterprise  combined 
with  judicious  use  of  government  funds. 
Since  between  85%  and  90%  of  all  Ameri- 
cans under  age  65  already  have  some  form 
of  voluntary  health  insurance,  it  is  both 
logical  and  economical  to  use  this  insurance 
as  the  base  for  making  health  insurance  uni- 
versally available  to  all. 

Admittedly,  very  few  existing  health 
insurance  plans  cover  preventive  care  and 
most  are  modest  in  their  coverage  of  ambu- 
latory care.  However,  I believe  these  two 
weaknesses  could  be  taken  care  of  by  having 
the  federal  government  promulgate  a stand- 
ard of  minimum  benefits  and  by  requiring 
that  employer  tax  deductions  for  contribu- 
tions to  group  medical  expense  plans  would 
continue  at  the  present  100%  level  only  if 
the  group  plan  provided  at  least  this  stand- 
ard of  minimum  benefits.  In  addition,  the 
deductibility  of  individual  contributions  to 
either  group  plans  or  individual  health  pol- 
icies should  be  increased  from  the  present 
5 0%  to  100%  if  the  plan  to  which  the 
contribution  is  made  meets  at  least  the  fed- 
eral standard.  It  is  intended  that  the  initial 
standard  set  by  the  Congress  would  take 
into  consideration  the  present  supply  of 
health  manpower  and  facilities  and  that,  as 
this  supply  increased,  so  would  the  standard 
of  minimum  benefits.  Hopefully,  we  would 
soon  reach  a standard  that  would  require 
a broad  range  of  preventive,  ambulatory, 
and  institutional  benefits. 

One  can  argue  that  such  actions  by  the 
federal  government  would  not  be  sufficient 
to  improve  existing  voluntary  health  insur- 
ance plans  to  a level  adequate  to  finance  the 
high  standard  of  health  care  desired  by  this 
country.  My  rebuttal  would  be:  let  us  make 
haste  slowly.  It  will  cost  us  little  to  try 
this  approach  and  we  might  be  pleasantly 
surprised  by  having  it  work  reasonably  well. 
If  it  does  not,  it  will  be  time  enough  then 
to  require  each  citizen  to  carry  private 
health  insurance  at  least  equal  to  the  fed- 
eral standard,  or  to  otherwise  demonstrate 
adequate  fiscal  responsibility  to  pay  for 
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medical  expenses  equal  to  the  maximum 
covered  by  the  standard  of  minimum  bene- 
fits. 

There  is  one  major  question  that  I have 
not  yet  answered,  namely,  how  do  persons 
with  low  incomes  purchase  comprehensive 
health  insurance  benefits  when  they  cannot 
afford  some  of  the  modest  policies  being 
offered  today?  I believe  the  answer  is  to 
require  the  voluntary  health  insurers,  both 
profit  and  nonprofit,  to  underwrite,  by 
means  of  a reinsurance  pool  in  each  state,  a 
single  group  policy  offering  persons  with 
little  or  no  income  in  that  state  a federally 
established  standard  of  benefits.  Initially, 
this  federal  standard  for  state  pooled  plans 
would  have  to  be  higher  than  that  for  em- 
ployer group  plans  but  ultimately  these 
standards  should  both  be  so  comprehensive 
as  to  be  the  same.  Persons  with  essentially 
no  income  would  be  entitled  to  free  cov- 
erage under  the  state  pooled  plans;  those 
with  some  earned  income  but  not  enough 
to  be  self  supporting,  would  make  modest 
contributions  related  to  that  earned  income. 
These  contribution  amounts  and  the  upper- 
income  limit  on  eligibility  would  be  set  by 
the  federal  government.  There  would  be  no 
asset  or  other  means  test.  Thus  persons  with 
low  income  would  be  assured  of  an  oppor- 
tunity to  secure  a reasonable  level  of  cov- 
erage and  would  have  this  coverage  on  a 
privately  insured  basis  just  as  the  vast  ma- 
jority of  citizens  do. 

I have  not  mentioned  that  small  group 
of  persons  known  as  the  uninsurables,  that 
is,  people  who  are  in  such  poor  health  that 
no  carrier  can  afford  to  insure  them.  These 
include  the  disabled  Social  Security  bene- 
ficiaries about  whom  so  much  concern  has 
been  expressed  of  late.  Many  of  the  unin- 
surables are  in  the  low-income  category  and 
hence  would  automatically  be  eligible  under 
the  above  mentioned  state  pooled  plans.  For 
those  few  whose  earnings  are  above  the 
income  limit  for  eligibility  in  the  state 
pooled  plan,  I would  propose  that,  upon 
proof  of  uninsurability,  they  be  permitted 


to  enroll  in  the  state  pooled  plan  subject  to 
their  paying  the  average  premium  applicable 
to  the  plan. 

Virtually  all  states  would  be  hard  put  to 
finance  the  cost  of  these  state  pooled  plans 
even  after  deducting  the  contributions  of 
the  self-supporting  uninsurables  and  the 
modest  contributions  of  persons  with  low 
incomes.  Accordingly,  I propose  that  the 
federal  government  pick  up  at  least  two- 
thirds  of  the  cost  in  the  well-to-do  states, 
and  as  much  as  90%  in  the  very  poor  states. 
Not  all  of  this  expenditure  would  be  an 
increased  expenditure  for  the  federal  gov- 
ernment because  the  federal  government 
would  be  relieved  of  a significant  portion 
of  its  present  cost  for  Medicaid.  The  ac- 
tual amount  of  this  Medicaid  offset  would 
depend  on  the  standard  of  minimum  bene- 
fits set  by  the  federal  government  for  the 
state  pooled  plans.  Because  it  is  intended 
that  the  initial  standard  of  benefits  would 
be  improved  as  quickly  as  additional  health 
manpower  and  facilities  became  available, 
the  ultimate  standard  of  benefits  should  be 
sufficiently  high  so  that  the  federal  govern- 
ment would  no  longer  need  to  contribute 
toward  the  cost  of  medical  care  under  Titles 
V and  XIX  of  the  Social  Security  Act. 

I am  sure  you  appreciate  that  the  thought 
of  the  voluntary  health  insurance  business 
having  to  underwrite  such  state  pooled  plans 
is  not  one  that  appeals  to  the  average  insur- 
ance man.  Indeed,  less  than  a decade  ago 
the  insurance  business  would  have  opposed 
such  an  idea  vehemently.  Today,  the  in- 
surance business  is  beginning  to  realize  that 
underwriting  and  administering  such  state 
pooled  plans  may  well  be  the  price  of  con- 
tinued existence.  Thus  I believe  these  state 
pooled  plans,  coupled  with  minimum  fed- 
eral benefits  standards  and  more  effective 
tax  incentives,  constitute  an  acceptable,  eco- 
nomical, and  practical  way  to  make  health 
insurance  universally  available  to  all  Amer- 
icans. 

(Continued  on  page  456) 
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Abdominal  Aortic  Aneurysms 

Clinical  Experience  with  104  Cases  Over  a Ten-Year  Period 


The  mortality  for  elective  resec- 
tion of  abdominal  aortic  aneu- 
rysms in  patients  under  age  75 
years  is  less  than  5%  while  it  is 
75°Zc  when  resection  is  done  as  an 
emergency.  It  is  essential  that  di- 
agnosis be  made  and  resection  be 
performed  before  an  emergency 
situation  develops. 


OUR  CLINICAL  EXPERIENCE  with 
abdominal  aortic  aneurysms  involves 
104  cases  undergoing  resection  and  grafting 
extending  over  a ten-year  period,  1959  to 
1969.  Seventy-four  patients  had  elective 
resection  and  grafting  with  the  remaining 
30  patients  having  emergency  grafting  for 
acute  dissection  or  rupture. 

A total  of  180  cases  exclusive  of  those 
requiring  emergency  surgery  were  seen  in 
this  period  with  elective  surgery  not  advo- 
cated in  106  patients  for  reasons  of  appar- 
ent stability  in  small  aneurysms  less  than  5 
cm.,  related  disease  contraindicating  sur- 
gery, age,  and  debility. 

Over  the  past  1 5 years  this  surgical  pro- 
cedure has  become  common  and  technically 
feasible.  However,  we  have  realized  that 
optimal  selection  of  patients  for  this  surgery 
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demands  a "hard  look”  at  total  patient  as- 
sessment since  many  other  coexisting  mani- 
festations of  atherosclerosis  may  increase 
risk  statistics. 

For  instance,  during  the  first  five  years 
of  this  study  mortality  rates  for  elective 
resection  exceeded  15%  with  the  causes  of 
death  usually  related  to  renal  shutdown,  a 
prolonged  postoperative  course  due  to  ex- 
istent preoperative  debilitation,  excessive 
age,  and  associated  lack  of  recovery  ability. 
With  improved  operating  time,  stricter  se- 
lection of  good  risk  candidates  below  age 
75,  and  earlier  diagnosis,  the  mortality  rate 
for  elective  resection  in  the  last  five  years 
has  dropped  to  4%.  With  this  survival 
expectancy  we  can  enthusiastically  advise 
resection  and  grafting  as  a life-saving  pro- 
cedure. 

It  has  been  difficult  for  us  to  predict 
aneurysm  progression  until  recently.  Estes1 
reported  a grim  prognosis  for  untreated 
aneurysms.  However,  Wolff e;’  and  Klippel' 
contrastingly  stated  that  unless  symptoma- 
tic or  enlarging  by  repeated  comparison 
examinations,  abdominal  aortic  aneurysms 
rarely  ruptured.  Szilagyi4,  in  a 12-year  re- 
view of  480  cases  at  the  Henry  Ford  Hos- 
pital, felt  that  resection  doubles  the  patient’s 
survival  expectancy.  Foster2  recently  re- 
viewed the  series  of  resections  at  Vanderbilt 
University  and  concluded  that  in  a five-year 
survival  study  of  matched  groups,  5 0%, 
survived  five  years  who  underwent  resection 
and  grafting,  whereas  only  18%  survived 
five  years  in  the  non-operated  group.  Ob- 
viously it  is  impossible  to  have  exact  groups 
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of  double  blind  controls;  however,  the  per- 
centages of  Foster,  Szilagyi,  and  others  seem 
statistically  significant  enough  to  indicate 
that  for  discreet,  large  abdominal  aortic 
aneurysms,  resection  and  grafting  doubles 
life  expectancy.  (See  Chart  I) 


ture  or  dissect.  Axiom  3.  All  symptomatic 
aneurysms  greater  than  7 cm.  in  size  are 
potentially  lethal. 

As  with  other  surgery,  physiological  and 
not  chronological  age  is  a significant  selec- 
tion factor.  However,  we  have  been  im- 


CHART  I 


Hospital 

Number  of 
Patients 

Small 

Aneurysms, 

Percent 

Large 

Aneurysms, 

Percent 

Incidence  of 
Rupture, 
Percent 

Percentage 
of  Deaths 
Due  to 
Rupture 

Five-Year 

Survival 

Rate, 

Percent 

Mayo  Clinic — Schatz  and  Asso- 
ciates  

119 

75 

25 

14 

44 

36 

Valley  Forge — Wolffe  and 
Colcher 

33 

7(i 

24 

0 

0 

Not  Given 

Ba"nes — Klippel  and  Butcher. 

30 

66 

33 

« 

10 

27 

Henry  Ford — Szilagyi  and 
Associates 

223 

37 

63 

34  9 

45 

17 

Vanderbilt — Foster  and  Asso- 
ciates   

75 

50 

50 

33 

38 

18 

Lynchburg — deXiord  and 
Associates 

104 

72 

28 

21 

34 

29 

Selection  of  Patients 

Several  important  axioms  are  immediately 
worth  emphasizing.  Axiom  1.  Symptomatic 
aneurysms  deserve  the  highest  consideration 
for  resection.  These  usually  are  5 cm.  or 
larger,  are  symptomatic  by  virtue  of  ex- 

Chart  ii 

Relationship  of  Size  of  Aneurysm  to  Incidence  of 
Rupture  in  Patients  Not  Operated  Upon 

Size  of  Aneurysm  Ruptured  Total 

Large,  >6  cm.  19  (51%)  37 

Small,  <6  cm.  6 (16%)  38 

pansion  causing  local  tenderness  and  some- 
times deep  visceral  discomfort,  often 
radiating  pain  to  the  back.  Axiom  2.  Aneu- 
rysms which  are  enlarging  in  size  even 
though  asymptomatic  are  displaying  un- 
stable characteristics,  invariably  will  rup- 

Chart  III 

Indications  for  Urgent  Consideration  of  Resection 

1.  Recent  evidence  of  symptomatic  change  in  aneurysm 
— tenderness,  deep  visceral  discomfort  probably  sec- 
ondary to  separation  of  the  leaves  of  the  mesentery, 
radiation  of  pain  through  to  back. 

2.  Enlarging  aneurysms  as  compared  with  multiple  re- 
cent examinations. 

3.  Aneurysm  greater  than  7 cm.  in  size. 


pressed  with  the  poor  results  in  those 
patients  older  than  75  years.  There  is  a 
much  higher  incidence  of  postoperative 
complications  (infection,  renal  oliguria  or 
shutdown,  atelectasis,  mental  confusion,  car- 
diac decompensation,  ileus,  and  prolonged 

Chart  IV 

Contraindications  for  Resection  of  Aneurysm 
Based  on  76  Patients 

1.  Age  greater  than  75  years.  (+1  patients).  Age 
ranged  from  76  to  94  years  with  a mean  age  of 
82  years. 

2.  Related  significant  atherosclerosis  with  coronary 
artery  disease,  previous  proven  coronary  artery 
blockage  and  unstable  cardiac  status,  history  of 
stroke,  generalized  cerebral  ischemia  with  senility. 

3.  Poor  to  absent  “run-off”  in  femoral  vessels  and  be- 
low, indicating  a high  probable  incidence  of  graft 
failure  due  to  thrombosis. 

4.  History  of  malignancy  where  cure  has  not  been  es- 
sentially assured  or  where  obvious  metastasis  or 
local  incurability  were  encountered. 

hospitalization)  in  the  over  75  age  group, 
regardless  of  their  generally  sound  appear- 
ance. It  is  for  this  reason  that  we  "selected 
out”  over  40  patients — refusing  surgery  in 
this  group  even  though  palpable  abdominal 
aortic  aneurysms  were  present.  Except  for 
those  aneurysms  showing  obvious  expansion 
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with  imminent  rupture  or  those  actually 
ruptured,  we  chose  to  perform  elective  sur- 
gery only  in  those  patients  under  age  7 5 and 
essentially  free  from  advanced  atheroscle- 
rotic disease. 


Chart  V 

74  Patients  with  Elective  Resection  and  Grafting  of 
Abdominal  Aortic  Aneurysms 

Average  age — 69  years. 

Primary  diagnostic  characteristics — Size  greater  than  7 
cms.,  54  patients. 

Secondary  diagnostic  characteristics — Symptomatic  aneu- 
rysm, 24  patients. 

Tertiary  diagnostic  characteristics — Enlarging  size  as 
measured  by  previous  examination,  19  patients. 


Discussion 

A summary  of  surgical  experience  with 
abdominal  aortic  aneurysms  has  indicated 
a uniform  drop  in  mortality  and  morbidity 
with  early  elective  resection  and  grafting. 
The  emergency  resection  is  to  be  avoided  at 
"all  cost”  since  mortality  rates  for  grafting 
in  these  patients  with  ruptured  or  dissect- 
ing aneurysms  approaches  75%.  Elective 
resection  of  aneurysms  after  appropriate 
medical  evaluation  and  controls  had  dropped 
to  4%.  All  aneurysms  need  not  be  resected. 


Chart  VI 

Complications  and  Survival  Rates  for  Elective  Surgery 
of  Abdominal  Aortic  Aneurysms 

1.  Mortality — 74  patients  operated  upon  electively, 

years  1959-1964,  16.2%  mortality, 
years  1964-1969,  4.2%  mortality. 

2.  Complications — 

Wound  infection,  seven. 

Postoperative  loss  of  limb,  eleven. 

Infected  graft,  three. 

Coronary  thrombosis  during  or  after  surgery,  nine. 

3.  Renal  shutdown  requirirg  dialysis,  four. 

(Three  expired  during  the  dialysis) 

4.  Hepatorenal  syndrome,  one. 

5.  Pulmonary  insufficiency  complicated  by  emphysema 

and  atelectasis  requiring  tracheotomy,  two. 


Over  age  75  years,  the  complications  fol- 
lowing resection  are  multiple  and  have  led 
the  authors  to  avoid  surgery  in  this  age 
group  unless  faced  with  obvious  rapid  en- 
largement or  rupture.  Those  aneurysms  less 
than  5 cm.  in  size  and  stable  are  followed 


by  periodic  examination.  The  aggressive 
resection  of  all  large  aneurysms  and  the 
attendant  poor  results  has  reminded  the 
authors  of  the  advice  "don’t  kill  the  dog 
to  get  the  fleas”.  This  better  selection  of 

Chart  VII 

Emergency  Resection  and  Grafting  of  Abdominal 
Aortic  Aneurysms 

(30  patients) 

1.  Mortality — Years  1954-1964,  58% 

Years  1964-1969,  54% 

2.  Complications — 

Wound  infection,  five. 

Infected  graft,  three. 

Loss  of  limb,  seven. 

Coronary  thrombosis  during  or  after 

surgery,  six. 

Renal  shutdown  requiring  dialysis,  three. 


patients,  the  appropriate  preoperative  evalu- 
ation of  renal  status,  the  use  of  arteriog- 
raphy where  poor  arterial  run-off  is  sus- 
pected, the  administration  of  prophylactic 
antibiotics,  diuretics  and  digitalis  and  the 
improved  surgical  technique  through  a team 
effort  have  all  contributed  to  a decreasing 
mortality  and  morbidity  satisfying  to  all 
who  have  been  witness  to  the  surgery  of 
abdominal  aortic  aneurysms  during  the  past 
1 5 years. 


Technique 

Our  technique  involves  a rather  rapid 
exploration  of  the  abdominal  contents, 
colon,  gallbladder,  stomach,  and  palpation 
of  the  aneurysm  and  renal  arteries  to  ascer- 
tain whether  or  not  the  aneurysm  involves 
these  vessels.  Fortunately  the  great  per- 
centage of  abdominal  aortic  aneurysms  do 
not  involve  renal  vessels.  The  existence  of 
iliac  aneurysms  is  of  importance  since  con- 
sideration must  be  made  as  to  whether  or 
not  resection  of  these  is  indicated  or  whether 
the  aneurysm,  if  small,  can  be  left  in  place. 

Palpation  of  the  femoral  vessels  for  ap- 
propriate pulsations  and  run-off  is  also 
vital  at  the  time  of  intra-abdominal  explora- 
tion. Resection  of  the  aneurysm  involves 
surrounding  the  aorta  just  below  the  renal 
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vessels  with  great  care  not  to  enter  the  vena 
cava.  Following  this  a tape  is  passed  around 
the  common  iliac  arteries.  Great  care  is 
taken  not  to  tear  the  iliac  vein  posteriorly 
since  inadvertent  damage  to  this  vein  takes 
a great  deal  of  time  to  repair  and  may  result 
in  significant  blood  loss.  The  resection  of 
the  aneurysm  itself  involves  removing  the 
anterior  wall  in  most  instances  and  time  is 
not  spent  in  dissecting  the  posterior  and 
lateral  wall  away  from  the  vena  cava.  The 
lumbar  vessels  are  appropriately  controlled 
by  hemoclips  so  that  back  bleeding  does 
not  occur. 

Anastomosis  of  the  prosthesis  is  performed 
using  continuous  Tevdec  suture  material 
reinforced  with  several  interrupted  sutures 
at  the  angles.  We  have  learned  to  take  large 
bites  with  the  suture  material  since  this  does 
not  in  any  way  obstruct  the  lumen  and  pre- 
vents the  tearing  and  postoperative  bleeding 
which  might  otherwise  occur. 

Following  the  anastomoses  of  all  three 
vessels,  that  is  the  aorta  and  both  iliacs,  the 
distal  clamps  are  removed  to  allow  a retro- 
grade flow  into  the  graft  and  to  form  clot- 
ting of  the  interstices.  Immediately  prior 
to  the  distal  anastomoses  the  iliac  vessels  are 
opened  and  any  clots  milked  from  these 
vessels.  A Fogerty  balloon  catheter  is  passed 
distally  to  remove  distal  clots  or  thrombi 
that  may  have  formed. 

The  proximal  clamp  is  very  gradually 
opened  until  proper  pulsations  occur  in  the 
graft  and  all  anastomoses  are  checked  for 
bleeding. 

Following  abdominal  closure  and  recov- 
ery room  care,  the  patient  is  monitored  in 
the  Intensive  Care  Unit  for  at  least  two 
days.  Attention  is  given  to  the  urinary 
out-put,  stable  blood  pressure,  the  main- 
tenance of  satisfactory  peripheral  pulses 
indicating  good  flow  through  the  graft,  etc. 

Naso-gastric  suction  is  routinely  used  to 
avoid  ileus  and  its  attendant  problems  with 
diaphragm  elevation  and  basilar  atelectasis. 
As  soon  as  satisfactory  bowel  sounds  are 
present  the  naso-gastric  tube  is  removed. 


We  elect  to  ambulate  our  patients  on  the 
second  postoperative  day  and  continue  anti- 
biotic treatment  throughout  the  hospitali- 
zation. 

The  patients  are  discharged  between  the 
seventh  and  tenth  day  if  they  have  a stable 
recovery  and  the  nylon  skin  sutures  are 
removed  in  the  office  at  the  end  of  the  sec- 
ond week. 

Summary 

1.  Should  abdominal  aneurysms  over  5 
cm.  in  size  enlarge,  give  symptoms  of  dis- 
section or  deep  visceral  discomfort,  they 
should  be  considered  for  surgical  resection. 

2.  Resection  of  abdominal  aortic  aneu- 
rysms over  age  75  is  fraught  with  postop- 
erative problems  and  we  have  elected  not 
to  operate  on  patients  in  this  age  group 
unless  mandatory. 

3.  The  mortality  rate  for  elective  resec- 
tion of  abdominal  aortic  aneurysms  in  those 
patients  under  age  75  is  less  than  5%,  while 
those  resections  performed  as  an  emergency 
with  rupture  or  dissection  approaches  a 
mortality  rate  of  75%. 

4.  The  improvement  in  preoperative 
evaluation,  surgical  technique  and  the  post- 
operative care  of  these  patients  has  contrib- 
uted to  the  overall  decrease  in  mortality. 
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Snow  Skiing 


The  phenomenal  growth  of  snow 
skiing  in  the  South  in  the  past  few 
years  has  been  accompanied  by  an 
increase  in  skiing  injuries.  These 
occur  at  about  the  rate  of  6 to  8 
per  1000  skiers  per  season. 

TN  THE  PAST  TEN  YEARS  the  popu- 
larity of  snow  skiing  has  become  so  great 
that  there  are  now  estimated  to  be  2 /z  mil- 
lion skiers  in  the  United  States.  However, 
the  most  phenomenal  percentage  of  growth 
has  occurred  in  the  South  as  evidenced  by 
the  development  of  15  skiing  areas  since 
195  9.  In  fact,  several  years  ago  the  highest 
skiing  area  East  of  the  Rocky  Mountains 
was  opened  in  North  Carolina.  Although 
most  of  these  areas  have  from  40  to  70 
inches  of  snow  per  season,  it  is  the  develop- 
ment of  artificial  snow-making  equipment 
that  has  made  skiing  feasible. 

Concomitant  with  the  growth  of  the 
sport  has  been  the  growth  of  the  number 
of  injuries — about  six  per  1000  skiers  per 
season.  Because  of  the  large  number  of 
injuries  and  my  interest  as  a member  of  the 
National  Ski  Patrol  and  in  cooperation  with 
Dr.  James  P.  Harnsberger,  Medical  Director 
of  the  Homestead,  Hot  Springs,  I have  re- 
viewed all  of  the  injuries  since  1959  at  the 
Homestead  Skiing  Area. 

Presented  at  the  annual  meeting  of  The  Medical 
Society  of  Virginia,  Richmond,  October  11-14,  1970. 


ROBERT  H.  BRUMFIELD,  JR.,  M.D. 
Roanoke,  Virginia 

Review  of  the  Literature 

There  have  been  a lot  of  excellent  studies 
at  Squaw  Valley,  California;  Aspen,  Vail, 
Colorado;  and  Boyne  Mountain,  Michigan. 
Although  there  has  been  much  disagreement 
regarding  the  factors  involved  in  skiing  in- 
juries, some  factors  have  been  firmly  estab- 
lished. In  fact,  there  is  even  disagreement 
as  to  the  number  of  injuries  for  it  is  rightly 
felt  that  many  injuries  go  unreported.  The 
six  main  areas  are: 

1.  Weather 

2.  Difficulty  of  slopes 

3.  Condition  of  snow 

4.  Time  of  day 

5.  Equipment 

6.  Skier 

It  would  seem  that  weather  would  be  an 
important  factor;  yet,  most  of  the  injuries 
occurred  on  days  with  good  visibility  and 
little  wind. 

Although  the  difficulty  of  the  slopes 
would  seem  to  be  a factor  of  importance, 
only  17  per  cent  of  the  skiers  in  the  Squaw 
Valley  study  thought  that  the  slope  was  too 
steep,  and  an  additional  12  per  cent  thought 
that  the  slope  was  too  irregular,  having 
many  moguls. 

It  has  often  been  stated  by  expert  skiers 
that  the  condition  of  the  snow  predicates 
the  type  of  injury;  that  is,  one  is  more  likely 
to  sustain  a fracture  in  soft,  unpacked  snow 
and  one  is  more  likely  to  sustain  a laceration 
or  dislocation  in  hardpacked  or  icy-type 
snow.  However,  the  National  Ski  Safety 
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Research  Project  has  been  unable  to  verify 
this. 

Earle  Atall  found  that  the  incidents  of 
injuries  tended  to  increase  toward  the  end 
of  the  day,  which  he  felt  was  due  to  fatigue 
with  the  loss  of  control.  He  also  found  that 
the  peak  of  injuries  was  reached  between  the 


it  keeps  the  skier  from  having  a cold  injury. 
The  skis  seem  to  be  of  little  significance,  but 
the  boots  and  bindings  are  quite  important. 
The  boots  should  fit  snugly  and  have  no 
give,  either  in  a medial  or  lateral  direction. 
Spademan’s  excellent  paper  showed  that  in 
428  lower  extremity  injuries  that  safety 


Skiers 

Injuries 

Rate/1000 

M 

F 

Time 

PM 

Age 

Fx. 

Dislo- 

cations 

Other 

1959-60 

2,483 

90 

36.37 

51 

39 

2 

20 

49 

3 

38 

1960-61 

7,250 

109 

15  03 

50 

59 

2 

21 

28 

1 

80 

1961-62 

10  253 

113 

11  02 

70 

43 

2 

21 

36 

1 

76 

1962-63 

14,245 

95 

6 67 

51 

44 

2 

22 

43 

1 

51 

1963-64 

12,784 

116 

9.70 

71 

45 

I 

211 

27 

2 

85 

1964-65 

7,617 

72 

9 50 

34 

38 

2 

21 

14 

T 

56 

1965-66 

9,931 

62 

6 30 

30 

32 

2 

21 

14 

i 

47 

1966-67 

9 , 625 

62 

6 50 

36 

26 

2 

19 

1 

i 

54 

1967-68 

12,978 

47 

3 70 

26 

21 

2 

18 

17 

i 

30 

1968-69 

11.110 

86 

7 74 

53 

33 

2 

18 

25 

2 

59 

1969-70 

11.160 

84 

7 53 

54 

32 

2 

17 

27 

2 

55 

Total 

109,436 

936 

8 55 

526 

412 

2 

20 

287 

16 

631 

second  and  third  hours  of  skiing.  Spademan’s 
study  at  Squaw  Valley  also  showed  an  in- 
crease in  injuries  toward  the  end  of  the 
day  in  conjunction  with  the  fact  that  less 
competent  skiers  tended  to  begin  skiing  later 
in  the  day. 


F RACTURES 


Tibia 

Fibula 

Other  Bones 

1959-60 

22 

18 

9 

1960-61 

13 

12 

3 

1951-62 

15 

12 

9 

1962-63 

20 

17 

6 

1963-64 

17 

8 

2 

1964-65 

9 

2 

3 

1965-66 

6 

6 

2 

1966-67 

2 

1 

4 

1967-68. 

15 

0 

2 

1968-69 

17 

6 

2 

1969-70 

18 

2 

/ 

Total . . 

154 

84 

49 

With  reference  to  equipment  factors  in 
skiing,  the  type  of  wearing  apparel,  other 
than  boots,  is  of  no  significance  as  long  as 


binding  failure  was  a major  factor.  Factors 
contributing  to  safety  binding  failure  are: 

1.  Inadequate  design 

2.  Inadequate  adjustment 

3.  Failure  to  release  satisfactorily 

Many  studies2'3'0,0  have  shown  that  the 
skier  himself  is  probably  the  most  important 
cause  of  injuries.  The  physical  and  mental 
constitution  of  the  skier  are  both  impor- 
tant. Daily  exercises,  which  strengthen  mus- 
cles and  maintain  joint  motion,  protect  the 
ligaments  and  bones  in  case  of  a fall.  Warm- 
ing up  exercises  in  skiing,  as  in  all  sports, 
leads  to  better  performance  and  lessens  the 
chance  of  injury.  The  common  finding 
among  injured  skiers  is  a lack  of  confidence 
and  experience.  Atall  showed  that  5 5 per 
cent  of  the  injuries  were  among  beginners; 
yet,  this  group  consisted  of  only  21  per  cent 
of  those  who  skied.  Other  studies  have  shown 
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a tremendous  reduction  in  the  injury  rate 
after  one  year  of  skiing.  The  females  seem 
to  be  more  likely  to  be  injured,  although 
this  is  felt  to  be  due  to  such  a large  percent- 
age of  them  being  beginning  skiers. 


Case  1. 


In  the  Squaw  Valley  study  over  5 0 per 
cent  of  the  injuries  were  found  to  be  sus- 
tained by  skiers  less  than  21  years  of  age. 

Inadequate  instruction,  as  manifested  by 
lack  of  confidence  and  poor  judgment,  was 


found  to  be  a major  factor  in  injuries.  How- 
ever, no  studies  have  yet  shown  that  the 
skier  who  emerges  from  ski  school  is  less  apt 
to  be  injured. 

It  is  of  interest  that  in  the  last  year  in 
which  deaths  were  studied,  seven  were  re- 
ported due  to  ski  injuries. 


Treatment 


These  injuries  are  usually  treated  the  same 
as  other  injuries  from  varying  etiology.  It  is 
always  satisfying  to  find  this  group  of  pa- 
tients, as  they  are  quite  motivated  to  become 
well  again,  and,  consequently,  they  coop- 
erate fully  in  the  rehabilitation  program 
such  that  you  end  up  with  very  good  results 
in  these  injuries. 

The  following  cases  show  two  examples 
of  severe  boot-top  fractures — one  treated 
non-operatively  and  the  other  operatively. 


Case  No.  1 

A.  F.  S.:  This  3 5 -year-old  WF  injured 
her  left  leg  when  she  was  struck  by  another 
skier  on  January  31,  1969.  (See  picture). 
She  was  treated  by  closed  reduction  and 
long-leg  cast  for  ten  weeks.  At  this  time 
due  to  excellent  healing,  she  was  put  in  a 
tibial  weight-bearing  short-leg  cast,  which 
was  removed  four  weeks  later.  She  then  was 
on  partial  weight-bearing  crutch  walking 
with  exercise  program  to  include  swimming. 
Within  the  next  five  weeks,  she  had  a full 
range  of  motion  and  good  muscle  strength. 
She  was  seen  eight  weeks  after  that  time  at 
which  time  she  was  completely  healed  and 
rehabilitated.  She  was  discharged  for  follow- 
up. 

Case  No.  2 

C.  E.  G.:  This  44-year-old  WM  injured 
his  right  lower  extremity  while  skiing  on 


wi 

we 

she 

of 
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March  1,  1970.  X-rays  showed  spiral  frac- 
ture to  distal  third  of  tibia,  which  was  treat- 
ed by  open  reduction  and  internal  fixation 


Case  2,  No.  1. 


with  screws  and  a long-leg  cast.  After  six 
weeks  in  the  long-leg  cast,  he  was  put  in  a 
short-leg  tibial  plateau  weight-bearing  type 
of  cast.  He  was  kept  in  this  cast  an  addi- 
tional ten  weeks,  at  which  time  he  was  clin- 
ically solid.  X-rays  revealed  satisfactory 
healing.  He  was  started  on  active  range  of 


motion  exercises  and  partial  weight-bearing 
crutch  walking.  Four  weeks  later  he  re- 
turned with  satisfactory  strength. 


Conclusion 

In  summary,  I would  like  to  say  that  ski- 
ing injuries  occur  at  an  average  rate  of  8.77 
per  1000  skiers  at  the  Homestead,  which  is 
slightly  higher  than  other  skiing  areas  in  the 
country.  However,  this  is  felt  to  be  due  to 
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the  fact  of  the  tremendous  number  of  be- 
ginning skiers  that  ski  this  area  and  also  the 


Case  2,  No.  3. 
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Drugs — A Now  Dilemma 


A campaign  against  drug  abuse  re- 
quires the  participation  of  physi- 
cians, pharmacists , the  clergy,  ed- 
ucators, laic  enforcers,  and  others. 


IN  1967  the  Fairfax  County  Medical  So- 
ciety and  the  Potomac  Pharmaceutical 
Association  were  asked  by  the  local  law  en- 
forcement office  to  help  in  the  area  of  drug 
abuse.  At  this  time,  in  our  area,  the  most 
noted  authority  on  the  medical  aspects  of 
drug  abuse  was  the  Commonwealth  Attor- 
ney, not  a physician.  Certainly  this  didn’t 
speak  well  for  the  physicians  or  pharmacists. 
So  with  this  tripod  group,  a community 
program  was  started.  This  article  is  pre- 
sented as  a guide  for  other  communities  if 
such  a program  is  needed. 

Needless  to  say,  drug  abuse  is  a national 
problem.  It  is  a community  problem  but 
the  physician  must  realize  he  plays  some  role 
in  this  problem.  I do  not  believe  the  phy- 
sician can  solve  this  problem,  but  it  takes 
concentrated  effort  by  medicine,  clergy, 
educators,  law  enforcement  and  other  agen- 
cies to  cope  with  it. 

Let  me  first  tell  you  about  the  area  in 
which  I live  because  the  first  thing  you 
must  do  is  survey  your  area  and  determine 
the  problem  as  it  exists  now  and  what  has 
been  done  to  cope  with  drug  abuse.  I live  in 
Northern  Virginia,  in  a typical  suburban 
area.  Slowly  the  problem  has  evolved  from 
the  city  and  now  presents  a problem  in 
the  suburbs,  not  only  the  "soft  stuff”  but 
also  the  hard  narotics.  In  our  area  we  were 
not  starting  out  new  because  the  law  en- 


CARL  E.  CRIMM,  M.D. 

Annandale,  Virginia 

forcement  had  been  working  on  education 
of  drug  abuse  for  the  previous  two  years. 

At  our  first  meeting  the  Commonwealth 
Attorney  admitted  he  didn’t  have  the  an- 
swer. It  lay  with  education  and  he  was 
happy  for  us  to  take  the  lead.  So  education 
was  stage  one  or  our  number  one  priority. 
Speaking  to  the  local  high  schools  had  been 
done  but  had  been  too  spotty  and  disor- 
ganized. One  or  two  hours  per  semester 
on  drug  abuse  just  did  not  make  the  scene. 
Of  course  in  1967  we  met  resistance  from 
some  principals  who  denied  a problem  ex- 
isted in  their  schools,  but  the  students  and 
the  law  enforcement  knew  a problem  did 
exist.  One  of  the  early  plans  for  the 
school  system  was  devised  by  the  Seattle  - 
King  County  Youth  Commission.  We 
used  this  plan  as  a guideline  and  revised 
it  to  meet  our  demands.  This  was  a six-hour 
program  taught  by  the  teachers.  This  pro- 
gram employed  peer  group  discussions  with 
teacher  guidance  and  one  hour  spent  with 
an  expert  speaker.  This  was  taken  to  the 
school  board.  Our  case  was  well  presented 
by  the  Commonwealth  Attorney.  He  gave 
this  as  a positive  course  of  action  and  offered 
the  help  of  the  physicians  and  pharmacists 
as  the  expert  speakers.  At  present  there  are 
several  pilot  programs  being  started  in  our 
local  school  system  with  long  range  plans 
to  be  formulated.  It  was  our  feeling  that 
this  should  be  started  in  the  5 th  and  6th 
grades  and  progress  through  grade  12.  The 
responsibility  of  abuse  of  all  medicines 
should  be  stressed.  Less  emphasis  on  the  ef- 
fect of  the  abused  drugs  and  more  on  the 
psychological  necessity  of  turning  on  with 
drugs  in  the  first  place. 

Stage  two — Educate  parents.  If  the  adult 
is  to  communicate  with  the  child  then  he 


Volume  98,  August,  1971 


441 


must  understand  drug  abuse.  With  the 
adults  a different  approach  needs  to  be  used. 
A group  of  four  three-hour  seminars  were 
developed  and  presented  with  movies,  for- 
mal presentation,  and  questions  and  answers. 
It  was  divided  into  (1)  the  hard  narcotics 
and  the  problem  as  it  stands  in  the  com- 
munity. This  was  discussed  by  the  Com- 
monwealth Attorney — movie — Narcotics — 
the  Decision.  (2)  The  up  and  down  drugs, 
the  amphetamine  and  barbiturates.  Across 
the  counter  drugs  were  also  discussed.  Pre- 
scription responsibility,  or  how  the  physi- 
cian and  pharmacist  work  together  to 
protect  prescription  drugs — movie — Drugs 
and  the  Nervous  System.  (3)  Marijuanna 
— movie — Marijuanna  (Sonny  and  Cher). 
(4)  LSD  and  the  psychiatric  aspects — 
movie — LSD — Instant  Insanity. 

Our  first  seminar  attracted  300  to  5 00 
people  each  night.  This  certainly  shows  that 
there  was  a need  for  this  type  of  program. 
Time  had  to  be  spent  upon  establishing  the 
problem  that  now  existed  and  substantiated 
with  facts  and  figures.  The  pathogenesis  of 
drug  abuse  quite  often  starts  in  the  medicine 
cabinet.  Mother  looks  upon  the  prescription 
of  diet  pills  as  medicine,  but  Junior  knows 
that  one-half  of  the  capsule  contains  the 
amphetamine,  the  other  half  the  barbiturate. 
When  we  talk  about  drug  abuse  we  can’t 
forget  we  talk  about  alcohol  and  tobacco 
as  well.  This  program  has  been  repeated  at 
several  of  the  local  high  schools  at  different 
periods  of  time. 

Stage  three — Educating  ourselves.  As  we 
became  more  involved  in  the  subject  it  was 
soon  obvious  that  as  physicians  we  had  some 
basic  knowledge  but  were  lacking  in  the 
nitty-gritty  of  drug  abuse  as  it  stands  today. 
Dr.  Henry  Brill,  representative  of  the 
A.M.A.,  said  "The  physician  should  be  the 
first  line  of  defense  in  fighting  drug  abuse.” 
As  you  think  about  the  family  physician’s 
position  and  his  knowledge  of  the  family 
pathology  and  his  respect  by  the  family, 
then  you  see  this  is  a valid  statement.  Many 
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times  when  a parent  first  finds  out  his  child 
is  on  drugs  the  first  one  called  is  the  family 
doctor.  We  should  be  equipped  to  handle 
this  as  we  would  handle  other  diseases.  Be 
willing  to  see  the  family  or  the  abuser — 
know  the  community  resources  available — 
know  what  action  your  local  police  will  take 
if  you  report  a case  to  them. 

Educating  ourselves  was  divided  into  two 
parts.  (A)  General  information  to  all  phy- 
sicians. (B)  Detailed  information  for  the 
members  of  the  speakers  bureau. 

A.  General  information: 

A symposium  is  one  way  to  get  the 
physician  involved  in  the  program  of  drug 
abuse.  The  medical  society  can  sponsor  this 
symposium.  When  starting  a symposium 
you  must  realize  that  it  is  difficult  to  get 
physicians  to  attend  any  symposium.  You 
are  asking  him  to  give  up  his  office  time  or 
his  afternoon  off.  When  getting  the  speak- 
er, try  for  a main  headliner.  This  can  be  a 
celebrity,  politician,  etc.  Certainly  the  main 
line  speaker  must  be  relevant  to  the  prob- 
lem, but  let’s  face  it,  doctors  sometimes  can 
be  impressed  by  a name.  I do  not  imply 
that  doctors  will  come  if  there  is  no  guts  to 
the  program,  but  you  can  have  one  throw 
away  card.  After  the  speakers  are  lined  up 
— then  start  on  the  publicity.  This  is  one 
thing  that  cannot  be  over-done.  Mail  and 
posters — use  the  monthly  hospital  and 
medical  society  newsletters  to  send  out  your 
individual  mail.  Start  first  with  an  an- 
nouncement in  the  newsletter  two  months 
before  the  event.  Use  the  doctor’s  wife  to 
help  with  the  publicity.  Although  our 
symposium  was  designed  for  physicians  we 
invited  doctors’  wives,  clergy,  lawyers  and 
educators.  The  publicity  for  this  group  was 
turned  over  to  one  of  their  own.  With  this 
part  of  the  program  put  away  you  may 
think  you’re  through,  but  you  can  now 
work  on  the  press,  radio  and  TV  to  cover 
your  symposium.  Don’t  forget  the  medical 
publications  also — Medical  Tribune,  Audio 
Digest,  etc.  Selling  ourselves  to  the  laymen 
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has  never  been  our  forte  so  it  pays  to  cap- 
italize on  all  favorable  publicity.  At  our 
symposium  the  National  Institute  of  Mental 
Health  had  a display  of  publications  and 
posters.  They  have  pamphlets  on  LSD, 
amphetamines  and  marijuanna  that  are  good 
for  display  in  a doctor’s  waiting  room.  The 
Federal  Bureau  of  Narcotics  and  Dangerous 
Drugs  also  put  up  an  exhibit.  Smith,  Kline 
and  French,  the  pharmaceutical  firm,  have 
long  been  a leader  in  drug  abuse.  They  often 
will  help  with  your  program  and  have  sev- 
eral hand  books  designed  for  physicians.  A 
list  of  community  resources  was  compiled 
and  given  to  physicians  attending  the 
symposium. 

B.  Speakers  bureau: 

We  obtained  about  30  physicians  to 
work  on  the  speakers  bureau.  If  they  were 
to  speak  intelligently,  they  must  be  edu- 
cated. We  turned  to  the  Federal  Bureau  of 
Narcotics  and  Dangerous  Drugs.  They  had 
done  training  programs  for  lawyers,  police 
and  educators,  but  never  for  physicians. 
Through  Dr.  Lewis  of  the  Federal  Bureau 
of  Narcotics  and  Dangerous  Drugs,  we  were 
able  to  formulate  two  one-half  day  sympo- 
siums on  the  pharmacology,  use,  traffic, 
source  and  legal  problems  of  marijuanna, 
LSD,  narcotics  and  all  abused  drugs.  To 


make  it  more  successful  he  brought  his 
group  to  one  of  our  local  hospitals  for  the 
symposium.  We  in  turn  opened  it  to  the 
nursing  staff.  Each  speaker  was  supplied 
with  the  A.M.A.  packet  on  drug  abuse, 
films  available  to  be  used  in  the  community 
and  some  typical  speeches  that  could  be 
given  to  adult,  teenager  or  grade  school 
children.  The  speakers  were  encouraged  to 
speak  as  representatives  of  all  medicine 
and  about  the  aspect  of  drugs  that  we 
know  as  physicians  — signs,  symptoms, 
treatment,  long  term  effect,  some  of  the 
basic  psychological  reasons  for  abuse.  As 
physicians  we  are  not  aware  of  all  the  street 
terminology,  neither  are  we  criminologists 
or  lawyers.  Therefore  when  we  speak  we 
should  not  be  looked  upon  as  drug  experts 
who  have  all  the  answers  to  this  problem. 

What  I have  tried  to  present  to  you  is 
an  outline  of  our  program.  Some  of  this 
is  probably  out-dated  because  we  started  in 
] 968.  The  program  does  take  a lot  of  work. 
The  first  prerequisite  is  to  have  a team  of 
dedicated  people.  Not  one  person,  but  a 
team.  It  is  rewarding  to  you  as  an  indi- 
vidual— a physician,  to  your  community 
and  to  your  medical  society. 


Annandale  Doctors’  Building 
Annandale,  Virginia  2200) 
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Dysplasia  and  Early  Carcinoma  of  the 

Uterine  Cervix — Detection,  Diagnos- 
tic Evaluation  and  Management 

Carcinoma  of  the  uterine  cervix  con- 
tinues to  be  an  important  health  problem 
despite  extensive  efforts  at  early  diagnosis 
and  treatment  through  cytologic  screening 
clinics.  No  accurate  statistics  are  available 
for  the  State  of  Virginia  as  a whole,  but  the 
Medical  College  of  Virginia  and  the  Univer- 
sity of  Virginia  are  reporting  respectively 
150  and  95  cases  per  year  (including  both 
invasive  and  in  situ  carcinomas) . These  fig- 
ures have  remained  fairly  constant  over  the 
past  five  years,  indicating  no  actual  increase 
in  incidence.  An  evaluation  of  the  cases  seen 
indicates  that  the  factors  of  early  age  of  first 
sexual  intercourse,  multiparity,  multiple 
sexual  partners  and  low  socioeconomic  status 
continue  to  operate,  although  their  exact 
mechanism  is  unclear. 

Despite  the  use  of  cytology  directed  at 
the  population  most  highly  at  risk,  cervical 
cancer  beyond  the  localized  or  in  situ  stage 
is  still  seen.  At  the  University  of  Virginia 
the  ratio  of  in  situ  (Stage  0)  and  localized 
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(Stage  1)  cases  to  those  with  regional  or 
distant  involvement  (Stages  II,  III  and  IV) 
is  slightly  greater  than  one  to  one,  while 
this  ratio  at  the  Medical  College  of  Virginia 
is  approaching  two  to  one.  Since  the  5 -year 
survival  rate  of  virtually  100%  for  in  situ 
lesions  decreases  in  localized  invasive  cancer 
to  80%,  and  in  cases  with  regional  spread 
to  under  5 0%/  there  is  obvious  room  for 
improvement  if  these  figures  represent  the 
situation  on  a State-wide  basis.  The  latest 
figures  available  in  Virginia  show  that  in 
1966  only  27%  of  women  over  20  years  of 
age  received  a cytologic  examination.  This 
was  an  increase  of  6%  over  the  year  1963, 
and  was  1%  above  the  national  average  for 
1966.  Hopefully,  the  trend  is  continuing. 
The  impact  of  a mass  cytologic  screening 
program  for  the  detection  of  cervical  can- 
cer is  dramatically  demonstrated  by  Jeffer- 
son County  (Kentucky)  mortality  figures 
from  195  3 to  1967,  as  reported  by  Chris- 
topherson  et  ah'  Mortality  rate  per  100,000 
women  has  dropped  from  24  to  14  in  this 
county  (where  extensive  screening  of  the 
female  population  was  carried  out),  where- 
as there  was  a slight  increase  for  the  rest 
of  the  State  of  Kentucky  during  the  period 
of  study. 

Technique  of  Taking  Pap  Smears 

Although  it  is  probably  impossible  at  this 
time  to  screen  every  woman  in  the  State 
of  Virginia  for  cervical  cancer,  certain  im- 
provements can  be  made  in  those  cytologic 
smears  that  are  being  taken  and  in  the 
methods  of  reporting  and  follow-up.  The 
type  of  Pap  smear  necessary  is  one  which 
samples  the  squamo-columnar  junction  of 
the  cervix  completely,  since  this  is  the  re- 
gion in  which  early  cervical  cancers  develop. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


A triumph  over 
trichomoniasis 


The  male  urogenital  tract  is 
■by  far  the  main  source  of 
reinfection  in  trichomonal 
vaginitis. 

It  follows  that  neglecting 
o treat  infected  male  partners 
f women  with  trichomonal 
aginitis  invites  therapeutic 
ailure. 

Just  as  Flagyl  is  the  best 
gent  available  for 
radicating  trichomonal 
nfection  from  extravaginal 
ites  in  women,  it  is  the 
nly  agent  capable  of 
radicating  demonstrated 
richomonal  infection  in  men. 

Because  of  published 
eports  of  consistently  high 
:ure  rates— often  up  to  100 
ercent— and  a relatively  low 
cidence  of  side  effects, 

Flagyl  has  become  the  agent 
f choice  for  trichomonal 
[aginitis. 


Indications:  For  the  treatment  of 
trichomoniasis  in  both  male  and  female 
patients  and  the  sexual  partners  of 
patients  with  a recurrence  of  the 
infection  provided  trichomonads  have 
been  demonstrated  by  wet  smear 
or  culture. 

Contraindications:  Evidence  of  or  a 
history  of  blood  dyscrasia,  active 
organic  disease  of  the  central  nervous 
system  and  the  first  trimester  of 
pregnancy. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of 
pregnancy  and  restrict  to  patients  not 
cured  by  topical  measures.  Flagyl 
(metronidazole)  is  secreted  in  the  breast 
milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious 
to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are 
recommended  before  and  after 
treatment  with  the  drug,  especially  if  a 
second  course  is  necessary.  Avoid 
alcoholic  beverages  during  Flagyl 
therapy  because  abdominal  cramps, 
vomiting  and  flushing  may  occur. 
Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  There 
is  no  accepted  proof  that  Flagyl  is 
effective  against  other  organisms  and 
it  should  not  be  used  in  the  treatment 
of  other  conditions.  Exacerbation  of 
moniliasis  may  occur. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping, 
constipation,  a metallic,  sharp  and 
unpleasant  taste,  furry  or  sore  tongue, 
glossitis  and  stomatitis  possibly 
associated  with  a sudden  overgrowth  of 


Flagyl 

metronidazole 

care  for  the  pair 
in  trichomoniasis 


Monilia,  exacerbation  of  vaginal 
moniliasis,  an  occasional  reversible 
moderate  leukopenia,  dizziness, 
vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains, 
confusion,  irritability,  depression, 
insomnia,  mild  erythematous 
eruptions,  “weakness,”  urticaria, 
flushing,  dryness  of  the  mouth,  vagina 
or  vulva,  vaginal  burning,  pruritus, 
dysuria,  cystitis,  a sense  of  pelvic 
pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido, 
nasal  congestion,  proctitis,  pyuria  and 
darkened  urine  have  occurred  in 
patients  receiving  the  drug.  Patients 
receiving  Flagyl  may  experience 
abdominal  distress,  nausea,  vomiting 
or  headache  if  alcoholic  beverages 
are  consumed.  The  taste  of  alcoholic 
beverages  may  also  be  modified. 

Dosage  and  Administration:  In  the 
Female.  One  250-mg.  tablet  orally  three 
times  daily  for  ten  days.  Courses  may 
be  repeated  if  required  in  especially 
stubborn  cases;  in  such  patients  an 
interval  of  four  to  six  weeks  between 
courses  and  total  and  differential 
leukocyte  counts  before,  during  and 
after  treatment  are  recommended. 
Vaginal  inserts  of  500  mg.  are  available 
for  use,  particularly  in  stubborn  cases. 
When  the  vaginal  inserts  are  used 
one  500-mg.  insert  is  placed  high  in  the 
vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two 
250-mg.  tablets  daily  during  the 
ten-day  course  of  treatment.  Do  not  use 
the  vaginal  inserts  as  the  sole  form  of 
therapy.  In  the  Male.  Prescribe  Flagyl 
only  when  trichomonads  are 
demonstrated  in  the  urogenital  tract, 
one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day 
period  when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment 
of  his  female  partner. 

Dosage  Forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 
References  available  on  request. 
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The  best  method  in  our  experience  is  the 
use  of  the  long  arm  Ayre  spatula,  which 
allows  a thorough  sampling  of  the  squamo- 
columnar  junction  as  well  as  significant 
material  from  the  endocervix,  particularly 
the  upper  portion.  The  ordinary  short  arm 
wooden  spatula  does  not  sample  the  endo- 
cervix and  will  miss  some  small  lesions  situ- 
ated entirely  within  the  endocervical  canal. 
The  material  obtained  should  be  spread 
quickly  on  a clean  glass  slide  and  immedi- 
ately immersed  in  95%  ethyl  alcohol.  Ether 
is  not  necessary  in  the  alcohol  mixture  and 
is  explosive.  Many  clinicians  prefer  to  use 
the  various  spray  fixatives  which  are  avail- 
able. While  these  do  produce  reasonably 
good  smears,  they  are  expensive  and  the  di- 
rections for  their  use  must  be  very  carefully 
followed.  The  expense  can  be  overcome  by 
the  use  of  the  Rayette  Aquanette  hair  spray 
— and  it  must  be  this  one  only — which  gives 
results  similar  to  the  expensive  spray  can 
preparations  available  through  various  scien- 
tific commercial  houses. 

Reporting  of  Smears 

Cytologic  reports  have  been  expressed  in 
numerous  formats,  including  Papanicolaou 
classification  1-5  or  some  type  of  word  de- 
scription such  as  negative,  suspicious,  posi- 
tive or  variations  thereof.  The  American 
Society  of  Cytology  and  the  International 
Academy  of  Cytology  over  the  past  several 
years  have  discouraged  this  type  of  report- 
ing, and  their  efforts  are  to  be  commended. 
The  variations  in  meaning  of  "Class  3- 
suspicious”  are  quite  evident  when  cyto- 
pathologists  are  surveyed  regarding  their 
interpretation.  It  is  recommended  that  re- 
ports indicate  cytologic  findings  in  histo- 
logic terms,  such  as  "in  situ  cervical  car- 
cinoma” or  "cytologic  findings  indicate  mild 
dysplasia.”  This  will  not  only  make  clear 
to  the  clinician  the  expected  histology  but 
will  give  him  a better  idea  of  how  to  proceed 
in  the  follow-up  of  the  patient  for  defini- 
tive tissue  diagnosis.  While  the  accuracy 
of  cytology  cannot,  at  this  time,  be  said  to 

i 

,j  Volume  98,  August,  1971 


be  equal  to  that  of  tissue  pathology,  progress 
has  been  made.  The  absolute  accuracy  in 
our  own  laboratory  is  presently  70%  (that 
is,  if  the  Pap  smear  report  indicates  that 
carcinoma  in  situ  of  the  cervix  is  present, 
exactly  such  a lesion  will  be  found  on  biopsy 
— nothing  more,  nothing  less) . This  ac- 
curacy should  be  improved  still  further  by 
careful  attention  of  the  clinician  to  obtain- 
ing an  adequate  smear  and  by  his  insistence 
that  the  smear  be  reported  in  these  precise 
diagnostic  terms. 

Guiding  Principles  in  Evaluation  of 
Cervical  Lesions 

The  method  of  evaluation  of  the  cervix 
is  dictated  by  the  findings  at  time  of  ex- 
amination. Certain  differences  in  policies 
and  results  are  recognized  from  one  institu- 
tion to  another  but  the  principles  are  essen- 
tially the  same.  The  following  represents 
the  procedures  followed  at  M.C.V.  The 
guiding  principles  might  be  expressed  as 
follows: 

1.  Lesions  of  the  cervix  are  not  treated 
by  cauterization  or  cryosurgery  until 
they  have  been  adequately  evaluated 
by  smear  and  biopsy.  Tissue  examina- 
tion is  essential  after  any  severely 
atypical  smear. 

2.  Any  visible  lesion  of  the  cervix  is 
biopsied  regardless  of  how  the  Pap 
smear  is  reported.  Cytologic  prepara- 
tions are  often  very  difficult  to  inter- 
pret in  the  presence  of  a gross  cervical 
cancer,  and  should  not  be  relied  upon 
in  such  a situation. 

3.  Conization  of  an  obvious  carcinoma 
of  the  cervix  is  undesirable.  Punch 
biopsy  of  visible  lesions  should  elim- 
inate this  hazard. 

4.  Punch  biopsy,  if  negative,  is  inade- 
quate to  evalute  the  patient  with  an 
abnormal  smear. 

5.  Punch  biopsies  showing  severe  dys- 
plasia, carcinoma  in  situ,  "question- 
able invasion”  or  "microinvasion” 
should  be  followed  by  conization.  A 
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more  extensive  lesion  may  be  found 
which  would  alter  therapy.  These  le- 
sions do  not  represent  therapeutic 
emergencies,  so  that  thorough  evalua- 
tion is  not  dangerous  temporization. 

Follow-up  of  Atypical  Smears 

Smears  reported  as  showing  no  abnormali- 
ties, or  those  in  which  only  mild  changes 
of  inflammatory  or  hormonal  nature  are 
seen,  demand  no  special  follow-up  other 
than  repeat  smear  at  the  patient’s  next  rou- 
tine visit.  When  a mild  or  moderate  dys- 
plasia is  reported  cytologically,  no  imme- 
diate action  is  necessary,  but  the  patient 
should  be  examined  again  and  the  smear 
repeated  within  a shorter  period  of  time 
(preferably  around  three  months).  Regard- 
less of  whether  the  lesion  has  persisted  or 
regressed  at  this  time,  continued  follow-up 
is  advised,  since  the  natural  history  of  dys- 
plasia is  often  one  of  progression  to  car- 
cinoma in  situ  after  long  periods  of  appar- 
ent stability  or  even  regression.  Once  the 
cytologic  evaluation  indicates  that  a severe 
dysplasia  is  now  present,  an  immediate  and 
more  thorough  investigation  is  indicated 
( vide  infra) . 

CYTOLOGY  REPORT 
SEVERE  DYSPLASIA  OR  NEOPLASIA 

I ' 1 

No  Lesion  Lesion  Present 

t — i 

Negative  Positive 


Schiller  Test  Schiller  Test 

i 

Multiple  \ 

Biopsies  Biopsy  < Biopsy 


with  Vaginal  Cuff  Definitive  Treatment 


If  a visible  lesion  is  present  on  the  cervix, 
that  lesion  should  be  biopsied.  Since  the 
great  majority  of  cases  of  carcinoma  in  situ 
occur  in  grossly  benign-appearing  cervices, 
the  presence  of  a lesion  associated  with  a 


smear  containing  malignant  cells  suggests 
invasive  cancer.  Conization  in  the  presence 
of  invasive  cancer  may  well  disseminate  the 
tumor,  and  certainly  makes  definitive  treat- 
ment more  difficult  in  any  event.  Thus, 
after  the  diagnosis  of  invasive  cancer  is  made 
by  biopsy,  the  necessary  investigations  for 
clinical  staging  are  undertaken,  and  defini- 
tive surgical  or  radiation  therapy  is  insti- 
tuted depending  upon  the  extent  of  disease 
and  the  condition  of  the  patient.  If  the 
punch  biopsy  reveals  a lesion  less  than  inva- 
sive carcinoma,  then  conization  is  indicated. 

In  those  instances  in  which  no  grossly 
visible  cervical  lesion  is  present,  and  the 
cytopathologist  reports  severe  dysplasia  or 
cancer,  two  alternate  pathways  are  avail- 
able. In  the  first  of  these  (which  is  most 
commonly  followed  at  M.C.V.),  a Schiller 
test  is  performed.  In  this  procedure,  the 
vagina  and  cervix  are  painted  with  Lugol 
solution  or  Gram’s  iodine,  which  stain  nor- 
mal squamous  epithelium  a deep  mahogany. 
Non-staining  foci  represent  abnormal  epi- 
thelium which  may  be  inflammatory,  dys- 
plastic  or  neoplastic.  If  present  (as  is  usual- 
ly the  case),  these  foci  should  be  biopsied. 

If  the  Schiller  test  is  negative  (no  non- 
staining areas) , random  cervical  biopsies  and 
endocervical  curettage  are  carried  out.  The 
sites  for  random  biopsies  are  dictated  by  our 
knowlege  that  the  vast  majority  of  dysplas- 
tic  and  early  neoplastic  lesions  of  the  cervix 
begin  at  the  squamocolumnar  epithelial 
junction  (found  at  or  near  the  external  os 
in  most  cervices),  and  occur  most  fre- 
quently between  eleven  and  one  o’clock  and 
between  five  and  seven  o’clock  on  the  cer- 
vix.'* Thus,  biopsies  at  these  sites  are  most 
likely  to  be  rewarding.  Endocervical  curet- 
tage is  also  done  because  a small  percentage 
of  early  neoplasms  arise  high  in  the  endo- 
cervical canal,  where  they  cannot  be  vis- 
ualized through  the  speculum. 

If  the  biopsy  report  is  dysplasia  or  car- 
cinoma in  situ,  the  next  step  is  cold  knife 
conization  to  rule  out  foci  of  invasive  carci- 
noma. Although  exact  figures  have  varied, 
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most  published  studies  have  indicated  that 
conization  will  reveal  a more  severe  degree 
of  disease  than  was  detected  by  biopsy  in 
around  ten  per  cent  of  cases.4  In  institu- 
tions in  which  biopsies  are  unrevealing  much 
more  frequently  than  this,  it  may  be  advis- 
able to  proceed  directly  to  conization  in 
Schiller-negative  cases.  This  alternate  ap- 
proach will  save  these  patients  an  extra 
procedure,  the  incidence  of  invasive  cancer 
in  Schiller-negative  cervices  without  visible 
lesions  being  so  low  as  not  to  constitute  a 
significant  risk.  Conization  should  always 
be  performed  by  an  operator  familiar  with 
the  technique,  and  should  follow  standard 
procedure  to  obtain  an  adequate  specimen. 
This  should  be  submitted  intact  and  in  one 
piece  to  the  pathologist,  and  should  have 
the  12  o’clock  position  marked  by  a suture 
through  the  connective  tissue.  Similarly, 
the  most  scrupulously  performed  conization 
is  worthless  if  it  is  not  examined  thoroughly 
by  the  pathologist.  This  involves  total  im- 
bedding and  examination  of  multiple  sec- 
tions by  a technique  such  as  that  of  Foote 
and  Stewart. ' The  routine  conization  speci- 
men treated  in  this  manner  will  usually 
yield  about  twenty  blocks  of  tissue,  and  sev- 
eral histologic  sections  of  each  block  will 
be  examined.  We  do  not  believe  that  true 
serial  sections  as  advocated  by  a few  authors 
provide  enough  additional  information  to 
justify  the  time  and  expense  of  their  per- 
formance. 

Treatment 

If  the  final  diagnosis  after  conization  is 
mild  or  moderate  dysplasia,  the  patient  has 
already  received  adequate  therapy.  Inas- 
much as  dysplasias  and  neoplasms  of  the 
female  lower  genital  tract  may  be  multi- 
focal— occasionally  involving  the  vulva  and 
vagina  as  well  as  the  cervix — these  women 
should  be  carefully  followed  with  pelvic 
examinations  and  repeated  smears  for  the 
rest  of  their  lives.  When  severe  dysplasia 
is  the  final  diagnosis,  the  choice  of  subse- 
quent therapy  must  be  made  on  an  individ- 


ual basis.  In  young  women  who  desire  to 
bear  children,  careful  life-long  follow-up 
is  also  adequate,  but  there  is  a somewhat 
greater  chance  when  the  dysplasia  is  severe 
that  the  disease  may  recur  or  even  progress 
to  in  situ  carcinoma.  In  the  older  woman, 
or  when  childbearing  has  been  completed, 
simple  hysterectomy  is  probably  a wiser 
choice. 

In  the  case  of  carcinoma  in  situ  diagnosed 
by  conization,  a few  authors  have  recom- 
mended that  conization  can  be  considered 
therapeutic  in  young  women  who  have  not 
completed  their  families.  We  would  recom- 
mend this  approach  in  only  rare  cases,  since 
it  has  been  shown  that  the  incidence  of 
residual  in  situ  cancer  in  post-conization 
hysterectomy  specimens  is  from  twenty  to 
thirty-five  per  cent,4,  and  the  chance  of 
progression  of  in  situ  to  invasive  cancer  is 
at  least  thirty  per  cent.'  Careful  evaluation 
by  the  pathologist  of  the  extent  of  the  in 
situ  change  in  the  conization  specimen — and 
particularly  its  presence  or  absence  at  the 
resection  margins — will  help  to  identify  the 
patient  with  a better  chance  of  remaining 
disease-free  following  conization  alone. 
Needless  to  say,  these  women  also  must  be 
followed  for  life,  and  the  patient  who  is 
unlikely  to  be  faithful  in  keeping  her  ap- 
pointments should  undergo  simple  abdom- 
inal or  vaginal  hysterectomy,  as  should  all 
patients  in  whom  child-bearing  has  termi- 
nated. 

The  patient  with  so-called  "microinva- 
sive”,  "early  invasive”  or  "Stage  la”  car- 
cinoma can  never  be  considered  adequately 
treated  by  conization,  but  the  subsequent 
therapy  to  be  undertaken  remains  a subject 
for  debate.  Current  publications  regarding 
this  lesion — defined  as  a tumor  not  detect- 
able on  gross  inspection  of  the  cervix  and 
histologically  showing  invasion  only  to  a 
depth  of  3 mm  or  less — suggest  that  it  can 
safely  be  treated  by  the  same  surgical  tech- 
nique as  carcinoma  in  situ.  We  have  seen  sev- 
eral patients  treated  in  this  manner,  however, 
who  have  returned  with  ultimately  lethal 
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recurrent  disease,  so  that  our  own  views  are 
closer  to  those  of  Boyes  and  his  colleagues.’ 
These  authors  define  as  microinvasive  only 
those  lesions  showing  small  discrete  invasive 
tongues  without  lymphatic  permeation,  and 
treat  these  in  the  same  manner  as  in  situ 
carcinoma.  When  lymphatic  invasion  is 
seen,  or  when  a small  confluent  invasive  le- 
sion (which  they  prefer  to  call  "occult 
invasive  carcinoma”)  is  present,  treatment 
as  Stage  I invasive  cancer  is  recommended. 

Methods  of  therapy  for  more  advanced 
cervical  carcinoma  have  become  standard- 
ized as  data  sufficient  for  critical  evaluation 
of  results  have  accumulated.  The  militant 
voices  for  "surgery  only”  or  "radiation 
only”  are  now  less  strident.  Each  form  of 
therapy  has  its  particular  indications  and 
there  is  an  area  of  overlap  where  little  dif- 
ference in  end  results  exists.  More  important 
than  these  arguments  is  the  need  to  achieve 
early  detection  in  all  cases  with  the  realiza- 
tion that  Stages  II,  III  & IV  represent  fail- 
ure of  existing  systems  for  health  mainte- 
nence.  Further,  it  should  be  decided  where 
these  patients  are  best  treated  and  concen- 
trate them  in  these  institutions.  Radiation 
therapy  for  cervical  carcinoma  in  institu- 
tions using  low  voltage  units,  with  no  radi- 
ation physicist  and  with  occasional  use  of 
rented  radium  still  persists  and  yields  poor 
results.  Similarly,  the  occasional  perform- 
ance of  radical  or  ultra-radical  surgery  in 
an  institution  does  not  result  in  the  main- 
tenance of  the  adequate  teams,  equipment, 
skills,  etc.,  which  will  produce  the  best 
results. 
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Comments 

This  excellent  review  of  the  management 
of  dysplasia  and  early  carcinoma  of  the 
uterine  cervix  is  most  informative.  The 
successful  treatment  requires  the  coopera- 
tive efforts  of  the  patient,  her  family  physi- 
cian and  specialists  in  pathology,  gyneco- 
logic surgery  and  radiation  therapy,  truly  a 
multidisciplinary  approach. 

As  the  author  suggested,  we  would  like 
to  refer  those  readers  interested  in  additional 
information  on  this  subject  to  a recent  ar- 
ticle published  in  Ca-A  Cancer  Journal  for 
Clinicians.1 

The  Editors 

1.  Nelson,  J.  H.,  Jr.  and  Hall,  J.  E.:  Detection, 
Diagnostic  Evaluation  and  Treatment  of  Dys- 
plasia and  Early  Carcinoma  of  the  Cervix. 
Ca  20:1  50-163,  1970. 
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H diethylpropion  hydrochloride,  N.F.) 
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J‘/hen  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
pport  for  the  weight  control  program  you  recommend. 
:PANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
$s.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
ely  low  incidence  of  CNS  stimulation. 

• itraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

1 rning:  Although  generally  safer  thon  the  amphetamines,  use  with  great  caution  in 
■ tents  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
H first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

< verse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
f asont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
li  elotively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  if  may 
^asionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  o few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordiol  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isoloted  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  morrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  comploints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  poin,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  toblets:  One  75  mg.  tablet 
doily,  swallowed  whole.  In  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  ^esired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  1-107/4/71/0  s patent  no  3 001.910 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  sulfate  260  mg.,  ominophylline  195  mg.) 


Prescribing  information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  ond 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  os  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  ond  500  tablets. 
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Specific  therapy  for  night  leg  cramps 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


SAntrocol  provides  the  prompt , predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 

Clinical  supply  available  to  physicians. 
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TROCINATE 

Brand  THIPHENAMIL  HC1 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladfier for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( J . Urol. 
73:487-93 ) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 
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Public  Health 
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Determining  the  Level  of  Skilled  Nurs- 
ing Home  Care  Covered  Under  Medi- 
caid 

Medicaid’s  definition  of  "skilled  care”  is 
the  same  as  "extended  care”  under  Medicare. 
In  both  of  these  programs  the  nursing 
home’s  utilization  review  committee  deter- 
mines if  a patient’s  medical  needs  justify  his 
current  level-of-care. 

"Intermediate  care”  is  that  level  of  nurs- 
ing home  care  which  falls  between  "skilled 
care”  and  residential  care  in  a home  for  the 
aged.  Assistance  in  proper  placement  for 
any  Medicaid  patient  may  be  obtained  from 
the  local  welfare  department.  These  depart- 
ments and  the  social  service  departments  of 
hospitals  are  aware  of  the  nursing  home  bed 
registry  maintained  by  the  Virginia  Medical 
Assistance  Program. 

It  should  be  clearly  understood  that  the 
examples  appearing  in  these  instructions 
outlined  below  are  intended  to  serve  as  basic 
guidelines  and  do  not  remove  the  judgmental 
factor  necessary  to  resolve  questionable 
cases. 

Concept  of  Covered  Skilled  Care 

The  overall  goal  is  to  provide  an  alterna- 
tive to  hospital  care  for  patients  who  require 
general  medical  management  and  skilled 
nursing  care  on  a continuing  basis,  but  who 
do  not  require  the  constant  availability  of 
physician  services  and  supportive  services 
ordinarily  found  only  in  the  hospital  setting. 

All  facilities  participating  in  Medicaid 
are  capable  of  providing  skilled  care. 

Level  of  Care  Determination — General 

There  are  three  basic  considerations  in 
every  level  of  care  determination: 

1.  The  individual  patient’s  medical  needs; 

2.  The  specific  services  required  to  fill 
these  needs;  and 


3.  The  health  personnel  required  to  ade- 
quately provide  these  services. 

Covered  Skilled  Care 

Covered  skilled  nursing  care  includes 
components  which  distinguish  it  from  inter- 
mediate care  which  does  not  require  profes- 
sional health  training.  One  component  is 
the  observation  and  assessment  of  the  total 
needs  of  the  patient.  Another  component  is 
the  planning,  organization  and  management 
of  a treatment  plan  involving  multiple  serv- 
ices where  specialized  health  care  knowledge 
must  be  applied  in  order  to  attain  the  de- 
sired result.  An  additional  component  is 
the  rendering  of  direct  services  to  a patient 
where  the  ability  to  provide  the  services 
requires  specialized  training. 

In  evaluating  whether  the  services  re- 
quired by  the  patient  are  the  continuous 
skilled  services  which  constitute  "covered 
skilled  care,”  several  basic  principles  must 
be  kept  in  mind: 

1.  Since  covered  skilled  care  represents 
skilled  nursing  care  on  a continuous 
basis,  the  need  for  a single  skilled  serv- 
ice— for  example,  intramuscular  in- 
jections twice  a week — would  rarely 
justify  a finding  that  the  level  of  care 
required  was  covered  skilled  care. 

2.  The  Classification  of  a Particular 
Service  as  Skilled  Is  Based  on  the 
Technical  or  Professional  Health 
Training  Required  to  Effectively 
Perform  or  Supervise  the  Service.  For 
example,  a patient,  following  instruc- 
tions, can  normally  take  oral  medica- 
tion. Consequently,  the  act  of  giving 
an  oral  medication  to  a patient  who  is 
too  senile  to  take  it  himself  would  not 
be  a skilled  service,  even  when  a li- 
censed nurse  gives  the  medication  (al- 
though the  observation  and  evalua- 


Volume  98,  August,  1971 


449 


tion  that  may  be  required  of  the  nurs- 
ing personnel  might  be  skilled). 

3.  The  importance  of  a particular  serv- 
ice to  an  individual  patient  does  not 
necessarily  make  it  a skilled  service. 
For  example,  a primary  need  of  a non- 
ambulatory patient  may  be  frequent 
changes  of  position  in  order  to  avoid 
development  of  decubiti.  If  changing 
the  patient’s  position  is  the  only  reg- 
ular and  frequent  service  provided,  it 
would  not  be  a skilled  service. 

4.  The  possibility  of  adverse  effects  from 
improper  performance  of  an  other- 
wise unskilled  service — for  example, 
improper  transfer  of  patients  from 
bed  to  wheelchair — does  not  change  it 
to  a skilled  service. 

The  following  sections  list  those  services 
commonly  furnished  by  nursing  personnel 
in  skilled  nursing  homes  and  their  usual  skill 
classification.  Any  generally  nonskilled  serv- 
ice could,  because  of  special  medical  com- 
plications in  an  individual  case,  require 
skilled  performance,  supervision  or  observa- 
tion. However,  the  complications  and  spe- 
cial services  involved  should  be  documented 
by  nursing  notes  and/or  physician  orders. 
Recording  may  include  the  observations 
made  of  physical  findings,  new  develop- 
ments in  the  course  of  the  disease,  the  carry- 
ing out  of  details  of  treatment  prescribed, 
and  the  results  of  the  treatment. 

Administration  of  medication. — Medica- 
tions given  by  intravenous  or  intramuscular 
injections  usually  require  skilled  services. 
The  frequency  of  injections  would  be  par- 
ticularly significant  in  determining  whether 
the  patient  needs  continuous  skilled  nursing 
care.  Injections  which  can  usually  be  self- 
administered — for  example,  the  well-regu- 
lated diabetic  who  receives  a daily  insulin 
injection — do  not  require  skilled  services. 
Oral  medications  which  require  immediate 
changes  in  dosages  because  of  sudden  unde- 
sirable side  effects  or  reactions  should  be 
administered  to  the  patient  and  observed  by 


licensed  nurses.  This  is  a skilled  service. 
Where  a prolonged  regimen  of  oral  drug 
therapy  is  instituted,  the  need  for  continued 
presence  of  skilled  nursing  personnel  can  be 
presumed  only  during  the  period  in  which 
the  routine  is  being  established. 

Administration  of  eye  drops  and  topical 
ointments  (including  those  required  follow- 
ing cataract  surgery)  is  not  a skilled  service. 
In  some  states,  institutional  patients  must 
receive  all  medications  from  licensed  nurses; 
this  fact,  however,  would  not  make  the  ad- 
ministration of  oral  medication  a skilled 
service  where  the  same  type  of  medications 
are  frequently  prescribed  for  home  use  with- 
out skilled  personnel  being  present. 

Intravenous  feeding.  — See  section  on 
medications. 

Levine  tube  and  gastrostomy  feedings. — 
These  feedings  must  be  properly  prepared 
and  administered.  Supervision  and  observa- 
tion by  licensed  nurses  are  required,  thus 
making  this  procedure  a skilled  service. 

N aso- pharyngeal  aspiration. — The  serv- 
ices and  observation  required  for  such  care 
constitute  skilled  nursing  care. 

Colostomy  or  ileostomy. — Skilled  service 
might  be  required  during  the  immediate 
postoperative  period  following  a newly 
created  or  revised  opening.  The  need  for 
such  care  should  be  documented  by  physi- 
cian and  nursing  notes.  General  maintenance 
care  of  this  condition  can  usually  be  per- 
formed by  the  patient  himself  or  by  a per- 
son without  professional  training  and  would 
not  usually  require  skilled  services. 

Catheters. — Insertion  or  replacement  of 
urethral  catheters  constitutes  skilled  services. 
Repeated  catheterizations  during  the  imme- 
diate post-operative  period  following  ab- 
dominal surgery  could,  with  a few  other 
skilled  services,  constitute  covered  skilled 
care.  Routine  services  in  connection  with 
indwelling  bladder  catheters  do  not  consti- 
tute covered  skilled  care.  Catheters  used  in 
other  parts  of  the  body,  such  as  bile  ducts, 
chest  cavity,  etc.,  require  skilled  care. 
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Incontinence . — General  methods  of  treat- 
ing incontinence,  such  as  use  of  diapers  and 
rubber  sheets,  are  not  skilled  services.  Sec- 
ondary skin  problems  resulting  from  incon- 
tinence may  require  special  treatment.  Phy- 
sician’s orders  should  indicate  the  treatment 
required  and  should  be  noted  in  the  patient’s 
record. 

Skin  care. — Existence  of  extensive  decu- 
biti  or  other  widespread  skin  disorder  may 
necessitate  skilled  care.  Physician’s  orders 
for  treating  the  skin  (rather  than  diagnosis) 
would  be  the  principal  indication  of  wheth- 
er skilled  care  is  required. 

Routine  prophylactic  and  palliative  skin 
care,  such  as  bathing,  applications  of  creams, 
etc.,  does  not  constitute  skilled  services. 
Presence  of  a small  decubitus  ulcer,  rash  or 
other  relatively  minor  skin  irritation  does 
not  generally  indicate  a need  for  skilled  care. 

Dressings. — Special  services  in  connection 
with  application  of  dressings  involving  pre- 
scription medications  and  aseptic  technique 
are  skilled  services. 

Plaster  casts. — Special  care  for  patients 
who  have  casts  over  any  part  of  the  body 
should  be  reflected  in  the  physician’s  orders. 
Ordinarily  however,  the  presence  of  a cast 
does  not  necessarily  establish  a need  for 
skilled  services. 

Braces  and  similar  devices. — Routine  care 
in  connection  with  such  appliances  does  not 
constitute  skilled  services.  Care  involving 
training  in  proper  use  of  a particular  appli- 
ance should  be  evaluated  in  relation  to  the 
need  for  physical  therapy.  (See  section  on 
physical  therapy.) 

Heat  treatments. — The  therapeutic  use  of 
sun  lamps,  infrared  lamps,  diathermy  and 
similar  equipment  constitutes  skilled  care 
when: 

1.  The  service  is  specifically  ordered  by 
a physician  as  part  of  an  active  treat- 
ment regimen;  and 

2.  Observation  by  skilled  personnel  is 


required  in  order  to  adequately  evalu- 
ate the  results  of  the  treatment  and 
inform  the  physician  of  the  patient’s 
progress. 

Routine  use  of  such  equipment  for  pal- 
liative and  comfort  purposes  is  not  a skilled 
service. 

Restraints. — The  use  of  protective  re- 
straints generally  does  not  require  services 
of  skilled  personnel.  This  includes  such  de- 
vices as  bed  rails,  soft  binders  and  wheel- 
chair patient  supports. 

Administration  of  medical  gas  (e.g.,  oxy- 
gen).— Any  regimen  involving  regular  ad- 
ministration of  medical  gases  would  be 
instituted  only  upon  specific  physician  order. 
The  initial  phases  of  instituting  such  a regi- 
men would  be  covered  skilled  care.  How- 
ever, when  such  administration  becomes  a 
part  of  regular  routine,  it  would  not  gener- 
ally be  considered  a skilled  service  since  pa- 
tients can  usually  be  taught  to  operate  their 
own  inhalation  equipment. 

Physical  Therapy 

Physical  therapy,  one  aspect  of  restora- 
tive care,  consists  of  the  application  of  a 
complex  and  sophisticated  group  of  physical 
modalities  and  therapeutic  services.  Physical 
therapy,  therefore,  is  a skilled  service.  How- 
ever, since  skilled  nursing  care  on  a con- 
tinuing basis  is  not  provided,  provision  of 
physical  therapy  only  would  not  justify  a 
finding  that  the  patient  requires  covered 
skilled  care.  In  some  situations,  however, 
a patient  whose  primary  need  is  for  physical 
therapy  will  also  require  sufficient  skilled 
nursing  to  meet  the  definition  of  covered 
skilled  care.  The  need  for  such  supportive 
skilled  nursing  on  a continuing  basis  may 
be  presumed  when: 

The  therapy  is  actively  concerned  with 
restoration  of  a lost  or  impaired  function. 
For  example,  frequent  physical  therapy 
treatments  in  connection  with  a fractured 
back  or  hip  or  a CVA  can  be  presumed  to 
be  directed  toward  restoration  of  lost  or 
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impaired  function  during  the  early  phase — 
when  physical  therapy  can  be  presumed  to 
be  effective.  However,  when  the  condition 
has  stabilized,  the  presumption  that  contin- 
uing supportive  skilled  nursing  services  are 
required  is  no  longer  valid.  Such  cases  must 
be  evaluated  in  relation  to  the  specific 
amount  of  skilled  nursing  attention  re- 
quired in  the  individual  case  as  evidenced 
by  physician  orders  and  nursing  notes. 

Identifying  Problem  Cases 

There  are  some  situations  in  which  a pa- 
tient’s condition  requires  the  institutional 
services  provided  by  a skilled  care  facility 
but  does  not  require  the  type  of  care  which 
is  defined  as  covered  skilled  care.  Such  situ- 
ations often  arise  where  a patient  needs  ex- 
tensive personal  services  due  to  permanent 
handicap  or  general  debility  and  alternative 
living  arrangements  are  impractical. 

Cases  where  the  primary  diagnosis  or  the 
primary  needs  of  the  patient  are  psychiatric 
rather  than  medical  represent  an  important 
segment  of  problem  cases.  The  type  of 
mental  condition  which  could  be  adequately 
handled  in  the  usual  skilled  nursing  home 
would  be  one  which  requires  only  a sup- 


portive environment  that  does  not  involve 
continuous  skilled  services. 

When  any  of  the  following  circumstances 
exist  there  must  be  evidence  that  continu- 
ous skilled  nursing  service  is  also  concur- 
rently required  and  received  to  meet  the 
requirements  for  covered  services  under 
Medicaid. 

1.  The  primary  service  is  one  or  more  of 
the  following: 

a.  Oral  medication 

b.  Skin  care  to  prevent  decubiti 

c.  Restraints 

d.  Frequent  laboratory  tests 

2.  The  patient  is  capable  of  independent 
ambulation,  dressing,  feeding  and  hy- 
giene; 

3.  The  patient  has  outside  privileges; 

4.  The  stay  is  for  uncomplicated  post- 
cataract surgery  convalescence; 

5.  The  diagnosis  shown  is  not  of  a type 
which  is  sufficiently  specific  to  indi- 
cate skilled  treatment  regimen,  i.e., 
the  diagnosis  is  chronic  brain  syn- 
drome, senility,  arteriosclerosis,  "old” 
CYA,  etc. 


Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 


June 

Jan.- 

June 

June 

J an.- 
June 

1971 

1971 

1970 

1970 

Brucellosis 

3 

12 

2 

19 

Diphtheria 

0 

0 

0 

0 

Hepatitis 

140 

688 

163 

519 

Meningitis  (Aseptic) 

2 

13 

2 

3 

Meningococcal  Infections 

4 

22 

5 

31 

Poliomyelitis 

0 

0 

0 

0 

Rocky  Mt.  Spotted  Fever 

8 

9 

16 

22 

Rubella 

23 

162 

48 

618 

Rubeola 

159 

1,150 

341 

1,852 

Tularemia 

1 

6 

0 

0 

Typhoid  Fever 

1 

2 

1 

2 

Rabies  in  animals 

6 

60 

13 

158 

VENEREAL  DISEASE 

Syphilis 

191 

1,030 

116 

682 

Gonorrhea  

. 1,259 

6,998 

1,256 

6,494 

Other 

5 

20 

4 

12 
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BLANTON  F.  BRYANT 


Drug  Addiction 

America  has  been  called  the  "Land  of  the 
Salesman”.  A good  deal  of  our  rich  and 
successful  citizens  have  been  salesmen.  In 
this  country,  people  are  interested  in  making 
profits;  in  fact,  the  people  are  obsessed  with 
it.  Drugs  are  in  a field  in  which  there  is  a 
huge  mark-up.  It  stands  probable  that  there 
are  people  who  will  sell  "anything”  in  order 
to  gain  profit,  regardless  of  the  results. 

Within  the  United  States  of  America 
there  are  people  making  fortunes  on  illegal 
drugs.  These  "salesmen”  have  "sold”  the 
people  of  the  country  on  the  need  for  the 
products  and  have  established  a top-notch 
network  of  distributors.  Their  customers 
are  the  frustrated,  mentally  disturbed,  the 
bored,  the  lonely,  etc.,  and  they  have  been 
convinced  that  the  drug  peddlers’  products 
hold  the  key  to  unlock  the  miseries  of  man- 
kind. 

One  could  argue  that  sooner  or  later,  peo- 
ple will  learn  that  these  products  are  not  the 
panaceas  they  are  acclaimed  to  be;  that  the 
"salesmen”  have  been  making  false  claims 
to  them.  When  they  realize  this,  they  will 
stop  buying  the  products  and  the  "com- 
panies” will  plunge  to  financial  disaster. 

These  companies  operate  on  the  principal: 
"There  is  a sucker  born  every  minute.”  The 
"suckers”  are  the  sick,  weak  and  unstable 
people  of  this  country.  They  are  desperate 
and  will  try  anything  and  everything  to 
afford  a cure.  The  "companies”  know  that 
they  will  have  an  increasing  number  of  cus- 
tomers and  potential  customers. 

Bryant,  Blanton  F.,  Candidate  for  M.S.  degree 
in  Rehabilitation  Counselling  front  V.C.U. 

This  paper  presented  for  partial  fullfillment  of 
M.S.  degree  in  Rehabilitation  Counselling,  Virginia 
Commonwealth  University. 

Approved  for  publication  by  the  Commissioner, 
Department  of  Mental  Hygiene  and  Hospitals. 


There  is  another  reason  for  the  "sales- 
men” to  feel  comfortable  about  their  busi- 
ness outlook.  They  know  that  their  products 
are  unique  in  that,  built  right  into  the  prod- 
ucts, there  is  an  ingredient  which  automati- 
cally increases  the  customers’  desire  for  the 
products.  They  get  many  repeat  sales,  as 
the  addict  actually  needs  more  and  more 
of  the  product  as  he  uses  them.  The  "sales- 
men’s” orders  get  larger  and  larger.  Now 
this  is  really  a good  business!  It  has  a ready 
supply  of  products  at  good  prices,  a ready 
market,  a huge  mark-up  from  costs,  a prod- 
uct that  is  easy  to  sell,  and  a repeat  business 
which  is  insured  by  the  unique  qualities  of 
the  product.  How  could  such  business  fail? 

Drug  abuse  in  the  United  States  today  is 
a national  epidemic.  There  are  now  more 
than  200,000  addicts  in  this  country,  over 
twice  as  many  as  there  were  three  years  ago, 
and  thousands  more  will  become  "hooked” 
before  1971  comes  to  a close. 

Between  1965  and  1969,  more  than  3,000 
Americans  died  from  the  use  of  drugs — ten 
times  as  many  as  in  the  previous  five  years 
— and  the  death  rate  is  increasing.  In  one 
large  city,  seven  of  every  ten  persons 
charged  with  armed  robbery,  and  two  of 
every  three  charged  with  murder  are  drug 
addicts.  Seventy  per  cent  of  the  inmates  in 
New  York’s  largest  jail  are  heroin  addicts 
who  committed  crimes  to  pay  for  their 
"habit”.  Why  is  this  happening?1 

Drug  use  is  popular;  it  has  become  a 
"fad”  with  the  people  of  this  country.  It  is 
so  widespread  among  our  young  that  more 
do  try  drugs  than  don’t  try  them.  Group 
pressure  accounts  for  a great  deal  of  the 
spread  of  drugs  and  the  heavier  usage  of 
drugs.  But  why  should  something  so  dan- 
gerous become  so  popular  with  young  peo- 
ple? Maybe  part  of  the  responsibility  should 
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be  placed  on  the  people  children  learn  from 
and  imitate — parents  or  grown  ups. 

Today  there  is  a "respectable”  legal  pill 
for  just  about  anything  known.  When  one 
gets  a headache,  one  takes  a pill.  If  one  gets 
nervous  or  cannot  sleep,  take  a pill.  If  babies 
are  not  wanted,  there  is  a pill  to  relieve  this. 
From  the  beginning,  a child  comes  to  accept 
various  drugs  as  the  answer  to  many  differ- 
ent aches,  pains  and  problems.  Maybe  these 
people  are  searching  for  a pill  to  "cure” 
life. 

In  this  country,  people  are  expected  to 
and  are  evaluated  by  their  "success”.  Success 
is  how  much  wealth  you  have  or  can  ac- 
quire. There  is  tremendous  pressure  in  this 
country  to  be  a success,  something  that 
many  people  have  little  or  no  other  chance 
of  obtaining.  Drugs  can  be  viewed  as  just 
another  pill  that  may  help  bring  this  "suc- 
cess” or  relieve  the  pains  of  not  obtaining  it. 

At  mid-twentieth  century  in  the  United 
States,  treatment  of  drug  addiction  has  en- 
tered a new  period  of  change  and  experi- 
ment. At  this  time  various  treatment  pro- 
grams are  being  tried  and  tested. 

Not  too  long  ago,  it  was  thought  that 
the  best  way  to  control  drugs  was  to  control 
the  drugs.  This  theory  has  yet  a heavy 
influence  today.  In  the  last  15  years,  legal 
control  of  narcotic  drugs  has  been  tightened 
at  Federal,  State,  and  Local  levels.  Up  to 
this  time,  the  emphasis  has  been  on  law  en- 
forcement almost  exclusively.  Recently  ob- 
jections to  this  have  come  from  physicians, 
lawyers  and  others.3 

These  people  are  of  the  opinion  that  the 
drug  problem  is  but  a symptom  of  the  time 
in  which  we  live.  The  spiraling  use  of  drugs 
by  youth  and  adults  must  be  seen  as  only 
one  part  of  a troubled  time,  a symptom  of 
a disease,  not  the  disease  itself.  They  feel 
that  far  too  much  time  is  spent  talking 
about  what  drugs  people  take  and  too  little 
time  talking  about  why  they  take  them  and 
what  can  be  done  to  help  these  people.2 

There  is  still  much  controversy  as  to 
whether  the  addict  is  a criminal  or  is  sick. 


Narcotic  addiction  has  become  associated 
with  criminality  in  three  ways.  First,  addicts 
automatically  become  law  violators  when 
they  purchase  illicit  drugs.  Second,  many 
resort  to  illegal  money-making  activities  to 
support  their  habits.  Third,  since  the  illicit 
drug  market  is  operated  by  the  criminal 
underworld,  antisocial  individuals  have 
greater  exposure  to  available  drugs.  Thus, 
criminals  tend  to  become  addicted  because 
they  have  a great  deal  of  contact  with  the 
sources  of  supply.  Negative  attitudes  to- 
ward addicts  occur  not  only  because  of  the 
association  of  addiction  with  criminality  but 
also  because  narcotic  drug  use  is  often  re- 
garded as  a vice  which  causes  progressive 
moral  deterioration.3 


Currently  an  addict  or  drug  abuser  is  not 
necessarily  thought  of  as  a criminal,  i.e.,  he 
does  not  become  intentionally  involved  with 
the  illegal  aspects.  Indeed  most  of  the  drug 
users  are  not  addicts  in  the  usual  sense  of 
that  word,  but  are  experimenters.  They  give 
very  little  thought  about  buying  drugs  being 
"against  the  law”.  About  80%  of  the  drug 
users  fit  into  this  group.  Many  of  these 
people  are  just  "going  along  with  the 
group”.  Most  of  these  are  young  and  are 
really  susceptible  because  they  use  drugs 
in  an  unsophisticated  manner,  blindly  and 
recklessly,  and  often  with  fatal  and  long 
term  results.  Some  of  these  individuals  will 
move  on  to  drug  addiction. 

The  other  twenty  per  cent  of  the  drug 
users  are  the  real  addicts.  They  are  physi- 
cally and  psychologically  dependent  on 
drugs.  Most  of  these  are  the  criminals 
driven  the  route  of  crime  to  support  their 
expensive  habits.  This  group  has  the  largest 
influence  on  the  laws  made  to  control  nar- 
cotics. These  are  the  stereotyped  concepts 
of  drug  abusers.3 

More  people  in  responsible  positions  are 
beginning  to  realize  that,  in  order  to  stop 
drug  abuse,  the  sources  of  supply  will  have 
to  be  dealt  with.  Director  John  Ingersoll 
of  the  Bureau  of  Narcotics  and  Dangerous 
Drugs  stated:  "As  long  as  illicit  drugs  are 
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available,  our  problem  will  continue,  despite 
the  energy  and  determination  with  which 
we  attack  the  demand  or  the  illicit  traffic.” 
But  the  supply  remains  and  the  fact  is  that 
opium  is  grown  and  made  into  heroin  in 
countries  which  are  supposed  to  be  our 
friends  and  allies. 

An  estimated  eight  per  cent  of  the  heroin 
entering  the  United  States  comes  from 
opium  grown  in  Turkey.  Turkey  is  a NATO 
ally  to  whom  we  have  given  5 /z  billion  dol- 
lars in  aid  since  1946.  France  is  another  large 
source  of  drugs,  also  a member  of  NATO 
and  also  has  received  massive  aid  from  the 
United  States.1 

Legislation  has  been  introduced  in  the 
Senate  and  the  House  of  Representatives  to 
cut  off  all  aid  to  countries  which  do  not 
cooperate  in  stopping  opium  growth  and 
processing.  These  laws  if  passed  will  help 
but  since  we  have  a huge  problem  to  contend 
with,  there  must  be  a huge  solution  to  this 
problem.  This  implies  that  everyone  is  go- 
ing to  have  to  become  concerned  and  be- 
come involved  in  order  to  stop  the  spread 
of  drug  abuse  and  to  rehabilitate  the  addicts 
and  users  now  with  us. 

There  are  many  new  laws  and  proposed 
laws  that  aim  to  do  something  about  drug 
addiction.  Some  are  in  actual  operation,  and 
some  are  not  entirely  new.  The  first  thing 
some  of  the  lawmakers  are  trying  to  do  is  to 
re-define  the  problem,  not  just  verbally,  but 
in  concept  and  approach.  They  are  legislat- 
ing a fundamental  reorientation  toward  the 
problem  of  addiction.  Provision  is  being 
made  for  medical  treatment  and  rehabilita- 
tion services. 

The  new  laws  in  providing  a treatment 
program  as  an  alternative  to  punishment  for 
addicts,  face  the  difficult  problem  of  select- 
ing those  who  are  to  have  the  opportunity 
to  follow  that  alternative,  from  those  for 
whom  the  penal  law  will  take  its  course.  The 
basic  pattern  is  to  prescribe  certain  general 
eligibility  conditions,  then  provide  for  a de- 
termination of  individual  suitability  for 


treatment,  and  give  court  discretion  in  the 
final  decision. 

In  some  states,  the  addict  is  committed  to 
the  Department  of  Corrections  but  under 
the  law,  this  commitment  is  for  treatment; 
for  "nonpunitive  purposes”.  The  period  of 
commitment  varies  significantly,  reflecting 
the  combination  of  treatment  and  law  en- 
forcement considerations.  This  treatment, 
including  aftercare  in  the  community, 
should  include  medical,  educational,  social, 
psychological,  and  vocational  services,  as 
well  as  other  needed  services." 

Not  only  should  services  be  available  at 
treatment  centers,  but  there  must  be  edu- 
cational programs  made  available  and  even 
compulsive  for  that  portion  of  our  popula- 
tion that  is  the  most  susceptible;  i.e.,  the 
children  and  teenagers  who  are  being  ex- 
posed to  drugs.  Treatment  programs  have 
been  and  are  now  being  tried  with  the  drug 
users.  We  must  take  preventative  measures 
in  order  to  halt  the  rise  of  drug  abuse.  The 
schools  are  the  most  feasible  places  to  per- 
form the  education  of  our  youth.  Until  the 
potential  drug  users  are  really  educated, 
drug  experimentation  and  abuse  will  con- 
tinue to  grow.  Many  of  these  experimenters 
will  be  graduated  to  drug  addiction. 

As  well  as  the  governments,  lawyers,  doc- 
tors and  the  various  social  service  occupa- 
tions, the  parents  and  the  communities  must 
really  become  concerned  and  involved.  Par- 
ents must  realize  that  drug  abuse  is  a prob- 
lem and  become  educated  about  drugs.  They 
must  not  shut  their  eyes  to  the  probability 
that  their  children  are  being  exposed  to 
drugs  and  may  try  them.  The  parents  must 
learn  the  "symptoms”  and  "signs”  of  drug 
usage  and  offer  help  when  needed.  Above 
all,  the  parents  must  accept  the  responsi- 
bility for  seeking  help  for  the  child  when 
the  child  needs  help.  They  must  develop 
an  atmosphere  of  genuine  concern  as  par- 
ents and  human  beings. 

Before  we  can  deal  with  the  drug  addicts 
effectively,  we  must  first  find  the  cause  of 
drug  addiction.  We  must  learn  to  listen  and 
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to  look  through  the  other  fellow’s  eyes.  We 
must  treat  the  individual  addicts  with  indi- 
vidual treatment.  Above  all,  we  must  com- 
mit ourselves  to  this  job. 
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PRIVATE  INSURANCE  POOLS — Pet  ten  gill — 
(Continued  from  page  431) 

In  summary,  there  are  five  key  principles 
which  must  be  observed  by  any  plan  that 
would  improve  the  health  care  of  Ameri- 
cans on  a sound  basis:  Comprehensive  health 
planning,  comprehensive  ambulatory  health 


care  centers,  adequate  health  manpower,  a 
national  council  to  guide  health  care  policy, 
and  private  health  insurance  made  available 
to  all.  I urge  your  careful  consideration  of 
all  five  principles. 

151  Farmington  Avenue 
Hartford,  Connecticut  06115 
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Medicare — Part  B 


• • • • 


Reasonable  Charge 

The  "reasonable  charge”  is  the  basis  for 
payment  under  the  supplementary  medical 
insurance  program  for  medical  and  other 
health  services  furnished  by  physicians,  in- 
dependent laboratories,  suppliers  of  ambu- 
lance services,  etc. 

The  two  criteria  set  out  in  the  Law  (P.L. 
89-97)  which  are  considered  in  determin- 
ing the  reasonable  charge  are:  (A)  The 
customary  charge  for  similar  services  gen- 
erally made  by  the  physician  or  other  per- 
sons furnishing  the  services,  and  (B)  the 
prevailing  charge  in  the  locality  for  similar 
services.  (See  Virginia  Medical  Monthly  for 
February,  1971  for  discussion  of  "Custom- 
ary Change”.) 

Prevailing  charges  are  those  which  fall 
within  the  range  of  charges  that  are  most 
frequently  and  widely  used  in  a locality  for 
a particular  procedure  or  service.  The  range 
of  prevailing  charges  may  be  different  for 
physicians  who  engage  in  a particular  spe- 
cialty practice.  For  example,  a cardiologist 
may  charge  $25.00  for  a particular  exam- 
ination while  a general  practitioner’s  charge 
is  $15.00  for  a similar  examination.  Each 
charge  is  customary  for  the  physician  con- 
cerned and  falls  within  the  respective  range 
of  prevailing  charges  for  the  group  involved. 
Thus,  charges  made  by  both  physicians  may 
be  accepted  as  reasonable. 

In  establishing  the  prevailing  charge  for 
a specific  procedure  for  a particular  spe- 
cialty group  (where  existing  differentials  in 
the  level  of  charges  between  different  kinds 
of  practice  exist)  the  following  is  the  pro- 
cedure: 

1.  Determine  the  customary  charge 
made  by  each  physician  for  a specific 
Procedure. 
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2.  List  these  charges  from  the  greater  to 
the  lesser  charge  and  indicate  opposite 
each  charge  the  number  of  services 
represented  by  physicians  using  that 
charge  as  their  customary  charge. 

Number  of  Services 
Rendered  by  Physicians 
Having  Same  Customary 


Customary  Charge  Charge 

$10.00  150 

8.00  80 

5.00  290 

4.00  100 

3.00  20 


640 

3.  Calculate  75  th  percentile  of  total 
number  of  times  the  service  was  ren- 
dered (75  X 640  = 480th  service). 

4.  Count  from  lowest  customary  charge 
up  to  the  480th  charge  = $8.00. 
Stated  another  way,  75%  of  the 
charges  for  this  particular  service 
amounted  to  $8.00  or  less. 

Until  recently  the  83  rd  percentile  had 
been  used  in  determining  the  prevailing  level 
of  charges.  Using  the  same  example  83% 
of  the  640  services  equals  520.  The  520th 
charge  would  have  been  $10.00.  Because 
of  the  reduction  from  83%  to  75%  many 
prevailing  charges  will  be  reduced  when  the 
use  of  1969  charge  data  is  implemented  in 
Virginia. 

In  determining  the  reasonable  charge  the 
physician’s  customary  charge  is  compared 
to  the  prevailing  charge  and  if  a difference 
is  found  to  exist  Medicare  is  instructed  to 
consider  the  lesser  amount  for  payment. 
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The  Virginia  Regional  Medical  Program  . . . . 


Cardiopulmonary  Resuscitation  Training 

One  of  the  Virginia  Regional  Medical 
Program  projects,  which  is  making  an  im- 
pact upon  the  health  care  of  Virginians,  is 
a Training  Program  in  Cardiopulmonary 
Resuscitation  (CPR).  The  CPR  Program, 
conducted  by  the  Virginia  Heart  Associa- 
tion, is  seeking  to  reduce  the  number  of 
deaths  from  cardiac  arrest  by  improving 
emergency  treatment  given  by  health  per- 
sonnel. Since  the  start  of  the  project  last 
year,  more  than  6,000  persons  (physicians, 
nurses,  allied  health  personnel)  profession- 
ally associated  with  community  hospitals, 
and  over  2,500  emergency  personnel  (such 
as  rescue  squadsmen  and  policemen)  have 
been  trained  in  CPR  techniques. 

During  the  past  few  months,  14  training 
sessions  have  been  held  for  CPR  training 
instructors,  with  representation  from  127 
hospitals.  The  total  number  of  instructors 
trained  at  these  sessions  was  572  (101  M.D.s, 
283  R.N./L.P.N.s,  34  paramedical  person- 


EUGENE  REYES  PEREZ,  M.D. 
Richmond,  Virginia 

nel,  139  rescue  squadsmen,  two  dentists  and 
13  lay  persons).  These  572  trained  instruc- 
tors have  conducted  CPR  courses  at  the 
local  level,  hence  the  6,000  + mentioned 
previously. 

The  project  director  assists  community 
hospital  instructor  teams  in  teaching  their 
initial  CPR  courses,  which  assures  teaching 
standards  in  accordance  with  the  National 
Academy  of  Sciences-National  Research 
Council  and  the  American  Heart  Associa- 
tion. Of  twenty-two  hospitals  interviewed 
in  a VRMP  staff  selected  sample  survey,  all 
indicated  that  the  project  director  had  as- 
sisted them  in  establishing  or  improving 
their  CPR  teaching  programs  and  all  but 
one  institution  rated  the  assistance  as  helpful 
or  very  helpful. 

The  Director  of  In-Service  Training  at 
Stonewall  Jackson  Hospital  in  Lexington 
has  reported  that  an  infant  life  was  saved 
as  a result  of  a nurse  attending  a CPR  Train- 
ing Program. 
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Miscellaneous. . . . 


Organic  Phosphate  Poisoning 
(Parathion) 

The  Virginia  Department  of  Agriculture 
and  Commerce  in  cooperation  with  the  U.  S. 
Department  of  Agriculture  and  the  pesti- 
cide industry  is  conducting  an  intensive 
campaign  to  prevent  accidental  poisoning 
from  the  organic  phosphate  "parathion”  in 
Virginia.  This  pesticide  is  being  used  more 
frequently  to  control  insects  on  tobacco 
and  food  crops,  since  some  of  the  less  toxic 
chlorinated  hydrocarbons  have  been  re- 
stricted or  banned. 

While  our  primary  effort  is  to  prevent 
accidental  poisonings  from  parathion  it  is 
also  extremely  important  that  physicians 
throughout  the  State  be  alerted  to  the  like- 
lihood of  such  poisonings.  With  this  in 
mind,  we  are  asking  all  doctors  to  be  aware 
that: 

The  organic  phosphate  Parathion  is  a 
highly  toxic  poison.  It  rapidly  enters  the 
body  on  contact  with  all  skin  surfaces  and 
eyes.  It  has  a dermal  LD50  of  30-50  mg./ 
kg.  and  an  oral  LD5  0 of  6 mg. /kg. 

The  symptoms  of  poisoning  are  those  re- 
sulting from  inhibition  of  cholinesterase 
in  different  regions  of  the  body,  includ- 
ing action  on  the  postganglionic  choliner- 
gic nerves  (muscarinic  effects),  pregan- 
glionic and  somatic  motor  nerves  (nico- 
tinic effects) , and  central  nervous  sys- 
tem. The  muscarinic  effects  in  order  of 
their  appearance  are  onorexia  and  nausea, 
followed  by  vomiting,  abdominal  cramps, 
sweating,  salivation,  and  in  some  cases 
pupillary  constriction.  In  severe  cases, 
diarrhea,  tenesmus,  involuntary  defeca- 
tion and  urination,  pallor,  pinpoint  non- 
reactive pupils,  blurred  vision,  respiratory 
difficulty,  and  pulmonary  edema  may 
occur. 

The  nicotinic  effects  of  twitching  of 
the  eyelids  and  tongue  are  early  symp- 


toms, followed  by  fasciculations  in  the 
face  and  neck  muscles,  and  then  by  gen- 
eral fasciculations  and  weakness.  The 
central  nervous  system  involvement  in- 
cludes giddiness,  uneasiness,  restlessness, 
followed  by  headache,  and  in  extreme 
exposures,  by  ataxia,  tremor,  drowsiness, 
mental  confusion  and,  finally,  coma. 

A point  of  much  importance  is  the  irre- 
versibility of  ChE  inhibition.  In  severe 
cases,  the  levels  of  ChE  enzymes  are  re- 
duced to  10-20%  of  normal  and  regen- 
eration rate  is  quite  slow.  Therefore, 
after  exposure,  the  susceptibility  to  poi- 
soning is  increased  and  it  is  important  to 
measure  this  susceptibility  by  repeated 
determination  of  ChE  blood  levels. 

Atropine  sulfate  is  antidotal  and  should 
be  administered  in  large  doses,  2 to  4 mg. 
intravenously  or  intramuscularly  as  soon 
as  cyanosis  is  overcome.  Repeat  at  5 to 
10  minute  intervals  until  signs  of  atro- 
pinization  appear.  2-PAM  Chloride  is 
also  antidotal  and  may  be  administered 
in  conjunction  with  atropine.  Do  not 
give  morphine  or  tranquilizers.  At  first 
sign  of  pulmonary  edema,  the  patient 
should  be  given  supplemental  oxygen  and 
treated  symptomatically.  Continued  ab- 
sorption of  the  poison  may  occur  and  fa- 
tal relapses  have  been  reported  after 
initial  improvement.  Patients  should  have 
very  close  supervision  for  at  least  48 
hours. 

Procedures  to  specifically  determine 
whether  ethyl  parathion  was  the  cause  of 
any  given  accident  are  available  from  any 
of  the  nineteen  poison  control  centers  in 
Virginia. 

This  program  will  also  include  education- 
al efforts  aimed  at  both  sellers  and  pur- 
chasers of  parathion  along  with  posting  of 
treated  fields  to  reduce  the  likelihood  of 
poisonings. 
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The  Virginia  White  House  Conference 

on  Aging 

Our  Mental  Health  Chairman,  Mrs.  Wal- 
ter Laude,  was  invited  by  Governor  Lin- 
wood  Holton  to  attend  the  Virginia  White 
House  Conference  on  Aging  held  at  the 
State  Capitol  on  June  15-18,  1971.  She 
attended  the  sessions  of  the  Committee  on 
Health  and  Mental  Health  as  a representa- 
tive of  the  Auxiliary. 

It  was  recommended  that  existing  Medi- 
care and  Medicaid  legislation  be  expanded 
to  provide  comprehensive  service  of  medical 
care  for  the  elderly.  The  Committee  on 
Health  and  Mental  Health  also  proposed 
that  geriatric  services  be  provided  within 
the  full  scope  of  a general  health  service 
program  rather  than  being  singled  out  for 
special  consideration  and  action. 

The  Committee  on  Transportation  pro- 
posed reduced  transit  fares  for  the  elderly 
and  a study  of  insurance  rates  charged  to 
elderly  drivers. 

The  Virginia  Conference  was  a preface 
to  the  1971  White  House  Conference  on 
Aging  to  be  held  in  Washington,  D.C.,  dur- 
the  week  of  November  28.  In  calling  this 
Conference,  President  Nixon  expressed  his 
desire  for  a more  comprehensive  national 
policy  with  respect  to  older  citizens  in  our 
society. 


Chairman  Urges  Related  Mental  Health 

Activities 

"Fitness  for  the  Present”  is  a Red  Cross 
course  for  aiding  senior  citizens  to  adjust 
to  retirement  and  the  many  physical,  mental 
and  material  adjustments  necessary  as  we 
adapt  to  advancing  years.  Contact  your 
local  Red  Cross  chapter  for  implementing 
such  a course  for  your  church,  club  or  other 
civic  group  of  senior  citizens.  When  did 
you  last  contribute  to  the  positive  mental 
health  of  one  of  our  senior  citizens  by  taking 
him  or  her  out  to  lunch?  This  is  also  an  ac- 
tivity that  can  be  coordinated  with  the 
community  health  chairman.  Please  do  what 
you  can! 

Mrs.  Walter  (Isabella)  Laude  quotes: 
We’re  the  only  nation  that  asks  its  teen- 
agers what  to  do  about  the  world  affairs  and 
tells  its  golden-agers  to  go  out  and  play! 

Every  mental  health  chairman  ought  to 
subscribe  to  "Mental  Health  in  Virginia”, 
a publication  available  from  the  Board  of 
the  Department  of  Mental  Hygiene  and 
Hospitals  of  the  Commonwealth  of  Vir- 
ginia, Madison  Building,  109  Governor 
Street,  Richmond  23219  at  $2.00  a year. 

Work  with  your  Health  Careers  chairman 
to  help  foster  careers  in  mental  health  as 
they  are  desperately  needed.  Pamphlets  are 
available  from  the  Mental  Health  Associa- 
tion or  Auxiliary  for  career  fairs,  high 
school  and  nursing  school  counselors  and 
students  in  other  fields. 

Contact  the  Family  Service  Association 
about  their  "Plays  for  Living”  which  pro- 
vide 41  human  relations  plays  about  fam- 
ilies, children,  the  aging  and  health  prob- 
lems. The  dramatic  presentations  are  fol- 
lowed by  audience  discussion.  What  an  op- 
portunity for  fun,  creative  expression  and 
serious  learning!  Could  this  be  an  idea  for 
an  exciting  meeting  of  your  auxiliary  or  a 
joint  meeting  with  others? 
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A volunteer  activity  of  Isabella  as  mental 
health  chairman  has  been  a number  of  speak- 
ing engagements  to  women’s  clubs  on  the 
topic  of  "Mental  Health  and  the  Mature 
Woman”.  Clubs  publicized  the  talks  in  the 
local  papers,  bringing  more  requests  for  ap- 
pearances. Most  audience  members  respond 
that  this  is  the  first  mental  health  talk  heard 
directly  for,  about  and  by  a woman!  These 
talks  emphasize  the  Auxiliary  theme  of  the 
"responsible  adult”  for  positive  mental 
health. 

A reminder  to  all  members — package  pro- 
grams are  available  from  national  on  "Time- 
ly Attention  to  the  Mental  Health  of 
Children,”  "Alcohol,”  "Drug  Abuse,”  as 
well  as  other  material  on  various  aspects  of 


mental  health.  Please  contact  your  MH 
chairman  if  you  wish  help  in  obtaining  ma- 
terials, planning  a program,  talking  to  a 
group. 

Convention  1971 

Begin  making  plans  now  to  attend  the 
Forty-ninth  Annual  Convention  of  the 
Woman’s  Auxiliary  to  The  Medical  Society 
of  Virginia  to  be  held  October  14-17,  1971, 
at  the  Twin  Bridges  Marriott  Motor  Hotel, 
Arlington. 

Many  exciting  events  have  been  planned 
including  a special  White  House  tour  and  a 
luncheon  at  the  Westwood  Country  Club. 

Jane  A.  Jennings  (Mrs.  C.  Leon,  Jr.) 


HANDBOOK  OF  PEDIATRICS.  By  Sil- 
ver, Kempe,  Bruyn.  Ninth  Edition.  Lange 
Medical  Publications,  Los  Altos,  Califor- 
nia. pp.  713.  Approximately  $7.00. 

This  handbook  is  directed  toward  the 
practicing  physician  and  medical  student 
and  gives  a digest  of  material  necessary  for 
the  diagnosis  and  management  of  pediatric 
disorders.  Revisions  and  additions  keep  this 
edition  very  much  up  to  date.  The  section 
on  antibiotics  demonstrates  this  very  well. 
It  is  a surprise  to  find  an  1 8 page  chapter  on 


Emotional  Problems,  but  certainly  most  of 
them  are  mentioned,  in  capsule,  and  this  im- 
portant subject  is  at  least  recognized. 

There  are  many  fine  tables,  diagnostic 
aids,  treatment  techniques,  biochemical  data 
that  is  expected  in  a handbook,  and  the 
index  is  very  adequate.  There  is  no  bibli- 
ography, and  larger  texts  would  be  necessary 
for  in  depth  pursuit  of  a subject.  This  is 
as  it  should  be  and  this  edition  can  be 
recommended. 

Gayle  G.  Arnold,  M.D. 
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Editorial 


CBS  and  the  Military  and  Medicine 

SHORTLY  before  Sir  William  Osier  left  Baltimore  for  Oxford  he  paid 
^ his  respects  to  the  American  press  when  he  said,  "If  you  read  some- 
thing in  a newspaper  that  you  are  not  sure  of — don’t  believe  it;  if  you 
see  something  in  a newspaper  that  you  are  sure  of — begin  to  doubt  it.” 
If  this  were  true  of  the  press  in  the  early  twentieth  century,  it  is  far  more 
true  by  TV  standards  at  the  present  time.  At  the  risk  of  belaboring  a 
dormant,  if  not  a dead  issue,  the  "editing”  by  the  Columbia  Broadcasting 
System  in  the  documentary  entitled  "The  Selling  of  The  Pentagon”  is  too 
recent  and  similar  to  the  documentary  CBS  devoted  last  year  to  Ameri- 
can medicine  to  permit  it  to  pass  un-noted,  even  at  this  late  date. 

After  the  interview  between  Roger  Mudd,  the  CBS  newsman  who 
narrated  the  military  program,  and  Daniel  Z.  Henkin,  Assistant  Sec- 
retary of  Defense  for  Public  Affairs,  an  editorial  in  the  Richmond 
Times-Dispatch  captioned  " 'Editing’  at  CBS”  contained  the  following 
paragraph: 

"Under  the  pretense  of  'editing,’  CBS  put  the  wrong  words  in  the 
right  mouths  at  the  wrong  time,  distorting  the  meaning  of  some  inter- 
viewee’s remarks.  Instead  of  presenting  an  interviewee’s  words  pre- 
cisely as  he  spoke  them,  CBS  sometimes  pieced  together  a statement 
consisting  of  remarks  the  man  had  made  in  response  to  different  ques- 
tions at  different  points  in  the  interview.  The  interviewee  was  then 
shown  delivering  the  doctored  statement.” 

The  original  proposition  made  by  CBS  to  Dr.  Gerald  D.  Dorman,  then 
president  of  the  American  Medical  Association,  was  ostensibly  an  inter- 
view for  a film  on  "Health  care  costs  in  the  United  States”.  The  Board 
of  Trustees  sanctioned  Dr.  Dorman’s  appearance  for  it  felt  that  the  medi- 
cal profession  might  be  criticized  if  the  AMA  refused  to  participate.  In 
February  1970  the  supposed  20  or  30  minute  interview  continued  for  an 
hour  and  a half.  At  that  time  Daniel  Schorr,  who  was  present,  was  asked 
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"Is  that  all  right?”  Schorr  said  "No,  ask  him  these  questions.”  After  30 
minutes  more  of  interrogation,  Schorr  was  again  asked  "Is  that  all  right?” 
He  answered  "It  isn’t  good  but  we  can  make  it  do.” 

The  documentary  appeared  the  following  April  under  the  title  "Don’t 
get  sick  in  America”.  Dr.  Dorman’s  interview  lasted  less  than  three  min- 
utes. He  did  not  have  the  original  tape  to  compare  with  what  he  was 
purported  to  have  said  in  the  documentary  but  a lip  reader  volunteered 
that  his  responses  did  not  always  correspond  to  the  questions  that  actually 
were  being  asked  in  the  interview.  The  Federal  Communication  Com- 
mission inquired  about  this  but  Dr.  Dorman  could  not  document  the 
question  and  answer  sequence  in  the  interview  so  the  matter  was  not 
pursued. 

An  ironic  aspect  of  the  documentary  was  a build  up  about  a Dutch 
resident  in  California  who,  after  several  months,  could  not  afford  further 
renal  dialysis  and  returned  to  Holland  where  he  received  this  treatment 
"free”.  On  the  other  hand  only  citizens  of  the  Netherlands  receive  "free” 
health  care  in  Holland  so  if  the  same  rules  applied  in  the  United  States, 
no  foreigner  would  receive  "free”  dialysis  in  California.  This,  of  course, 
was  not  mentioned  by  CBS.  Dr.  Dorman  pointed  out  "there  were  sev- 
eral inaccuracies  in  the  CBS  film  and  more  unjust  implications  and  juxta- 
positions in  the  editing  which  gave  a greatly  slanted  picture  of  health 
care  in  America.  The  worst  situations  were  selected  and  nothing  was 
shown  of  what  the  AMA  and  the  private  sector  of  medicine  are  doing 
about  it.” 

It  is  evident  that  CBS  does  not  like  the  Army  which  is  doing  its  best 
to  protect  the  citizens  of  the  United  States  under  adverse  conditions  and 
CBS  is  also  doing  everything  within  its  power  to  downgrade  American 
medicine  which  is  providing  the  best  health  care  in  the  world.  What  does 
CBS  stand  for  and  what  sort  of  America  is  it  trying  to  bring  about?  And 
just  what  would  Sir  William  think  of  it  all  now? 


H.  J.  W. 
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Calendar  of  Events 

AM  A Communications  Institute — Drake  Hotel — Chicago — August  16-17,  1971. 

Annual  Congress  on  Occupational  Health — Sponsored  by  American  Medical 
Association — Jackson  Lake  Lodge — Grand  Teton  National  Park,,  Wyoming — 
August  29-30,  1971. 

“Walter  L.  Thomas  Symposium  on  Gynecological  Malignancy’’  sponsored 
by  the  Department  of  Obstetrics  and  Gynecology,  Duke  University  Medical  Cen- 
ter— Durham,  North  Carolina — September  13-14,  1971. 

"Clinical  Electroencephalography" — A Course  of  Continuing  Education  spon- 
sored by  American  Electroencephalographic  Society — Minneapolis,  Minnesota — 
September  13-15,  1971. 

National  Conference  on  Physicians  and  Schools — Sponsored  by  American 
Medical  Association — LaSalle  Hotel — Chicago — September  30-October  2,  1971. 

American  Academy  of  General  Practice — Scientific  Assembly — Convention  Hall 
— Miami  Beach,  Florida— October  4-7,  1971. 

“Otolaryngology  for  the  Family  Physician" — Postgraduate  Course  sponsored 
by  Department  of  Otolaryngology,  University  of  Miami  School  of  Medicine — 
Nine  hours  AAGP  credit — Sheraton  Four  Ambassador  Hotel — Miami,.  Florida 
— October  8-9,  1971. 

The  Medical  Society  of  Virginia — Annual  Meeting — Marriott  Twin  Bridges 
Motor  Hotel — Arlington — October  14-17,  1971. 

American  Academy  of  Clinical  Toxicology — Annual  Meeting — Marriott  City- 
Line  Motel — Philadelphia,  Pennsylvania— October  19-23,  1971. 

Southern  Medical  Association — Annual  Meeting — Hotel  Fontainbleau — Miami 
Beach,  Florida — November  1-4,  1971. 

American  Medical  Association — Clinical  Session — New  Orleans,  Louisiana — 
November  28-December  1,  1971. 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and  programs 

of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised  of  any  meetings 

scheduled  in  your  area.  This  will  not  only  help  others  avoid  conflicts  but  also  provide 

helpful  information  on  opportunities  for  continuing  education. 


New  Members. 

The  following  members  were  admitted 
into  The  Medical  Society  of  Virginia  during 
the  month  of  June: 

Clayton  Barrett  Ball,  Jr.,  M.D., 
Charlottesville 


Crile  Crisler,  M.D.,  Norfolk 
Howard  Kenneth  Gelman,  M.D., 
Alexandria 

Alan  Curtis  Hampshire,  M.D., 
Newport  News 

Herbert  Witt  Harris,  Jr.,  M.D., 
Virginia  Beach 
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IN  ASTHMA 
IN  EMPHYSEMA 


™ mtfdnanea 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  lA  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Nothing  new  about  Synirin  other  than 
...  it’s  a stable,  uncoated,  fast  disintegrating 
S;::v  tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 

Smirk. 

ASPIRIN  5 GH.~ PENTOBARBITAL  1/8  OR. 


ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


Robert  Garland  King,  Jr.,  M.D., 
Richmond 

Helen  Johns  Ossofsky,  M.D.,  McLean 
Yong  Kun  Pak,  M.D.,  Richmond 
Charles  T.  Post,  Jr.,  M.D.,  Reston 
William  Tyler  Ross,  Jr.,  M.D., 
Charlottesville 

Alton  Rivington  Sharpe,  M.D., 

Richmond 

New  Officers  of  Component  Societies. 

The  following  societies  have  announced 
new  officers  for  the  coming  year: 

Alleghany -Bath — President,  Dr.  George 
L.  Fischer,  Clifton  Forge,  and  secretary- 
treasurer,  Dr.  George  N.  Chucker,  Clifton 
Forge  (re-elected). 

Augusta  County — President,  Dr.  Albert 
R.  Gillespie,  and  secretary,  Dr.  Karl  F. 
Kenk.  Both  are  from  Staunton. 

Bedford  County — President,  Dr.  Aquiles 
Amparan,  Bedford,  and  secretary,  Dr.  O. 
B.  Darden,  Jr.,  Bedford. 

Fauquier  County — Dr.  Robert  W.  Iden, 
Warrenton,  has  been  elected  secretary.  Dr. 
John  F.  Denton,  also  of  Warrenton,  con- 
tinues as  president. 

Lynchburg  Academy  of  Medicine — Pres- 
ident, Dr.  James  W.  Stone,  and  secretary- 
treasurer,  Dr.  Frank  I.  Hobbs.  Both  are  from 
Lynchburg  and  will  assume  office  as  of 
September  1. 

The  Virginia  Society  of  Internal  Medi- 
cine, 

At  their  recent  annual  meeting  at  Hot 
Springs,  installed  Dr.  Bertram  C.  Snyder, 
Arlington,  as  president.  He  succeeded  Dr. 
Thomas  Gorsuch  of  Waynesboro.  Other 
officers  elected  at  this  time  are:  president- 
elect, Dr.  Donald  R.  Holsinger,  Martins- 
ville; vice-president,  Dr.  Robert  K.  Mad- 
dock,  Norfolk;  and  secretary-treasurer  (re- 
elected), Dr.  William  N.  Toomy,  Waynes- 
boro. Drs.  Robert  H.  Sease,  Harrisonburg, 
Richard  N.  Baylor,  Richmond,  Munsey  S. 


Wheby,  Charlottesville,  H.  C.  Meredith, 
Jr.,  Norfolk,  and  C.  L.  Crockett,  Jr.,  Roa- 
noke, were  elected  to  the  Executive  Com- 
mittee. 

New  Dean  at  Medical  College  of  Virginia. 

Dr.  Warren  H.  Pearse,  assistant  dean  for 
the  College  of  Medicine  of  the  University 
of  Nebraska,  has  been  appointed  dean  of 
the  School  of  Medicine  of  the  Medical  Col- 
lege of  Virginia.  He  succeeds  Dr.  Kinloch 
Nelson  who  retired  on  July  1st.  Dr.  Pearse 
will  assume  his  duties  in  November. 

Dr.  W.  Gayle  Crutchfield 

Has  retired  as  professor  of  Neurological 
Surgery  at  the  University  of  Virginia 
School  of  Medicine  and  has  joined  Drs.  Kell, 
Eagles,  Singer  and  Associates  in  Richmond. 
Most  of  his  work  will  be  on  a consultant 
basis  and  Dr.  Crutchfield  plans  to  continue 
his  residence  in  Charlottesville. 

The  American  College  of  Physicians. 

The  following  members  of  The  Medical 
Society  of  Virginia  were  recently  admitted 
into  membership  in  the  College  of  Physi- 
cians: 

Nuzhet  C.  Atuk,  M.D.,  Charlottesville 
Edwin  J.  Harvie,  Jr.,  M.D.,  Danville 
John  H.  Hollingsworth,  M.D.,  Roanoke 
Maurice  Nottingham,  Jr.,  M.D., 
Richmond 

Richard  F.  Sappington,  Jr.,  M.D., 
Alexandria 

Dr.  Donald  R.  Holsinger, 

Martinsville,  has  been  named  president- 
elect of  the  Virginia  Heart  Association. 

Dr.  William  M.  Eagles, 

Richmond,  has  been  elected  treasurer  of 
Kiwanis  International.  He  is  a member  and 
past  president  of  the  Chesterfield  Kiwanis 
Club  and  has  served  as  governor  of  the  Capi- 
tal District  Kiwanis  Club  and  vice  president 
of  Kiwanis  International. 
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VaMPAC  Action. 

At  the  VaMPAC  Board  of  Directors 
meeting  held  on  June  10,  1971,  the  follow- 
ing motion  was  presented.  This  was  seconded 
and  unanimously  approved  as  follows: 

That  VaMPAC  support  physicians  run- 
ning for  the  State  Senate  or  House  of 
Delegates,  provided  the  physician  candi- 
date would  meet  a certain  criteria.  He 
must  have  a better  than  reasonable  chance 
of  winning  and  be  in  sympathy  with  the 
private  practice  of  medicine  and  free  en- 
terprise. Consideration  should  also  be 
given  to  the  fact  that  there  would  be 
available  finances  in  the  VaMPAC  Polit- 
ical Fund,  and  the  use  of  the  candidate 
support  money  for  these  candidates  would 
not  jeopardize  candidate  support  monies 
for  the  national  Congressional  candidates 
which  is  the  main  purpose  and  function 
of  VaMPAC. 

Candidate  support  to  these  candidates 
would  be  limited  to  a maximum  of 
$1,000.00,  hopefully  that  $5  00.00  would 
be  sufficient  in  most  cases.  The  candidate 
to  receive  this  support  must  have  the 
approval  of  the  Chairman  of  the  Va- 
MPAC Board  of  Directors  and  the 
VaMPAC  Board  members  from  his  con- 
gressional district. 

Computer  Terminal  at  MCV. 

By  picking  up  the  telephone,  health  pro- 
fessionals anywhere  in  Virginia  are  now  able 
to  tap  a vast  resource  of  timely  medical 
information — more  than  1,300,000  citations 
to  books  and  journal  articles.  A new  com- 
puter terminal  recently  installed  in  the  Med- 
ical College  of  Virginia  library  now  links 
requests  for  fast  retrieval  of  information  in 
the  field  of  medicine  with  the  central  com- 
puter facility  at  the  State  University  of 
New  York  (SUNY). 

The  computer  terminal  is  the  latest  acqui- 
sition of  the  Virginia  Medical  Information 
Service  (VAMIS). 

With  the  addition  of  the  computer  ter- 


minal, the  largest  benefit  has  been  in  time, 
according  to  the  director  of  the  MCV  li- 
brary. Before  the  computer  terminal  was 
installed,  a physician’s  request  to  VAMIS 
for  a listing  of  medical  literature  on  a spe- 
cific subject  could  take  two  weeks  to  a 
month  of  searching  by  hand.  With  the 
computer,  the  most  recent  citation  is  avail- 
able in  a matter  of  hours.  Another  benefit 
is  the  ability  of  the  computer  to  conduct 
a multiple  concept  search,  such  as  a request 
for  recent  articles  on  the  body’s  reaction  to 
implant  devices. 

However,  it  is  important  that  the  health 
professional  clarify  his  concept  of  the  in- 
formation he  wants  because  his  request  must 
be  translated  from  natural  language  into 
terms  of  the  computer.  For  that  reason, 
VAMIS  prefers  a personal  contact — by  tele- 
phone if  not  in  person — with  the  individual 
requesting  the  literature  search. 

For  Rent  or  Sale. 

Modern  fully  equipped  office,  including 
records  availability,  in  Colonial  Heights, 
Virginia.  Lucrative  practice  for  general 
practitioner,  pediatrician,  or  internist.  Very 
considerate  patients,  necessitating  a rare 
house  or  night  call.  For  information  con- 
tact S.  C.  Boyce,  M.D.,  3303  Boulevard, 
Colonial  Heights,  Virginia  23834.  Phone 
526-3833  or  526-1464.  {Adv.) 

Wanted. 

Experienced  physician  to  join  a function- 
ing five-man  emergency  room  team.  Cen- 
tral Virginia.  Guaranteed  minimum  $30,- 
000.00.  Write  to  #10,  care  Virginia  Medi- 
cal Monthly,  4205  Dover  Road,  Richmond, 
Virginia  23221.  {Adv.) 

Otolaryngologist  Wanted. 

For  group  practice  in  Roanoke,  Virginia. 
Must  be  Board-certified  or  eligible.  Clinic 
associated  with  private  hospital.  Salary  very 
competitive,  many  fringe  benefits.  Owner- 
ship potential.  Contact  Administrator,  P.O. 
Box  1789,  Roanoke,  Virginia.  {Adv.) 
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Director  of  Medical  Education 

Needed  for  growing  and  progressive  com- 
munity hospital  in  Tidewater  area.  Ap- 
proved general  practice  residency  program. 
Enthusiastic  and  energetic  physician,  pref- 
erably Board  Certified  Internist.  Contact 
administrator  for  additional  information — 
703-393-1541.  ( Adv .) 

Emergency  Room  Physician  Wanted. 

The  Richmond  Memorial  Emergency  De- 
partment desires  an  experienced  general 
practitioner.  This  Department  has  been 
very  active  and  growing  since  its  inception 
eight  years  ago.  Three  of  the  four  original 

Obituary .... 


Dr.  Lewis  Betty  Staton, 

Richmond,  died  June  15  at  the  age  of 
eighty.  He  received  his  medical  degree  from 
the  Medical  College  of  Virginia  in  1915. 
Dr.  Staton  served  in  the  Army  Medical 
Corps  during  World  War  I and  after  his 
return  from  service,  he  opened  his  practice 
in  Richmond.  He  retired  in  195  5.  Dr.  Sta- 
ton was  a member  of  The  Medical  Society 
of  Virginia,  having  joined  in  193  5. 

His  wife  survives  him. 

Dr.  Robert  Walter  Johnson, 

Lynchburg,  died  June  28  after  an  illness 
of  seven  months.  He  was  seventy-two  years 
of  age  and  received  his  degree  from  Meharry 
Medical  School  in  193  2.  While  serving  his 
internship,  Dr.  Johnson  became  interested  in 
tennis  and  was  founder  of  the  American  Ten- 
nis Association  youth  development  program. 
For  thirty-eight  years  he  tutored  numerous 
youngsters  in  tennis,  while  playing  a pro- 
ficient game  himself.  He  personally  molded 
the  careers  of  Althea  Gibson,  Arthur  Ashe 
and  Juan  Farrow,  all  nationally  known 
champions.  Before  studying  medicine,  Dr. 


members  of  the  physicians  group  have  been 
continuously  in  the  program. 

Salary  negotiable  for  the  first  two  years. 
Thereafter  the  successful  applicant  would 
participate  in  the  incentive  sharing  plan  of 
income  division. 

Contact  Tony  Constant,  M.D.,  Rich- 
mond Memorial  Hospital,  1300  Westwood 
Avenue,  Richmond,  Virginia  23227.  (Adv.) 

Obstetrician-Gynecologist. 

Excellent  opportunity  for  qualified  ob- 
stetrician-gynecologist. Office  space,  equip- 
ment, staff  and  excellent  financial  arrange- 
ments. Unlimited  potential.  Call  Admin- 
istrator (304-675-4340)  "Collect”.  (Adv.) 


Johnson  was  named  all-American  in  Negro 
football  in  1924  and  coached  in  this  sport 
for  four  years. 

Dr.  Johnson  was  a member  of  The  Med- 
ical Society  of  Virginia. 

Dr.  Brown. 

Dr.  Charles  P.  Brown,  67,  died  on  March  28,  1971, 
after  a short  illness.  He  was  born  in  Alabama  in 
1904,  took  his  undergraduate  work  at  the  Virginia 
Military  Institute,  and  graduated  from  Emory  Uni- 
versity Medical  School  in  1929.  From  1929  through 
1931  he  interned  at  Grady  Memorial  Hospital  in 
Atlanta  and  took  his  pediatric  training  at  the  Pres- 
byterian Hospital  in  Chicago,  193  5-1936. 

Following  graduation  he  came  to  Norfolk  to  prac- 
tice pediatrics  with  his  uncle,  William  P.  McDowell, 
who  was  one  of  the  pediatric  leaders  in  the  com- 
munity. Together  they  carried  the  practice  of  pe- 
diatrics to  its  highest  level.  Dr.  Brown  served  for 
many  years  at  the  old  King’s  Daughters  Hospital  and 
was  associated  with  the  staffs  of  Norfolk  General, 
DePaul,  Feigh  Memorial,  and  the  present  King’s 
Daughters  Children’s  Hospital.  He  was  a member 
of  the  American  Academy  of  Pediatrics,  the  Tide- 
water Pediatric  Society,  the  Virginia  Pediatric  So- 
ciety, the  Norfolk  County  Medical  Society  and  The 
Medical  Society  of  Virginia.  He  was  a member  of 
the  Episcopal  Church  of  the  Good  Shepherd. 

Dr.  Charles  Brown  was  held  in  the  highest  esteem 
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by  both  patients  and  colleagues  and  he  will  be  missed 
by  them  and  his  devoted  family.  Besides  his  widow, 
he  is  survived  by  two  sons. 

Therefore,  be  it  resolved,  that  these  resolutions 
expressing  our  profound  loss  be  spread  on  the  minutes 
of  the  Norfolk  County  Medical  Society  and  that 
copies  be  sent  to  the  bereaved  family  and  to  the 
Virginia  Medical  Monthly  for  publication. 

R.  Bryan  Grinnan,  Jr.,  M.D. 

John  O.  Rydeen,  M.D. 

H.  William  Fink,  M.D.,  Chairman 

Dr.  Taylor. 

Dr.  Harry  B.  Taylor,  a most  distinguished  physi- 
cian, was  born  in  Norfolk,  on  January  2 5,  1882. 

Dr.  Taylor  attended  the  University  of  Virginia 
College  and  Medical  School  from  1899  to  1902,  and 
took  a preceptorship  at  the  Physician’s  and  Surgeon’s 
Hospital  in  New  York  from  1902  to  1903,  and  an 
internship  at  St.  Vincent  DePaul  Hospital  on  Church 
Street  in  Norfolk,  1903-1904.  He  decided  to  become 
a Medical  Missionary  in  1905.  He  and  Dr.  Edward 
Woodward  went  to  Anking,  China,  where  he  became 
the  Medical  Director  of  St.  James  Hospital.  Funds 
were  raised  for  a new  hospital  through  the  efforts  of 
Dr.  Woodward  in  the  United  States,  and  the  new 
hospital  was  opened  in  1907.  He  served  as  surgeon 
and  director  through  the  end  of  the  Manchu  Dynasty 
and  through  the  beginning  of  the  Chinese  Republic 
with  Sun  Yat  Sen  in  1911. 


He  was  in  Anking  during  the  take  over  by  the 
Japanese  in  1938  and  the  Communists  in  1949.  His 
many  fascinating  experiences,  hardships  and  escapes 
are  described  in  an  autobiography,  My  Cup  Run- 
neth Over,  which  was  published  in  1968.  He 
was  first  incarcerated  in  Anking  in  1941  and  later 
was  in  a concentration  camp  in  Shanghai.  He  was 
repatriated  on  the  second  trip  of  the  GRIPSHOLM 
in  1943.  From  1944  through  1946  he  was  surgeon 
at  Berea  College.  He  returned  to  Anking  in  1947. 

In  19  50  it  became  impossible  for  Dr.  Taylor  and 
his  family  to  remain  in  Anking  under  the  Com- 
munist regime.  They  left  under  very  harrowing 
circumstances  but  eventually  came  back  to  the 
United  States,  through  Hong  Kong,  reaching  Norfolk 
in  1951. 

He  became  contract  physician  at  the  United  States 
Army  Base  in  Norfolk  from  1951  to  1960. 

Dr.  Taylor  retired  in  1960  and  died  at  his  home 
in  Norfolk  on  April  13,  1971. 

Therefore,  be  it  resolved  that  China  and  Nor- 
folk have  lost  a beloved,  dedicated  and  invaluable 
physician,  that  they  bemoan  his  loss,  and 

That,  these  resolutions  be  spread  on  the  minutes 
of  the  Norfolk  County  Medical  Society,  be  sent  to 
the  Virginia  Medical  Monthly  for  publication  and 
the  Family  of  the  deceased. 

Robert  E.  McAlpine,  M.D. 

W.  Wickham  Taylor,  M.D. 

R.  Bryan  Grinnan,  Jr.,  M.D.,  Chairman 
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Fourth  Decade  of  Nurtinfl  — ^ 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

MRS.  PLYLER’S 
NURSING  HOME 

KATE  E.  PLYLER  (1876-1947)  GENE  CLARK  REGIRER  (1912-1962) 

A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  353-3981 


Gill  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 


STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Scott  W.  Little 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Charles  T.  Akers,  Jr. 
Administrator 


A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology,  Otolaryngology, 
Surgery  for  Deafness,  Rhinoplastic  Sur- 
gery. Bronchoscopy  and  Esophagoscopy. 


Courtesy  Staff  Include*  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance. 

For  further  information,  address: 

Administrator,  Box  1789,  Roanoke,  Virginia  24008 
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DOCTORS: 


ADMINISTRATORS: 

Terrace  Hill  ...  An  Extended 
Care  Facility  Accredited  by 
the  J.C.A.H.  and  Approved  by 
Medicare. 


In  compliance  with  the  Civii  Rights  Act  of  1964 


Within  9 minutes  from  any  local  hospital 

• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  • Activities 

• Trained  Dietitian  • Male  Orderlies 

• Air-Conditioned  Rooms 


Accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  an 
Extended  Care  Facility. 

John  P.  Pate 


Member 


Administrator 

"Understanding  Care” 

Terrace  Hill  Nursing  Home, 

2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


Jomes  P King,  M.D. 
William  D.  Keck,  M D 
Morgan  E.  Scott,  M.D. 
David  S.  Sprague,  M.D 


Edward  E Cale,  Jr.,  M.D 
Don  L.  Weston,  M.D 
J.  William  Ciesen,  M D 
Delano  W.  Bolter,  M.D. 
Davis  C.  Garrett,  M.D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D 
Carl  McCraw,  Ph.D. 

James  E.  Dublin,  Ph.D. 

Thomas  M.  Weddig,  Ph.D. 

■ % si  tit,'  JsffiiU- 

■'  'szdfooz.  l !,*;>.  ’««  . - 

Btuefield  Mental  Health  Center 

Federal  Street,  Bluefield,  W.  Va. 
David  M.  Wayne,  M.D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


AFFILIATED  CLINICS 

Beckley  Mental  Health  Center 

109  E.  Main  Street,  Beckley.  W Va 
Leslie  J.  Borbely,  M.D. 

Mental  Health  Clinic 

Professional  Building,  Wise,  Va 
Pierce  D.  Nelson,  M.D 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
James  Asa  Shield,  Jr.,  M.D. 


STUART  CIRCLE  HOSPITAL 


413-21  Stuart  Circle 

Medicine: 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

William  W.  Martin,  Jr.,  M.D. 
James  R.  Wickham,  M.D. 

Obstetrics  and  Gynecology: 

Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 

Pediatrics: 

Edward  G.  Davis,  Jr.,  M.D. 

Thomas  P.  Overton,  M.D. 

Albert  S.  Thompson,  Jr.,  M.D. 
Edward  J.  Wiley,  M.D. 

Roentgenology  and  Radiology: 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

James  W.  Proffitt,  M.D. 


RICHMOND,  VIRGINIA 

- i 

Anesthesiology : 

William  B.  Moncure,  M.D. 
Heth  Owen,  Jr.,  M.D. 

Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 
Wyatt  S.  Beazley,  III,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 

Ophthalmology,  Otolaryngology : 

Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 

Pathology: 

W.  Scott  Gilmer,  Jr.,  M.D. 

gt  Physical  Therapy: 

William  J.  Cowan,  R.P.T. 

Director: 

Charles  C.  Hough 
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JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

o£o 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 


Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 

An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  T reatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 
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Create  a 


What  to  do 

until . 

suppositories 
work: 


‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 
Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 
fr-EET  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
- seepage  and  controls  the  rate  of  flow, 

||  assuring  comfortable  administration.’ 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable-like 
suppositories,  only  better. 

Much  better. 


C B FLEET  CO  INC 
Lynchburg,  V a 24505 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence  Take  only  when  needed 
or  When  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pa,n"s  present 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physic, In 
References:  1 Blumberg,  N.:  Med  Times  91  45.  Jan  , 1963  2 Sweeney.  W.  J III:  Amer  J ObstPt 
Gynec  85_908,  Apr.  1,  1963.  3.  Weinsaft.  P.:  J Amer  Geriat  Soc  12:295  Mar  1964  4 Bavdoun  A B 

33*366  Saf  9G6y0nefiC  W?h5'  ’•  ],9£\5  ^ *:  A ■ E'°^  A.  and  Weiss.  J Amer^J dsttoen, 

33.366,  Mar.,  1960.  6.  Smith.  J.  J.  and  Schwartz.  E.  D : Western  J Surg  72:177,  May-June.  1964 
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Call  it  what  you  will,  it 
maybe  premalignant 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J.  07110 


Mid  Ef  Udex  (fluorouracil) 

5%  cream  can  resolve  it. 


all  it  actinic,  solar  or  senile  keratoses, 
iany  regard  it  as  “precancerous.”1,2 

ipical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
jlvance  in  the  treatment  of  multiple  solar  keratoses,1 * 3'4  offers  the  physi- 
an  a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
■'tion  and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
j’udex  offers  2%  and  5%  solution  and  5 % cream  formulations  — formula- 
ms  that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 

sual  duration  of  therapy,  2 to  4 weeks. 

1 udies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
i ration  of  therapy  was  only  2 to  4 weeks.s  Other  studies  with  topical 
I orouracil  revealed  that  when  concentrations  of  less  than  2%  were 
i ed,  significant  numbers  of  lesions  recurred.6 

reats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
:jmifested  themselves  by  definite  reactions,  while  intervening  skin 
:pnained  relatively  unaffected.5  The  early  eradication  of  these  subclini- 
m lesions  (which  may  otherwise  have  undergone  further  progression) 

] obably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
ijtients  treated  with  topical  fluorouracil  — especially  with  5% 

< ncentrations.6 

low  to  identify  solar  keratoses. 

pically,  the  lesion— a flat  or  slightly  elevated  brown  to  red-brown 
pule-is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 

e the  rule. 


redictable  therapeutic  response. 

ie  response  to  a typical  course  of  Efudex  therapy  is  usually 
iracteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
gins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
t intense  inflammatory  response,  scaling  and  occasionally  moderate 
tiiderness  or  pain.  The  height  of  this  response  generally  occurs  two 
^eks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
istopped.  Within  two  weeks  of  discontinuing  medication,  the 
i lammation  is  usually  gone.  Lesions  that  do  not  respond  should 
1 biopsied. 


1 erences:  1.  Allen.  A.  C.:  The  Skin.  A Clinicopathological  Treatise,  ed.  2.  New  York, 

J me  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen,  G.  T,  and  Honeycutt,  W.  M. : 

' eatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
i irmaceutical  Therapeutics  in  Dermatology,  Springfield,  III.,  Charles  C Thomas,  1968, 

jM2.  3.  Belisario,  J.  C.:  Cutis,  6 :293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97: 14,  1968. 

- >ata  on  file,  HofTmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 

* n,  E.:  Cancer , 25: 450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/ weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5 % fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl). 


(fluorouracil) 

cream/solution 
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BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 


Accredited  by  the  Joint  Commission  on  Accreditation  & Approved  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive).  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D, 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jose  A.  Montes,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 


ST.  ELIZABETH’S  HOSPITAL 

James  T.  Gianoulis,  M.D. 

617  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

Austin  I.  Dodson,  Jr.,  M.D. 

Elmer  S.  Robertson,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

' 1 4 

James  W.  Pancoast,  M.D. 

J.  Edward  Hill,  M.D. 

Gladstone  E.  Smith,  Jr.,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Pathology 

Leroy  Smith,  M.D. 

William  T.  Stuart,  M.D. 

Ronald  K.  Davis,  M.D. 

Plastic  Surgery 

Urology 

General  Surgery  & Gynecology 

L.  0.  Snead,  Jr.,  M.D. 

Clarry  C.  Trice,  M.D. 

Edward  A.  Zakaib 

Radiology 

General  Medicine 

General  Medicine 

0.  Christian  Bredrup,  Jr.,  M.D. 

George  W.  Reese,  Jr.,  M.D. 

Radiology 

Internal  Medicine 

Jack  A.  Peters,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 
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ST.  LUKE'S  HOSPITAL 

McGuire  clinic,  inc. 

Established  1882 

Established  1923 

Hunter  H.  McGuire, 

M.D. 

Stuart 

McGuire,  M.D. 

1000  West 

Grace  Street 

Richmond 

, Virginia 

General  Surgery  & Gynecology 

Internal  Medici 

ne 

Radiology 

Webster  P.  Barnes,  M.D. 

John  P.  Lynch,  M.D. 

Henry  S.  Spencer,  M.D 

John  H.  Reed,  Jr.,  M.D. 

William  H.  Harris,  Jr.,  M.D 

Donald  P.  King,  M.D. 

Joseph  W.  Coxe,  III,  M D. 

John  B.  Catlett,  M.D. 

H.  Fairfax  Conquest,  M.D. 

Robert  W.  Bedinger,  M.D. 

Isotopes 

Gilbert  H.  Bryson,  M.D. 

Alice  V.  Thorpe,  M.D. 

David  L.  Litchfield,  M.D. 

David  L.  Litchfield,  M.D. 

Endoscopy,  Thoracic  & Vascular 

Burness  F.  Ansell,  Jr.,  M.D. 

Pathology 

Surgery 

W.  Wayne  Key,  Jr.,  M.D. 

G.  E.  Smith,  Jr.,  M.D. 

Joseph  W.  Coxe,  III,  M.D. 

H Fairfax  Conquest,  M.D. 

Anesthesiology 

Physical  Therapy 

Gilbert  H.  Bryson,  M.D. 

Beve'ley  Jonas,  M.D. 

Elizabeth  L.  Watson,  R.P.T. 

Hospital  Administrator 

Charles  M.  Green 

Director  of  Nurse: — St.  Luke's 

Hospital 

Clinic  Manager 

Ann  M.  Urbine,  R.N. 

S.  Taylor  Ware,  Jr. 

School  of  Nursing 

Director  of  Nurses — McGuire  Clinic,  Inc. 

Ann  M.  Urbine,  R.N.,  Director 

Mary  E. 

Simmons,  R.N. 

Joan  B.  Hovis.  R.N.  Dir.  of  Ed 

Elizabeth  H.  Ellett,  R.N.,  Instructor 

REPRINT  PRICES  OF  ARTICLES  IN  THE 
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ESTABLISHING  A PROFESSIONAL  CORPORATION 
OR  INTERESTED  IN  A KEOGH  ACT  PLAN? 

JhsL  Ylmv  VYbutkaL  Soa&k^  ofc.  Obiqinkc 
YVbimb&AA!  (RsdihstnwiL  filanA,  CUisl  fioailablsL . . . 

FOR  INFORMATION  CALL  OR  WRITE: 

The  Trustees  of  The  Medical  Society  of  Virginia 
Members'  Retirement  Plan 

2425  Wilson  Boulevard 
ARLINGTON,  VIRGINIA  22201 

703/525-6700  (collect  calls  accepted) 


Wanted 

Physicians  to  work  part-time  in  Vir- 
ginia Health  Department  Pediatric, 
Family  Planning,  or  Maternity  Clinics 
in  various  localities  across  the  State — 
Dr.  J.  B.  Kenley  703-770-6271. 


Wanted 

Physicians  who  can  offer  services  to 
State  Health  Family  Planning  Clinics 
in  following  localities:  Chesterfield 
(Wed.);  Caroline  (Thur.),  Hanover 
(Mon.)  ; New  Kent  (Tues.)  ; Peters- 
burg City  (Wed.) ; Westmoreland 
(Mon.)  ; Richmond  City  (Mon.) — Dr. 
J.  B.  Kenley  703-770-6271. 


Tired  Of 
1 4 Hour  Days? 


Consider  The  Position  Of 

INDUSTRIAL 

PHYSICIAN.... 


at  a major  Du  Pont  plant  whose 

product  is  medical  x-ray  film.  Long  recog- 
nized as  a national  leader  in  industrial  medi- 
cine and  plant  safety,  Du  Pont  locations  fea- 
ture excellent  facilities. 

Work  load  includes  routine  examinations, 
medical  treatments,  even  some  minor  surgical 
treatment.  Administrative  and  supervisory 
duties  round  out  your  day.  Staff  consists  of 
a nurse  and  a Medical  X-Ray  Technologist. 
Attractive  salary  and  benefits,  small  town  in 
beautiful  mountain  area  of  Western  North 
Carolina,  abundant  recreational  facilities,  and 
yes,  peace  of  mind.  Plant  is  located  near 
Brevard  and  Hendersonville,  N.  C. 

For  consideration  write:  N.  H.  Alford  Em- 
ployee Relations  Sup't,  Du  Pont  Co.,  P.  0. 
Box  267,  Brevard,  N.  C.  28712.  An  Equal 
Opportunity  Employer  M/F. 


mm 


There's  a world  of  things 
we're  doing  something  about. 
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LEASING 

THE  ART  OF  USING  SOMEBODY  ELSE’S 
MONEY  TO  YOUR  ADVANTAGE. 

Why  not  take  your  hard  earned  money  and  put  it  in  good  sound 
investments  that  will  insure  your  comfortable  retirement  when  it's 
time  to  "take  down  the  shingle." 


Let  us  lease  you  the  medical  and  office  equipment  of  your  choice 
which  can  be  expensed  monthly. 


YOU  WANT  MORE  CASH  TO  INVEST? 

Let  us  buy  your  old  depreciated  equipment  for  the  original  invoice 
cost  and  lease  it  back  to  you.  By  the  way,  how  much  money  do 
you  have  tied  up  in  medical  equipment?  How  would  you  like  to 
have  that  much  in  CASH? 


Call  us  toll  free  in  Virginia  by  dialing  1-800-552-3886 

(Have  the  operator  dial  it  for  you  in  the  Charlottesville  area) 


DELTA  LEASING  COMPANY 


1017  UNITED  VIRGINIA  BANK  BUILDING,  RICHMOND,  VIRGINIA  23219  PHONE  703/643-7639 
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when  manhood  ebbs, 
or  is  delayed 


due  to  testicular 
hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure... and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 

Halotestin  i»s 

(ffuoxymesterone 
Upjohn] 

oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


'it- 


Halotestin 

(fluoxymesterone,  Upjohn) 

Orally  active  androgen  about  5 times  as  potent 
In  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestln  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked.  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued. 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
ism and  eunuchism.  Delayed  puberty  when  es- 
tablished as  not  a simple  familial  trait.  Indicated 
for  those  symptoms  of  panhypopituitarism  re- 
lated to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
Female:  Palliation  of  androgen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
:ween  1 and  5 years  postmenopausal  or  women 
n whom  castration  has  shown  the  tumor  to  be 

tormone  dependent.  Prevention  of  postpartum 
reast  manifestations  of  pain  and  engorgement; 
here  is  no  satisfactory  evidence  that  this  drug 

Iirevents  or  suppresses  lactation  per  se.  In  os- 
eoporosis  androgens  may  be  of  adjunctive 
ralue  to  adequate  considerations  of  diet,  cal- 
ium  balance,  physiotherapy  and  general  health 
bromoting  measures.  Males  and  Females:  In  the 
jreatment  of  protein  depletion  states  which  oc- 
ur  in  geriatric  patients,  in  debilitation  states,  in 
hronic  corticoid  therapy,  resistant  fractures; 
ryptorchidism;  creating  a positive  nitrogen  bal- 
nce,  tissue  repair  and  other  anabolic  effects, 
fmdrogenic  steroids  may  produce  a response  in 
plastic  anemias,  myelofibrosis,  myelosclerosis, 
gnogenic  myeloid  metaplasia  and  hypoplastic 
nemias  due  to  malignancy  or  myelotoxic  drugs, 
ndrogens  are  not  of  value  in  other  anemias, 
ontraindications  Pregnancy  (may  virilize  fe- 
Jiale  fetus),  mammary  carcinoma  in  the  male, 
rostatic  carcinoma,  severe  liver  disease,  severe 
[Jardiorenal  disease  and  severe  persistent  hy- 
"ercalcemia. 

recautions  Employ  with  caution  in  young  boys 
) avoid  precocious  sexual  development  and 

I remature  epiphyseal  closure.  Androgens  tend 
l promote  retention  of  sodium  and  water,  there- 
ire,  watch  for  edema— particularly  in  the  elderly, 
jcidence  and  severity  of  edema  have  been 
linimal  and  have  been  associated  only  with 
gh  doses  used  for  palliation  of  breast  cancer. 
|lypercalcemia  may  occur,  particularly  in  patients 
7th  metastatic  breast  carcinoma;  if  this  occurs 
e drug  should  be  discontinued.  Changes  in 

3er  function  tests,  such  as  increased  BSP  re- 
ntion  and  SGOT  levels,  can  occur  during  ther- 
ty.  Jaundice  has  been  rarely  reported.  If  liver 
nction  tests  are  altered,  discontinue  medica- 
f>n  or  reduce  dose.  Priapism  is  indicative  of 
cessive  dosage  and  is  indication  for  tempo- 
jry  withdrawal  of  drug.  When  treating  protein 
pletion  states  or  osteoporosis,  an  adequate 
should  be  provided  and  prolonged  immobili- 
tion  avoided  whenever  possible.  When  treating 
lastic  or  hypoplastic  anemias,  androgen  ther- 
y should  not  replace  other  measure  such  as 
nsfusion,  correction  of  iron  deficiency,  anti- 
cterial  therapy,  and  the  use  of  corticosteroids. 
Iverse  reactions  Nausea,  dyspepsia,  men- 
ual  irregularities,  hepatic  dysfunction,  pria- 
Ifm,  edema,  precocious  sexual  development, 
premature  epiphyseal  closure  in  young 
tients  have  been  reported.  Male  — Prolonged 
ministration  or  excessive  dose  may  cause 
jiibition  of  testicular  function  with  oligospermia 
decreased  ejaculation  volume.  Female  — 
|rge  doses  or  prolonged  administration  may 
iduce  masculinization  with  signs  such  as  hir- 
ism,  deepening  of  the  voice,  enlargement  of 
clitoris,  acne,  and  sometimes,  increased 
do. 

Ipplied  Tablets :2  mg.,  scored  — bottles  of  100  / 
fig,,  scored  — bottles  of  50  /70  mg.,  scored 

[■pottles  of  50. 

additional  product  information,  see  your 
\john  representative  or  consult  the  package 

ular. 

Q The  Upjohn  Company,  Kalamazoo,  Michigan 


Infant  diarrhea 


Old  age 


•of 

Adolescence 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 

stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  Bl2, 

protective  quantities  of 
potassium,  in  a palatable  and 
>4,  readily  assimilated  form. 

Debilitating 
gastrointestinal 

conditions  left  Postoperatively 


Supplied  in  bottles  of  2 or  6 fluidounces. 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 
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PROGRAM  ISSUE 


THE  FRANCIS  A COUNTWAY 

fclSRARY  Of  MEBlCINt 

«“  up  m 


C lients  fell  asleep  quick  I 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep -by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.1>2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 


Before 
Dalmane 
(flurazepam  HCI) 


References:  1.  Frost,  J,  0.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,"  Scientific  Exhibit  presented  at  Clinical  Convention, 

A M. A.,  Boston,  Nov.  29-Dec.  2,  1970,  and  Aerospace  M.A.,  Houston, 
April  26-29, 1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 


nd  slept  through  the  night 


n 

almane  .|.v 

lurazepam  HCI)  jh£  FRANCIS  A.  COUN  1 WAX 

LIBRARY  Of  MEDICINE 
POSTON 

28  SEP  wn 


Time  Awake 
Prior  to 
falling 
asleep 
17.6  min. 


sleep  laboratory  measurements  in  cited  studies 


fer 

luired  to  fall  asleep 
i tie  after  onset  of  sleep 
)fcf  wakeful  periods  after 
tcf  sleep 
|aep  time 
Hep  percent 


Before  Dalmane  On  Oalmane 


33.6  min. 

48 .7  min. 

12  2 

420.0  min. 
88.6 


17.6  min. 
22  6 min. 

8.4 

447.5  min. 
94.5 


real  effectiveness  as 
:>en  in  the  sleep  laboratory 

lalmanc 

trazepam  HCD 

!‘-mg  capsule  h.s. — usual  adult  dosage. 
1 ' -mg  capsule  h.s.  — initial  dosage  for 
* or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e  g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  er  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gi  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  tn  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

/ s.  Roche  Laboratories 

< ROCHE > Division  of  Hoffmann- La  Roche  Inc. 

\ / Nutley,  New  Jersey  071 10 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  usp 

Makes  water,  not  waves. 


»>lyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
-ir , if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

f>  on®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

Sensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
>u  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
rfction)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
PP  nents  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
**k  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
ie  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  W'hen  used  in  women  of 
ilc  aring  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
lU&d  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
Wpnation  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
ibaice,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
tatj-im  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
■iep  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
r4  a,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
; ojision,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 

Wjjocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
na  titis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
miinds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
Y~ito  Supplied:  White,  single- scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
i Complete  prescribing  information. 

EH'  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 


It  s working, 
even  when  she’s  not 


10:30  p.m.  To  bed  with  tablets  or 
suspension.  Either  dosage  form  of 
Gantanol'  (sulfamethoxazole)  provides 
reliable  therapy  for  nonobstructed  cystit 
The  convenient  b.i.d.  schedule  lets 
the  patient  rest  assured  — while  Gantanol 
fights  the  infection. 


1:30  a.m.  Antibacterial  blood  and  urine  levels  build  fast. 

Peak  therapeutic  effectiveness  starts 
within  2 to  3 hours  of  the  initial  dose. 

In  addition,  Gantanol  diffuses  readily 
into  interstitial  fluids  for  antibacterial 
activity  at  the  foci  of  the  infection. 


* 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Kleb- 
siella- Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and,  less  frequently,  Proteus  vulgaris)  and  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Carefully  co- 
ordinate in  vitro  sulfonamide  sensitivity  tests  with  bacterio- 
logic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  Resistant  orga- 
nisms present  a current  problem  to  the  usefulness  of  anti- 
bacterial agents.  Blood  levels  should  be  measured  in  patients 
receiving  sulfonamides  for  serious  infections,  since  there  may 
be  wide  variations  with  identical  doses;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 


less  than  2 months  of  age  (except  adjunctively  with  pyrim  l- 
amine  in  congenital  toxoplasmosis);  pregnancy  at  term  d 
during  nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  esp- 
lished,  and  teratogenicity  potential  has  not  been  thorou;  y 
investigated.  Sulfonamides  will  not  eradicate  or  prevent >: 
quelae  to  group  A streptococcal  infections,  i.e.,  rheum  c 
fever,  glomerulonephritis.  Deaths  from  hypersensitivity  n!>‘ 
tions,  agranulocytosis,  aplastic  anemia  and  other  blood  < h- 
crasias  have  been  reported;  early  clinical  signs  such  as  : e 
throat,  fever,  pallor,  purpura  or  jaundice  may  indicate  ser  ,s 
blood  disorders.  Complete  blood  counts  and  urinalysis  ' h| 
careful  microscopic  examination  are  recommended  freque  y 
during  sulfonamide  therapy.  Clinical  data  are  insufficien  t 
prolonged  or  recurrent  therapy  in  chronic  renal  disease  If 
children  under  6 years. 

Precautions:  Use  with  caution  in  patients  with  impajd 
renal  or  hepatic  function,  severe  allergy,  bronchial  astija 
and  in  glucose-6-phosphate  dehydrogenase-deficient  i* 


4:30  a.m.  Effective  through  the 
night.  Each  dose  of  Gantanol  (sulfa- 
methoxazole) delivers  up  to  12  hours  of 
antibacterial  action  against  susceptible 
pathogens,  such  as  E.  coli,  Klebsiella-Aerobacter , S.  aureus  and  others. 
\ction  all  day.  And  action  all  night  to  prevent  retained  urine  from 
becoming  the  medium  for  bacterial  proliferation. 

7:30  a.m.  With  a built-in  margin  of  protection.  Gantanol  b.i.d. 
herapy  means  rapid  symptomatic 
mprovement,  often  in  24  to  48  hours,  for 
nost  patients  with  nonobstructed  urinary 
ract  infections. 


n nonobstructed  urinary  tract  infections 

Gantanol b.i.d. 

(sulfamethoxazole) 

Tablets/Suspension 


12  hours  of  therapy  with  every  dose 


*iuals.  In  the  latter,  dose-related  hemolysis  may  occur, 
nintain  adequate  fluid  intake  to  prevent  crystal luria  and 
wine  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
clastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic 
femia,  purpura,  hypoprothrombinemia  and  methemoglobi- 
rmia;  allergic  reactions:  erythema  multiforme  (Stevens- 
'linson  syndrome),  skin  eruptions,  epidermal  necrolysis, 
Uicaria,  serum  sickness,  pruritus,  exfoliative  dermatitis, 
<|aphylactoid  reactions,  periorbital  edema,  conjunctival  and 
feral  injection,  photosensitization,  arthralgia  and  allergic 
r ocarditis;  gastrointestinal  reactions:  nausea,  emesis,  ab- 
cminal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
i imatitis;  C.N.S.  reactions:  headache,  peripheral  neuritis, 
nntal  depression,  convulsions,  ataxia,  hallucinations,  tin- 
r'us,  vertigo  and  insomnia;  and  miscellaneous  reactions: 
(.Jg  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
riarteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain 
"lemical  similarities  with  some  goitrogens,  diuretics  (aceta- 


zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b.i.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp.)/ 20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/  kg/  24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspen- 
sion contains  0.5  Gm  sulfamethoxazole. 

/ S.  Roche  Laboratories 

: ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley.  N.J.  07110 
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Hypersensitivity 

to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococca 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 
antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 


MT  ■ vj.  Sle'ii**  SoU-t-o* 

Lincocin’ 


tlincomrcm 
braroctifcx.o*  .n,«cuxu 

to  300  mg.  P«r « 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride. Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler 
ated.  Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


(lincomycin  hydrochloride, 
Upjohn) 
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(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylococ 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

'Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and, 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 

PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /Themolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hype 
sion  following  parenteral  administra 
have  been  reported,  particularly  aftei 
rapid  I.V.  administration.  Rare  insta 
of  cardiopulmonary  arrest  have  beei 
ported  after  too  rapid  I.V.  administrate 
If  4.0  grams  or  more  administered 
dilute  in  500  ml.  of  fluid  and  admin 
no  faster  than  100  ml.  per  hour.  I 
reactions—  Excellent  local  tolerance  c 
onstrated  to  intramuscularly  administ 
Lincocin.  Reports  of  pain  followinj 
jection  have  been  infrequent.  Inti 
nous  administration  of  Lincocin  in 
to  500  ml.  of  5%  glucose  in  disl 
water  or  normal  saline  has  produce 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  50( 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.—  60  ml.  anc 
bottles. 


For  additional  product  information ,i 
suit  the  package  insert  or  see  your  Uf 
representative. 

JA71-1203  MED  B-5-SR  (K 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


Additional  information  available  to  the  profession  on  request 

Ell  Lilly  and  Company  • Indianapolis,  Indiana  46206 


-/  ’•  < ■ 


101488 


when 

vl  symptoms 
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move  up  to 
‘‘the  Robinul 
response” 


i potent 

synthetic 

inticholinergic 


In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind’’  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2 mg. 

Forte  (glycopyrrolate) 

)ICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
( ted  for. patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
I episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
(able,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
t ;d  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm, 
Mistric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria.  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
jneatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
|pme,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
e indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
■rostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
(glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
ma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 


ru 


ibl 


2 mg  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
|j  d vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
t's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
i;d  to  maintain  symptomatic  relief  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
H’  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va.  /|-|-|»|"^OBINS 
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You  can't  fell  a redwood 
with  a hatchet 

With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with:  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 

Theragran 

High  Potency  Vitamin  Formula 

Theragran-M 


High  Potency  Vitamin  Formula  with  Minerals 


On  formulary  and  in  the  pharmacy... 

take 

advantage 
of  the 

Kantrex 

KANAMYCIN  SULFATE 


NDC  15-3503-20 


KANTREX' 


KANAMYCIN  SULFATE 
INJECTION 

equivalent  to 

1 0 Gm. 


KANAMYCIN  3 ml. 

» *.  ,«  FttSeti I l*«  P'CKvbrtt 
t nt  • prexfipttaA- 


experience 


A dozen  years  of  Kantrex  usage  have  established 
its  efficacy,  its  versatility,  its  simplicity. 


And  its  economy. 

Faced  with  a life-threatening  infection,  the 
physician  cannot  conscionably  consider 
economy  a primary  factor  in  selection  of 
an  appropriate  antibiotic.  However,  when 
susceptibility  reports  are  in,  the  infecting 
pathogens  are  often  found  to  be  suscep- 
tible to  several  antibiotics.  The  physician 
may  then  consider  dose  requirements 
and  cost  in  his  prescribing  decision. 


Kantrex  requires  one  simple  standardized 
dose  for  almost  any  patient  with  any  sus- 
ceptible mixed  Gram-negative/staph  infec- 
tion (Pseudomonas  are  resistant).  The 
usual  adult  daily  dose  of  Kantrex  is  only 
I.OGm... .and the  usual  total  course  of 
therapy,  7-10  Gm.  Translated  to  dollars  and 
cents,  thedaily  cost  of  Kantrex  therapy  may 
be  only  1/2  to  1/8  that  of  therapy  with  other 
parenteral  antibiotics  used  for  serious  hos- 
pital infections. 


Doesn't  it  make  good  sense  to  use  Kantrex? 

Experience  proves  it  does. 


k :F  SUMMARY  OF  PRESCRIBING  INFORMATION 

I /8/70 

I lomplete  information,  consult  Official  Package  Circular 

I ■ 

| vVarning:  Irreversible  deafness  can  occur  Tinnitus  or  vertigo  may  also 
I Dccur  and  indicate  vestibular  damage  and  impending  deafness.  The 
| isk  is  sharply  increased  with  renal  dysfunction  In  such  cases,  decrease 

(size  and  frequency  of  doses  Discontinue  kanamycin  and  check  hearing 
f azotemia  increases  Watch  carefully  for  ototoxicity  in  older  patients 
jnd  patients  receiving  more  than  15  Gm  of  kanamycin  To  avoid  neuro- 
nuscular  paralysis  with  respiratory  depression,  postpone  intraperi- 
oneal  instillation  in  post-operative  patients  until  recovery  from  anes- 
hesia  and  muscle  relaxants  is  complete  Avoid  concurrent  use  of  other 
itotoxic  drugs  including  ethacrynic  acid  Safety  in  pregnancy  is  not 
■ istablished 


ln  ations:  Serious  infections  due  to  susceptible  strains  of  E coli.  Proteus  sp 

V obacter  aerogene s.  K pneumoniae  Serralia  marcescens  and  Mima- 

V 1 lea  Culture  and  sensitivity  studies  should  be  performed 

C.  vindications:  A history  of  hypersensitivity  to  the  drug  Prior  auditory  dam- 
■ V kanamycin  or  other  agents  may  be  a contraindication  if  effective  alterna- 

V lerapy  is  available 

pr  lutions:  Obtain  audiograms  before  and  during  therapy  in  patients  with 


renal  dysfunction  when  treatment  lasts  more  than  5 days  Stop  Kantrex  if  tin- 
nitus or  hearing  loss  occurs  Hydrate  patients  to  prevent  chemical  irritation  of 
the  renal  tubules  Assess  renal  function  periodically  both  before  and  during 
therapy  If  signs  of  renal  irritation  occur  (casts,  cells,  proteinuria)  increase  hydra- 
tion and  reduce  the  dosage  or  the  frequency  of  dosage  if  necessary  — in  azotemic 
patients  the  frequency  (in  hours)  of  doses  may  be  obtained  by  multiplying  the 
serum  creatinine  by  9 If  azotemia  or  oliguria  occur,  discontinue  therapy  My- 
cotic or  bacterial  superinfection  may  occur 

Adverse  Reactions:  Irritation  or  pain  at  the  injection  site,  skin  rash,  drug  f ever 
headache  and  paresthesias 

Dosage  and  Administration:  The  maximum  total  daily  dose  should  not  exceed 
1.5  Gm  by  all  routes  of  administration  The  usual  dose  is  7.5  mg  /Kg 712  hours 
l.M.  The  average  adult  dose  is  1 Gm  daily  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours 

If  no  response  occurs  in  3 to  5 days,  stop  therapy  and  recheck  the  bacterial 
sensitivities  Hydrate  patients  well  to  minimize  renal  irritation.  Inject  deeply  into 
the  upper  outer  quadrant  of  the  gluteal  muscle  Discard  partially  used  vials  after 
48  hours  The  drug  should  not  be  physically  mixed  with  other  antimicrobials 
Supplied:  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solution  in  two 
concentrations  0 5 Gm  in  2 ml  and  1.0  Gm  in  3 ml  Also  available  — Pediatric 
Injection  75  mg  in  2 ml. 

A.H.F.S.  Category  8:1 2.28 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse.  New  York  13201 


BRISTOL 


THE  NIGHT  SH  FT 
OF  DEPRESSION... 


Depression  is  a 
24-hour-a-day  problem 
and  disturbed  sleep 
is  often  its  nocturnal 
expression.  In  fact, 
such  disturbance  may 
be  a key  symptom  in 
establishing  the 
diagnosis  of  depression 


A/HEN  THE  DIAGNOSIS 
S DEPRESSION 

E LAX/I  LHCI 

Amitriptyline  hci|msd] 

BLETS:  10  mg.  25  mg.  and  50  mg 
IJECTION:  10  mg/cc 

pen  depression  is  serious  enough  to  warrant  medication, 

M AVI L HCI  may  prove  extremely  helpful.  Unlike  psychic 
fiergizers  or  agents  that  merely  elevate  mood,  ELAVIL  HCI 
■ ibodies  a mild  antianxiety  action  which  manifests  itself 
l ;n  before  the  fundamental  antidepressant  activity  of  the 
p jg  becomes  evident.  Daytime  drowsiness  occurs  in  some 

Sients,  usually  within  the  first  few  days  of  therapy. 

TE:  Not  recommended  during  the  acute  recovery  phase 
Mowing  myocardial  infarction.  Patients  with  cardiovascular 
■ orders  should  be  watched  closely;  arrhythmias,  sinus 
■ hycardia,  and  prolongation  of  the  conduction  time  have 
■ *n  reported,  particularly  with  high  doses;  myocardial 
lUction  and  stroke  have  been  reported  with  drugs  of  this 
Bss.  Close  supervision  is  required  for  hyperthyroid  patients 
H hose  receiving  thyroid  medication.  Concurrent 
m :troshock  therapy  may  increase  the  hazards  of  therapy; 

■ h treatment  should  be  limited  to  patients  for  whom  it  is 
It  ential.  Discontinue  the  drug  several  days  before  elective 
Mlgery  if  possible.  Should  not  be  given  to  patients  who 
Ue  received  an  MAOI  within  two  weeks. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 

When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100,  1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  the  Direction  Circular.  Merck  Sharp  & Dohme,  Division  of  Merck 
& Co.,  Inc.,  West  Point.  Pa.  19486 

MSD  MERCK  SHARP  & DOHME 


if  skin  is  infected, 
or  open  to  infection  ••• 


choose  the  topical  s 
that  give  your  patient- 


broad  antibacterial  activity  against 
susceptible  skin  invaders 
a lowallergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 


Neosporiri  Ointment 


(polymyxin  B-bacitracin-neomycin) 


Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 


\anishing  ( 'ream  Base 

Neosporiu-G 

(polymyxin  B-neomycin-gramicidin) 


Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  *' 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing  - 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 


Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 


result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appr 


measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medi 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  t< 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind 


Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrur 
perforated.  These  products  are  contraindicated  in  those  individuals  \ 


have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


Burroughs  We 
Research  Trian£  ’a r 


Wellcome/  North  Carolina 2 19 


Predictable. 

Economical 

Well-tolerated. 


If  that's  old-fashioned 
why  not  make  the  most  of  it? 


Butisol 


SODIUM' 


(SODIUM  BUTABARBITAL) 


Available  as:  Tablets,  15  mg.,  30  mg..  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS* (Capsules  BUTISOL  SODIUM  (sodium  butabarbital))  15  mg  30  mg.,  50  mg  , 100  mg 
Warning:  May  be  habit  forming. 


(McNEIL) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa  19034 


WHEN  TRAUMA 
RESULTS  IN  PAINi 


NORGESIC 

(orphenadrine  citrate.  25  mg  : aspirin,  225  mg.; 
phenacetin.  160  mg.;  caffeine.  30  mg.) 

the  versatile  analgesic 

offers  fast  onset  of  symptomatic  relief 

produces  a high  level  of  analgesia 

affords  sustained  pain  relieving  action 

provides  predictable  relief — 
overall  satisfactory  response  in 
approximately  80%  of  patients 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphena- 
drine. Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric  or 
duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at 
the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients  with  myas- 
thenia gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin 
or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  pa- 
tients receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  recom- 
mended that  Norgesic  not  be  given  in  combination  with  propoxyphene 
CDarvon  ) 

Warnings:  USE  IN  PREGNANCY  Since  safety  of  the  use  of  this  prepara- 
tion in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  poten- 
tial benefits  of  the  drug  be  weighed  against  its  possible  hazard  to  the 
mother  and  child 

USE  IN  CHILDREN  The  safe  and  effective  use  of  this  drug  in  children  has 
not  been  established;  therefore,  the  physician  must  weigh  the  benefits 
against  the  potential  hazards 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of 
phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders. 
It  should  also  be  used  with  caution  in  patients  with  tachycardia. 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or 
those  usually  associated  with  mild  anticholinergic  agents  These  may 
include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  intraocular  tension,  weak- 
ness. nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness, 
and  rarely,  urticaria  and  other  dermatoses  Infrequently  an  elderly  patient 
may  experience  some  degree  of  confusion.  Mild  central  excitation  and 
occasional  hallucinations  may  be  observed  These  mild  side  effects  can 
usually  be  eliminated  by  reduction  in  dosage  One  case  of  aplastic  anemia 
associated  with  the  use  of  Norgesic  has  been  reported.  No  causal  rela- 
tionship has  been  established 


\lorgesic...the  versatile  analgesic 
provides  effective  analgesia  and  relief 
Df  associated  muscle  spasm 
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Peoples . . . always  ready  to  serve  your 
patient . . . with  all-night 
prescription  center  drug  stores. 


Southside  Plaza/McGuire  Circle  at  Belt 
Blvd.  and  Hall  St.,  Richmond  BE  2-4566 

Barracks  Rd.  Center/Emmett  St. 

& Barracks  Rd.,  Charlottesville  293-9151 

Ward’s  Corner/Gramby  St.  & 

Little  Creek  Rd.,  Norfolk  588-5421 

Boulevard  and  Broad  Sts.,  Richmond  359-2497 

Lee  Highway  & Old  Dominion  Dr 522-0011 

...  and  5 other  stores  in  the  Metropolitan  Wash- 
ington area. 


In  the  small  hours  of  the  evening  or  morning — 
when  your  patient  can’t  wait  to  have  his  prescrip- 
tion filled — call  the  Peoples  pharmacist  at  one  of 
the  numbers  listed  here.  He’s  ready  to  help  when 
it’s  too  early  for  anyone  else  to  lend  a hand. 

He’s  a good  man  to  know.  Any  time. 

Since  1905,  Peoples  has  filled  over  125  million 
prescriptions.  The 
next  one  we  fill  is 
just  as  important 
to  us  as  all  those 

in  between.  prescription  drug  stores 


WHEN  NEEDED,  RECOMMEND  A PEOPLES  "SAFETY  CAP”  PRESCRIPTION  CONTAINER  FOR  FAMILIES  WITH  SMALL  CHILDREN. 
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IN  ASTHMA  3 ^optional 

in  emphysema  therapy 


™c  mu'dncuie6 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming  i ; 16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130 mg.  aminophylline.  Dosage  isone  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.l.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Man  in  space,  now  fa  it  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine.  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & 


COMPANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 


"Sorry  Doctor. 

But  you’re  going  to  be  laid  up 


■ With  that  “switch”,  Doctor,  your  income  stops. 

But  your  everyday  expenses  keep  right  on  ...  in  your  home  and  at  your  office. 
That’s  why  you  need  a sound  disability  income  plan. 

We  offer  the  original  Group  Plan  of  Disability  Income  . . . the  one  that’s  been 
recommended  and  sponsored  by  the  Medical  Society  of  Virginia  for  more  than 
a decade. 


SPECIAL  FEATURES  OF  OUR  PLAN: 


■ disability  income  up  to  $250  weekly. 

■ weekly  payments  covering  you  up  to  age 
65  for  sickness  or  even  lifetime  for  ac- 
cident. 

■ $1,000  accidental  death  benefit  with  each 
policy  . . . higher  limits  available,  of 
course. 

■ additional  benefits  available  for  accidental 
loss  of  limbs,  sight,  speech,  or  hearing. 


■ medical  payments  for  treatment  of  non- 
disabling injuries  (to  a maximum  equiva- 
lent to  one  week’s  indemnity). 

■ guaranteed  minimum  benefits  for  certain 
fractures  and  dislocations,  whether  dis- 
abled or  not. 

■ optional  daily  hospital  benefits. 

■ optional  plans  also  available  for  your  of- 
fice personnel 


FOR  FULL  DETAILS  WRITE  OR  PHONE 

f Administrators 


E.  Goodwyn  Agency 
Emporia,  Va. 

634-2611 

Murphy  Insurance  & Travel,  Inc. 
Charlottesville,  Va. 

295-4157 


Morrison  & Agnor,  Inc.  Ernest  L.  Baker  Asso's 

Lexington,  Va.  Virginia  Beach,  Va. 

463-4411  425-1892 


General  Insurance  of  Roanoke 
Roanoke,  Va. 

345-8148 


Suter  Associates,  Inc. 
Arlington,  Va. 
525-6700 


G.  C.  French  Agency,  Inc. 
Richmond,  Va. 

M13-1140 


Underwritten  by 

COMMERCIAL  INSURANCE  COMPANY  OF  NEWARK,  NEW  JERSEY 


one  of 


The  Continental  Insurance  Companies 


^or  the 
prevention 
of  the 
gripping 
pain  of 
angina 


$ 
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PeritrateSA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris: 


See  full  prescribing  information 
on  opposite  page. 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey  07950 

PE-GP-1 1 
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Looking 

for  carefree 
transportation? 

Lease  a 
Quiet  Ford 
from 

Universal  Downtown  Leasing 
Corporation 

Division  of 

Universal  Motor  Co. 

Richmond’s  Oldest 

1012  W.  Broad  St. 

648-2831 
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Nowii 

200- 

lUnbreakable 
Plastic 
Bottle 


Same  price  as 
150  -ml.  size* 

Two  dosage 
strengths- 
125  mg./5  ml. 
and 

250  mg. /5  ml. 


V-Cillin  K.Pediatric 

potassium 


phenoxymethyl 

penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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Guest  Editorial . . . . 


Half  of  All  Blindness  Is  Preventable 

npHE  VIRGINIA  SOCIETY  FOR  THE  PREVENTION  OF  BLIND- 
NESS, Inc.,  has  chosen  to  emphasize  back-to-school  eye  safety  in  its 
1971  Sight-Saving  Month  Campaign.  The  Society  is  moving  full  speed 
ahead  to  prevent  blindness  and  to  educate  parents,  teachers,  and  students 
about  eye  safety  in  our  Virginia  school  system.  To  combat  the  needless 
loss  of  vision  in  our  youth,  the  Virginia  Society  feels  that  there  is  a great 
need  to  educate  all  citizens  concerning  the  Virginia  School  Eye  Safety 
Law,  as  obeying  state  laws  is  the  responsibility  of  all  citizens. 

On  July  1,  1966,  legislation  became  effective  in  Virginia  which  requires 
students  and  faculty  to  wear  protective  devices  when  participating  in 
certain  courses  and  laboratories.  This  legislation  came  none  too  soon  for 
the  protection  of  our  students  and  teachers.  Tragic  statistics  have  been 
collected  and  recorded  over  the  past  years,  statistics  which  for  the  most 
part  represent  "preventable  accidents”.  The  statisticians  tell  us  that 
63,000  eye  injuries  occur  at  school  every  year  throughout  the  United 
States.  A significant  number  of  these  accidents  occur  in  classroom  activi- 
ties and  laboratories  and  90%  of  these  accidents  are  preventable.  These 
figures,  which  are  so  easily  read  on  paper  or  scanned  in  a column,  repre- 
sent 240  accidents  for  every  day  that  school  is  in  session,  an  appalling 
figure. 

This  Virginia  legislation  promulgated  as  a safety  measure  for  preven- 
tion of  blindness  and  eye  injury  to  our  teachers  and  students  is  specifically: 

An  act  to  require  certain  students  and  teachers  to  wear  eye  protec- 
tive devices  when  participating  in  certain  courses. 

Be  it  enacted  by  the  General  Assembly  of  Virginia: 

1.  Every  student  and  teacher  in  any  school,  college  or  university  par- 
ticipating in  any  of  the  following  courses: 


(A)  Vocational  or  industrial  arts  shops  or  laboratories  involving 
experience  with: 

1.  Hot  molten  metals; 

2.  Milling,  sawing,  turning,  shaping,  cutting,  grinding  or 
stamping  of  any  solid  materials; 

3.  Heat  treatment,  tempering  or  kiln  firing  of  any  metal 
or  other  materials; 

4.  Gas  or  electric  arc  welding; 

5.  Repair  of  any  vehicle; 

6.  Caustic  or  explosive  materials; 

(B)  Chemical  or  combined  chemical-physical  laboratories  involv- 

ing caustic  or  explosive  chemicals  or  hot  liquids  or  solids;  shall 
be  required  to  wear  industrial  quality  eye  protective  devices 
at  all  times  while  participating  in  such  courses  or  laboratories. 

The  governing  board  or  authority  of  any  public  or  private 
school  or  the  governing  body  of  each  institution  of  higher 
learning  shall  furnish  the  eye  protective  devices  prescribed 
in  paragraph  3 hereof  free  of  charge  or  at  cost  to  the  students 
and  teachers  of  the  school  participating  in  the  courses  set  out 
in  paragraph  1 hereof;  provide,  however,  that  such  devices 
may  be  furnished  by  parents  or  guardians  of  such  students. 
Eye  protective  devices  shall  be  furnished  to  all  visitors  to  such 
courses. 

Industrial  quality  eye  protective  devices,  as  used  in  this  act, 
means  devices  providing  side  protection  and  meeting  the 
standards  of  the  American  Standards  Association  Safety  Code 
for  Head,  Eye  and  Respiratory  Protection,  72.1-1959,  pro- 
mulgated by  the  American  Standards  Association,  Inc. 

In  the  State  of  Virginia  we  have  the  legislation  and  the  protective 
devices.  As  physicians,  we  are  aware  of  the  many  eye  accidents  which 
could  have  been  avoided  by  the  proper  use  of  this  legislation  and  of  the 
protective  devices  such  as  goggles,  spectacles  and  face  shields.  What  is 
so  urgently  needed  now  is  the  enforcement  of  the  law  and  the  use  of  the 
protective  devices  when  a hazardous  job  is  being  done. 

The  Virginia  Society  for  the  Prevention  of  Blindness  is  working  toward 
the  implementation  of  the  school  eye  safety  law  by  encouraging  inspec- 
tion and  interpretation,  helping  to  develop  eye  health  and  safety  commit- 
tees in  schools,  and  promoting  Wise  Owl  Clubs  in  high  schools  and  col- 
leges. Through  these  programs  and  projects  the  Society  seeks  to  prevent 
preventable  blindness  so  often  caused  by  accidents. 
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The  Virginia  Society  is  an  affiliate  of  the  National  Society  for  the 
Prevention  of  Blindness,  Inc.  A staff  of  five  permanent  members,  a vol- 
unteer board  of  directors  comprised  of  doctors  and  laymen,  a medical 
advisory  committee,  and  countless  volunteers  carry  out  the  work  of  the 
Society  throughout  Virginia.  The  Society  works  in  cooperation  with 
State  and  local  public  health  and  education  departments  as  well  as  Medical 
societies  and  all  of  the  Society’s  programs  are  under  close  medical  super- 
vision. The  Virginia  Society’s  office  is  located  at  1 10  West  Main  Street  in 
Richmond. 

The  Society  is  devoted  to  reaching  the  thousands  of  people  whose  eye- 
sight may  be  lost  through  preventable  accidents.  By  programs  of  research, 
community  service  and  public  and  professional  education  the  Society 
reaches  out  over  the  State  of  Virginia  to  prevent  blindness.  In  order  to 
carry  out  these  worthwhile  programs  the  Society  needs  your  help.  It 
welcomes  your  professional  and  pecuniary  support. 

DuPont  Guerry,  III,  M.D. 

2015  Monument  Avenue 
Richmond,  Virginia  23220 

Editor’s  Note — Dr.  Guerry  is  1971  Sight-Saving  Chairman  and  a member  of  the  Med- 
ical Advisory  Committee  for  the  Virginia  Society  for  the  Prevention  of  Blindness.  He 
is  also  a member  of  the  Board  of  Directors  of  the  National  Society. 
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Statement  on  Fixed  Ratio  Combinations  of  Drugs 


I AM  DR.  JAMES  M.  MOSS  and  I prac- 
tice internal  medicine  in  Alexandria, 
Virginia.  I am  Clinical  Professor  of  Medi- 
cine at  the  Georgetown  University  School 
of  Medicine,  and  for  the  past  twenty-two 
years  I have  been  Director  of  the  Diabetic 
Clinic  at  Georgetown  University  Hospital. 
I am  President  of  the  Virginia  Diabetes  As- 
sociation and  I am  President  of  The  Medical 
Society  of  Virginia. 

Fixed  ratio  combinations  of  drugs  have 
been  used  in  clinical  medicine  for  many 
years.  One  of  the  most  widely  used  com- 
binations, NPH  or  isophane  insulin,  is  com- 
posed of  crystalline  insulin  and  protamine 
zinc  insulin  and  has  been  used  since  1949. 
Lente  insulin,  a mixture  of  semilente  insu- 
lin and  ultralente  insulin,  has  been  used  since 
195  3.  These  two  fixed  ratio  combinations 
are  prescribed  by  all  physicians  and  are  used 
in  three-fourths  of  the  patients  who  require 
insulin.  These  combinations  are  more  con- 
venient and  less  expensive  than  are  the  mul- 
tiple injections  of  insulin  that  would  other- 
wise be  required.  Many  other  examples  of 
good  fixed  ratio  combinations  can  be  cited. 

During  the  past  fifteen  years,  my  asso- 
ciates and  I have  been  involved  in  the  clin- 
ical trial  and  long-term  evaluation  of  oral 
hypoglycemic  drugs.  Twelve  years  ago,  we 
observed  that  some  patients  who  had  im- 
provement but  not  satisfactory  diabetic 
control  when  treated  with  either  phenfor- 
min  or  chlorpropamide  alone  did  achieve 
satisfactory  diabetic  control  when  the  two 
drugs  were  used  simultaneously.  The  ques- 
tion of  producing  a pill  containing  both  of 
these  drugs  was  raised  by  two  pharmaceu- 
tical companies.  We  advised  against  this 
because  there  was  no  fixed  ratio  that  was 

Presented  before  the  Sub  Committee  on  Public 
Health  and  Welfare  of  the  House  Interstate  and 
Foreign  Commerce  Committee,  Washington,  D.  C., 
May  5,  1971. 


JAMES  M.  MOSS,  M.D. 

Alexandria,  Virginia 

universally  effective  in  all  patients — that  is, 
the  most  effective  dose  of  each  drug  had  to 
be  specifically  determined  for  each  patient. 
By  substituting  a placebo  for  one  of  the 
drugs,  we  were  able  to  show  that  some  pa- 
tients had  a good  therapeutic  effect  from 
one  drug  but  no  effect  from  the  other.  We 
learned  that  each  drug  had  to  be  tried  sep- 
arately before  it  could  be  used  effectively 
in  combination.  If  a combination  of  phen- 
formin  and  chlorpropamide  had  been  in- 
troduced, the  rational  treatment  of  diabetic 
patients  would  have  suffered. 

Similar  experiences  have  been  reported 
by  physicians  who  investigate  the  treatment 
of  hypertension,  arthritis,  asthma,  peptic 
ulcer,  infections,  and  mental  disorders.  Con- 
sequently, no  one  can  either  defend  or  con- 
demn the  use  of  all  fixed  ratio  combinations 
logically. 

On  April  14th,  the  Executive  Committee 
of  The  Medical  Society  of  Virginia  passed 
a resolution  requesting  the  Food  and  Drug 
Administration  to  delay  their  proposed  abo- 
lition of  all  fixed  dose  combinations.  This 
action  was  based  on  the  knowledge  that 
combination  drugs  are  widely  used  by  prac- 
ticing physicians  who  have  found  them  to 
be  effective,  convenient,  safe,  and  econom- 
ical, and  to  have  less  danger  from  confused 
interpretation  of  instructions.  The  second 
reason  for  this  resolution  is  that  the  prac- 
ticing physician  treats  his  patients  as  indi- 
viduals; he  resists  any  agency  that  applies 
sweeping  generalizations  on  how  he  should 
react  to  the  multitude  of  factors  that  must 
be  considered  before  a prescription  is  writ- 
ten. 

If  a physician  has  lost  confidence  in  an 
agency  because  of  its  previous  record  of  bu- 
reaucratic bungling,  he  will  not  accept  such 
generalizations.  Confidence  in  the  FDA  has 
decreased  in  the  past  few  years  because  of 
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such  decisions  as  the  banning  of  cranberries 
and  cyclamates  and  the  recent  statement 
that  tolbutamide  may  do  more  harm  than 
good  in  the  treatment  of  diabetes  mellitus. 
As  you  know,  cranberries  and  cyclamates 
were  banned  because  of  the  strict  interpre- 
tation of  the  Delaney  Amendment,  even 
though  there  has  been  no  evidence  that 
either  one  is  harmful  to  humans.  When  the 
FDA  accepted  the  conclusions  of  the  Uni- 
versity Group  Diabetes  Program  and  ig- 
nored the  contrary  opinion  of  their  own 
paid  clinical  consultants,  it  demonstrated 
that  it  was  not  qualified  to  judge  the  value 
of  any  clinical  study.  The  higher  death 
rates  from  cardiac  disease  in  the  UGDP 
patients  treated  with  tolbutamide  as  com- 
pared to  those  treated  with  a placebo  is 
explained  by  the  fact  that  the  tolbutamide 
treated  patients  were  older  and  had  a higher 
incidence  of  pre-existing  cardiovascular  dis- 
ease than  did  those  treated  with  the  placebo. 
Furthermore,  all  patients  were  given  the 
same  dose  of  tolbutamide  without  regard 
to  their  blood  glucose  levels  and  without 
regard  to  the  fact  that  24%  of  them  did  not 
have  diabetes  and  33%  were  grossly  over- 
weight and  should  not  have  been  treated 
with  tolbutamide.  The  blind  acceptance  of 
the  erroneous  conclusions  of  the  UGDP  has 
been  publicly  protested  by  140  leading  dia- 
betic specialists  who  are  concerned  with  the 
health  of  their  patients.  My  associates  and 
I have  used  tolbutamide  in  three  times  as 
many  patients  for  twice  as  many  years  as  did 
the  UGDP.  The  life  expectancy  of  our 
tolbutamide  treated  patients  was  four  years 
longer  than  the  life  expectancy  of  non- 
diabetics of  the  same  age,  according  to  the 
life  insurance  tables.  We  only  used  tolbu- 
tamide in  patients  who  needed  it,  and  we 
adjusted  the  dose  according  to  the  response 
of  the  blood  glucose.  By  endorsing  the  in- 
correct conclusions  of  the  UGDP,  the  FDA 
created  undue  anxiety  among  patients  and 
physicians.  An  agency  that  has  demon- 
strated such  a callous  disregard  or  blithe 
unawareness  of  the  emotional  status  of  pa- 
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tients  with  a chronic  disease  cannot  be  en- 
trusted with  the  complicated  decisions  posed 
by  the  problems  of  fixed  ratio  combinations. 

For  many  years,  the  Council  on  Drugs  of 
the  American  Medical  Association  has  ad- 
vocated the  abolition  of  most  fixed  ratio 
combinations.  If  their  arguments  could 
withstand  scientific  scrutiny,  the  Board  of 
Trustees  of  the  AM  A could  have  accepted 
these  conclusions  and  could  have  solved  the 
problem  by  banning  the  advertisement  of 
all  fixed  ratio  combinations  in  AMA  publi- 
cations. This  procedure  was  done  with  cig- 
arette advertisements  after  it  was  proven 
that  cigarette  smoking  was  harmful.  By 
virtue  of  the  advertising  ban,  physicians 
would  be  encouraged  to  use  single  entity 
drugs  instead  of  fixed  ratio  combinations. 
Thus,  the  desired  results  would  be  accom- 
plished by  education  rather  than  by  legisla- 
tion; namely,  acceptable  combinations  could 
be  maintained  and  irrational  combinations 
eliminated. 

The  inflexibility  of  the  FDA  regulations 
for  testing  new  drugs  for  safety  and  efficacy 
has  increased  the  cost  and  decreased  the 
development  of  new  drugs.  I agree  that  all 
drugs  should  be  safe  and  effective,  but  many 
of  the  laboratory  tests  now  required  for  new 
drugs  are  useless.  If  the  FDA  were  to  handle 
fixed  ratio  combinations  in  the  same  regi- 
mented method  that  it  now  handles  new 
drug  applications,  there  would  be  a sharp 
rise  in  the  cost  of  all  drugs  with  insignificant 
improvement  in  their  effectiveness. 

Even  though  the  abolition  of  fixed  ratio 
combinations  may  be  a worthy  goal,  the 
FDA  has  neither  the  competence,  the  wis- 
dom, nor  the  manpower  that  would  be 
required  to  do  this  job  properly.  Conse- 
quently, I recommend  that  the  FDA  post- 
pone any  action  on  this  problem  until 
it  has  eliminated  the  greater  problem  of 
false  and  misleading  statements  made  to  the 
public  by  the  purveyors  of  dietetic  foods 
and  vitamin  preparations. 

1707  Osage  Street 
Alexandria,  Virginia  22)02 
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Experiences  in  Continuing  Education  Involving 
Medical  Schools,  Community  Hospitals,  Medical 
Societies,  and  Government 


This  is  the  text  of  a keynote  ad- 
dress delivered  by  Dr.  Robert- 
son at  a Workshop-Conference  on 
Continuing  Education  for  Physi- 
cians in  Williamsburg  on  22  No- 
vember 1970.  The  conference  teas 
jointly  sponsored  by  The  Medical 
Society  of  Virginia  and  the  Vir- 
ginia Regional  Medical  Program. 

T IS  USUALLY  THE  FUNCTION  of 
a keynote  speaker  to  touch  with  great 
authority,  and  paint  with  broad  strokes,  the 
field  about  which  the  meeting  is  concerned 
— in  this  case,  continuing  education.  To 
point  out  the  trends  and  predict  the  future 
course  as  he  sees  it,  brings  him  to  an  honor- 
able finish. 

Well,  this  is  going  to  be  an  "off-keynote” 
speech,  a rambling  presentation  concerning 
contacts  and  incidents  which  this  conserva- 
tive Yankee  from  the  State  of  Maine  has 
stumbled  across  during  his  years  of  befud- 
dled interest  in  continuing  education. 

The  Bingham  Program  was  the  forerun- 
ner of  the  Regional  Medical  Programs  in 
this  country.  About  the  turn  of  the  century 

Robertson,  George  J.,  M.D.,  Medical  Director, 
Bingham  Associates  Fund,  Assistant  Dean  for  Con- 
tinuing Education,  Tufts  University  School  of  Med- 
icine. 


GEORGE  J.  ROBERTSON,  M.D. 

Boston,  Massachusetts 

a general  practitioner  from  the  State  of 
Maine,  Dr.  Gehring,  having  accumulated 
a little  money,  wanted  to  tour  Europe  and 
did  so  several  times.  He  came  under  the 
influence  of  Mesmer  and  his  associates  who 
were  not  only  practicing  hypnotism,  but 
also  doing  group  psychotherapy.  Dr.  Geh- 
ring came  home  to  Northwest  Maine,  and 
set  up  the  first  group  psychotherapy  project 
in  the  United  States.  Patients  lived  in  his 
mansion-type  home  and  participated  in 
physical  activities  on  the  farm  in  the  morn- 
ing. Group  sessions  were  carried  out  in  the 
afternoon.  In  the  evening,  cultural  events 
were  scehduled.  Patients  came  from  far 
and  wide.  One,  a recluse  from  Cleveland, 
Mr.  William  Bingham,  II,  had  inherited 
great  wealth.  Mr.  Bingham  became  enam- 
ored of  the  program  at  Bethel,  Maine,  and 
settled  there,  eventually  building  a lovely 
inn  for  Dr.  Gehring’s  patients.  He  became 
concerned  with  the  plight  of  rural  physi- 
cians in  their  isolation  from  centers  of 
knowledge. 

It  so  happened  that  in  the  1920’s,  Dr. 
Gehring  developed  angina  pectoris,  and  not 
aware  of  the  entity,  consulted  Dr.  Joseph 
Pratt,  at  the  Boston  Dispensary,  who  made 
the  correct  diagnosis.  Dr.  Gehring’s  angina 
pectoris  spontaneously  disappeared,  prob- 
ably due  to  a small  infarction.  He  attrib- 
uted this  to  the  great  skill  of  Dr.  Pratt  and 
sought  him  thereafter  as  a medical  consul- 
tant to  his  own  patients,  subsequently  to 
Mr.  Bingham.  It  was  at  the  dining  table  at 
Bethel  Inn  that  Dr.  Pratt  and  Dr.  Gehring 
discussed  with  Mr.  Bingham  the  plight  of 
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the  rural  physician.  The  concept  of  the 
Bingham  Program  was  initiated;  i.e.,  bring- 
ing together  a small  community  hospital  and 
its  practitioners  with  a larger  regional  hos- 
pital, in  turn  backed  up  by  a University 
Hospital. 

In  1930,  the  Rumford  Hospital  of  40 
beds,  the  Central  Maine  General  Hospital 
of  250  beds  at  Lewiston,  Maine,  and  Tufts 
University  School  of  Medicine  in  Boston, 
became  the  first  members  of  the  Bingham 
Program,  allowing  exchange  of  personnel 
for  training  and  education,  easy  communi- 
cation, and  referral  of  problems,  be  they 
patient,  physician,  nursing,  laboratory, 
x-ray,  administrative,  fiscal,  etc.  A volun- 
tary system  developed  with  BAF,  respond- 
ing to  demonstrated  need.  Eventually,  54 
hospitals  in  Maine  were  members  of  the 
Bingham  Program. 

The  BAF  experience  in  requesting  coop- 
erative agreements  between  university  and 
community  hospital  staffs  for  the  better- 
ment of  care  through  the  exchange  of  ideas 
and  the  sharing  of  programs  of  common 
benefit  was  of  great  value  to  the  legislation 
(Public  Law  89-239)  which  established  the 
Regional  Medical  Programs. 

Some  years  later,  through  the  Bingham 
Program,  a resident  from  Boston,  one 
George  Robertson,  went  to  the  Eastern 
Maine  General  Hospital,  Bangor,  Maine,  as 
a teaching  fellow  in  medicine,  running  the 
education  program  for  the  house  staff  and 
senior  staff.  A similar  resident  ran  the  Sur- 
gical Services  Educational  Program.  These 
physicians  were  the  predecessors  of  the  cur- 
rent Directors  of  Medical  Education.  Based 
on  his  own  experience  in  running  such  pro- 
grams from  the  Tufts  university  center, 
Jack  Leonard,  the  father  of  the  DME’s, 
went  to  Hartford,  Connecticut,  and  became 
a leader  and  pioneer  in  this  field. 

In  1948,  having  served  a year  at  Eastern 
Maine  General  Hospital  and  having  become 
enamored  with  the  ruggedness  and  wildlife 
of  Maine,  I entered  practice  in  Water ville, 
Maine,  as  its  first  Board-certified  Internist. 


A small  hospital  there  of  32  beds,  the  Thay- 
er Hospital,  was  already  known  for  its  use 
of  medical  audit  as  a tool  to  examine  its  own 
performance.  Aside  from  practice,  my  in- 
terest medically  was  in  continuing  educa- 
tion. For  ten  years,  from  1953-1963,  I 
functioned  as  DME  at  Thayer  Hospital. 
This  hospital  became  a regional  diagnostic 
center,  attracted  a coterie  of  specialists,  and 
grew  rapidly  into  a 150-bed  hospital  with 
ambulatory  clinics,  a comprehensive  health 
care  program  (pump  primed  by  BAF),  and 
a home  care  program  centered  at  onset  in 
the  hospital. 

Across  town,  a Sisters’  Hospital  of  120 
beds  had  long  been  the  city  hospital  in  the 
area.  The  two  hospitals  were  on  most  un- 
friendly terms.  A stranger  to  all  this  when 
I first  came  to  town,  I joined  the  staff  of 
both  hospitals.  Within  two  years,  I had  a 
busy  consultation  practice  at  Thayer  and 
had  yet  to  have  my  first  private  consultation 
at  Sisters’,  although  I was  seeing  more  than 
a heavy  share  of  the  medical  service — aver- 
aging on  duty  six  months  of  the  year.  In 
195  3,  Sisters’,  after  failing  its  first  accredi- 
tation survey,  threatened  to  close  the  hos- 
pital. The  staff,  with  its  back  to  the  wall, 
agreed  to  work  for  accreditation.  Since  I was 
the  only  Board  man  on  the  staff,  the  Trus- 
tees appointed  me  as  Medical  Director.  Two 
other  surveys  followed  by  the  American 
College  of  Surgeons  and  Massachusetts  Med- 
ical Society.  Our  weaknesses  were  laid  open 
for  us  to  see.  We  followed  a simple  meth- 
odology of  intensive  discussions  in  the  Rec- 
ord Committee  and  Tissue  Committee  and 
gave  reports  to  an  authoritative  executive 
committee  with  recommendations  for  priv- 
ileges each  year,  and  many  wonderful  things 
occurred.  At  the  Tissue  Committee  one  staff 
member  was  found  to  be  doing  many  uter- 
ine suspensions,  and  sacral  neurectomies  for 
primary  dysmenorrhea — these  subjects  were 
debated  openly  by  his  peers.  Although  he 
brought  literature  to  back  his  stand  at  a 
subsequent  meeting,  it  was  interesting  to 
note  that  six  months  later,  he  was  not  doing 

475 


Volume  98,  September,  1971 


these  procedures.  Suffice  it  to  say,  that  ten 
years  later,  Sisters’  built  a new  Hilton  Hotel- 
like 150-bed  hospital  without  Hill-Burton 
funds  for  a staff  of  which  they  were  proud. 
Accreditation  had  come,  new  physicians  had 
been  attracted,  and,  with  the  advent  of  con- 
scientious medical  care,  the  barriers  between 
the  two  community  institutions  began  to 
crumble.  At  present,  the  two  hospitals  are 
sharing  an  educational  program.  One  does 
all  the  obstetrics  for  the  community  and  one 
is  doing  the  emergency  room.  Sharing  serv- 
ices and  non-duplication  of  programs  and 
facilities  is  the  order  of  the  day.  The  Trus- 
tees meet  together  and  it  is  conceivable  that 
the  next  new  hospital  built  in  Waterville 
will  be  one  hospital  of  size  enough  to  allow 
for  more  complicated  programs  and  facili- 
ties. 

I became  convinced  during  my  ten  years 
at  Thayer  that  the  primary  responsibility 
for  continuing  education  resided  in  the 
community  hospital.  They  should  examine 
themselves,  discover  their  weaknesses,  cor- 
rect them,  and  call  upon  the  university  and 
its  hospitals  as  resource  areas.  For  example, 
at  Sisters’  we  formed  an  Education  Com- 
mittee and  interviewed  each  staff  member 
to  discover  his  interests  and  obtain  his  par- 
ticipation in  our  intramural  program.  We 
obtained  money  from  the  Trustees  to  match 
BAF  money  for  physicians  returning  to 
centers  for  participating  in  re-education 
there.  At  Thayer  we  obtained  Trustee  mon- 
ey to  bring  in  skilled  people  from  within 
and  without  the  State  to  review  our  clinics 
and  to  present  our  cases.  We  came  upon  this 
method  by  virtue  of  examination;  i.e.,  Dr. 
Weinstein  visited  and  lectured  on  the  use 
of  Penicillin.  Ten  days  later  and  three 
months  later  we  gave  an  exam  on  this  talk 
to  staff  who  had  been  present.  We  found 
little  retention.  The  next  time  he  visited 
we  had  him  see  case  material  presented  by 
the  staff  physician.  Dr.  D.,  after  presenta- 
tion of  his  case  to  Dr.  Weinstein,  became 
an  authority  on  staph  pneumonia  and  re- 
mained such  ten  days  . . . three  months  . . . 


six  months  later,  and  indeed,  until  therapy 
changed. 

A sleeper  effect  in  continuing  education 
is  demonstrated  by  the  case  of  Dr.  V.,  who, 
six  months  after  a gastroenterologist  from 
the  Veterans  Hospital  in  Maine  had  dem- 
onstrated gastroscopy  and  its  indications 
and  potentials  in  some  of  our  patients,  came 
to  the  Education  Committee  at  Sisters’  (the 
program  had  been  at  Thayer) , and  requested 
our  support  in  obtaining  a postgraduate 
program  in  endoscopy.  The  committee  in- 
vestigated and  found  a month’s  program 
with  good  participation  for  the  student  at 
Cook  County.  They  obtained  $2  5 0 from 
BAF,  $25  0 from  his  own  hospital  and  sent 
him  off.  He  returned  with  a fibroscope, 
bringing  useful  techniques  and  knowledge 
to  be  applied  to  patient  care  and  to  the  edu- 
cation program  in  Waterville.  Dr.  H.,  a 
young  ophthalmologist,  found  after  a year 
in  practice  that  he  was  found  wanting  in 
the  care  of  squints.  Again  the  local  Educa- 
tion Committee  found  a top  program  at 
Cornell.  He  went  there  and  returned  bring- 
ing better  care  and  knowledge  to  his  com- 
munity. Doctors  and  their  institutions  have 
fear  of  programs.  It  took  BAF  ten  years 
to  get  accepted  as  a non-threat.  All  doctors 
basically  are  interested  in  the  care  of  their 
patients,  and  through  persistence,  friendli- 
ness, communication,  and  compromising  in 
the  right  direction,  much  can  be  accom- 
plished. 

It  became  apparent  in  the  early  60’s  that 
the  university  and  its  hospitals  were  the 
second  area  of  responsibility  in  continuing 
education.  We  found,  as  we  looked  for  as- 
sistance in  our  own  continuing  education 
programs,  that  they  failed  us  frequently. 
At  that  time,  Thayer  had  built  up  a fine 
reputation  as  a small  community  hospital. 
The  medical  staff  had  a fine  program  of  con- 
tinuing education  and  a large  sense  of  re- 
sponsibility to  its  community.  We  were 
asked  to  take  part  in  the  AMA  mid-winter 
meeting  by  the  Council  on  Continuing  Ed- 
ucation. Thus,  in  February,  1962,  I traveled 
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to  Chicago  and  gave  a talk  to  1,000  people 
— many  of  them  medical  school  and  univer- 
sity hospital  representatives.  I took  this 
opportunity  to  upbraid  the  medical  schools 
about  abrogating  their  responsibility  to 
continuing  education.  At  that  time  there 
were  only  five  medical  schools  in  this  coun- 
try with  Departments  or  Divisions  of  Con- 
tinuing Education.  As  a result  of  this,  I 
think,  I was  offered  the  Medical  Director- 
ship of  BAF  in  1963  and  accepted  it — re- 
turning to  Tufts  with  the  objective  of  open- 
ing up  its  resources  to  the  State  of  Maine 
and  its  physicians  through  the  BAF. 

After  16  years  away  from  academia,  to 
my  great  surprise,  I found  the  2 50-bed  adult 
unit  of  Tufts-New  England  Medical  Center 
teeming  with  people.  One  hundred  and 
eighty-five  of  them  were  house  staff:  in- 
terns, residents,  and  fellows  (there  were 
only  3 8 such  in  the  whole  State  of  Maine). 
Many  of  these  residents  and  fellows  were 
up  to  here  (the  throat)  in  current  knowl- 
edge. It  seemed  to  me  that  since  it  had 
become  more  and  more  difficult  to  get  senior 
men  into  the  community  for  any  length  of 
time  that  the  residents  and  fellows  were  a 
hidden  source — a potential  gold  mine  for 
continuing  education. 

One  day  early  in  my  academic  career,  I 
bumped  into  the  Dean  while  waiting  for  an 
elevator  to  go  on  rounds.  He  said  hello, 
asked  me  how  things  were  going  and  what 
I hoped  to  do  with  the  BAF.  No  fair-to- 
middling  answer  did  he  get.  I said  I’d  like 
Tufts  to  develop  a Department  of  Continu- 
ing Education  and  that  I’d  like  to  see  some 
of  our  residents  and  fellows  go  into  Maine 
as  disseminators  of  current  knowledge.  He 
gave  me  a cold  look,  shuddered,  stepped  into 
the  elevator  and  disappeared.  Not  a word 
— an  auspicious  beginning,  eh? 

Well,  that  was  the  beginning  of  our 
struggle  with  academia.  Without  a word 
from  on  high,  the  BAF  began  a feasibility 
study — a Guest  Resident  Program  in  two 
small  hospitals  in  Northwest  Maine  without 
house  staffs.  Our  plan  was  to  send  residents 


for  one  week’s  visit  every  eight  weeks,  five 
times  yearly,  during  which  time  they  would: 

1.  Do  a chart  review  in  their  area  of 
interest  and  report  it  to  the  staff; 

2.  See  cases  and  work  them  up  as  they 
would  at  home  and  present  these  to 
the  patients’  physician — discussing  the 
problems  and  how  they  were  handled 
by  his  chief  and  department  at  the 
university  medical  center; 

3.  Visit  the  laboratory  to  see  if  back-up 
tests  were  available; 

4.  Check  with  the  x-ray  department; 

5.  Talk  with  nurses  to  see  if  their  area 
of  interest  would  be  helpful  to  those 
nurses; 

6.  Keep  a diary  of  activities;  and 

7.  Write  a report  based  on  diary,  cases, 
chart  review,  hospital  facilities  and 
submit  this  to  the  BAF. 

At  the  end  of  the  first  and  second  year, 
the  Medical  Director  of  BAF  reviewed  the 
reports  with  the  hospital  staff  and  admin- 
istrator. The  results:  weaknesses  became 
apparent  and  areas  of  educational  need  be- 
came obvious.  Other  hospitals  in  Maine 
demanded  the  program  from  word  of  mouth 
hearsay. 

The  feasibility  study  was  a great  success. 
The  problem:  At  the  university  I found  that 
the  chiefs  had  felt  need  for  residents  and 
fellows  at  all  times.  Their  fellows  were  fully 
supported  by  research  grants,  and  it  was 
necessary  to  keep  them  at  the  research  bench 
in  order  that  a paper  could  be  produced 
before  their  terms  ended.  The  chiefs,  in  some 
cases,  were  not  interested,  unresponsive,  and 
at  times  I might  say  unsupportive. 

Another  problem  at  the  university:  I had 
hoped  to  open  Tufts  (by  being  there  as  a 
coordinator)  as  a resource  for  physicians 
returning  for  participative  education.  When 
Dr.  H.  called  me  and  wanted  to  return  for 
six  weeks  with  the  thoracic  group,  the  an- 
swer from  the  chief  was,  "I  couldn’t  have 
a man  on  my  back  for  that  time.”  When 
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Dr.  P.  wanted  to  return  for  similar  time 
with  the  vascular  group,  the  same  answer 
was  given,  "no  room”.  I found  that  each 
department  was  really  occupied  100%  with 
its  teaching  of  students,  training  of  residents 
and  fellows,  research,  administration,  and 
medical  care  activities.  Everyone  was  sup- 
ported by,  or  responsible  to,  grants.  Many 
departments  were  without  real  clinicians. 

Lo  and  behold,  Virginia  saved  the  day. 
A new  dean  came,  William  F.  Maloney,  with 
a sense  of  responsibility  to  the  community 
and  amicable  to  a commitment  by  Tufts  to 
continuing  education.  An  Office  of  Con- 
tinuing Education  came  about,  with  an  ap- 
pointment to  me  as  Assistant  Dean,  and  a 
directive  from  the  Dean’s  office  relative  to 
Tufts  assuming  a responsibility  for  continu- 
ing education.  The  chiefs  became  tame, 
friendly,  and  slowly  cooperative,  and  the 
Guest  Resident  Program  began  to  prosper. 
We  now  have  five  departments  which  not 
only  will  accept  practicing  physicians  as 
guest  clinicians,  but  have  written  protocols 
covering  such  programs.  The  lesson:  A sense 
of  responsibility  and  the  development  of  a 
philosophy  must  come  from  the  authorita- 
tive structure.  The  power  people  must 
commit  their  institutions  to  programs  or 
they  won’t  work. 

About  every  six  to  ten  years,  the  Bingham 
Program  did  a survey  of  Maine  and  pub- 
lished a paperback  called  the  Unmet  Medi- 
cal Needs  of  Maine,  on  which  it  based  pro- 
grams. The  last  such  was  in  1962.  In  that 
manual,  Dr.  Jean  Curran  stated  that  in 
order  to  develop  programs  with  impact, 
BAF  could  use  a budget  of  $1.5  million 
yearly  instead  of  its  $150,000  yearly.  The 
latter  was  a fair  amount  in  1930,  and  phy- 
sicians from  Maine  did  return  for  postgrad- 
uate work  with  the  $25  0 a month  that  BAF 
allowed  each  of  them.  This  amount  is  no 
longer  significant.  Public  Law  89-239,  the 
RMP  Act  of  1965 — based  on  the  same  prin- 
ciple, made  such  amounts  available  to  re- 
gions for  setting  up  cooperative  programs 
with  the  stipulation  that  they  were  to  utilize 


existing  medical  care  facilities  and  should 
not  interfere  with  doctor-patient  relation- 
ships. 

In  the  State  of  Maine,  BAF  has  been 
cooperating  with  RMP  and  our  personnel 
have  been  made  available.  Many  of  the 
things  we  had  been  doing  in  a small  way 
have  been  bettered  and  improved  by  RMP. 
We  like  to  feel  that  because  of  the  BAF 
and  its  long  existence  in  Maine,  that  RMP 
has  had  an  easier  time  with  physicians,  hos- 
pitals, and  the  medical  society.  It  does  take 
time  to  get  by  the  fears  of  these  people  and 
institutions  about  new  and  vaguely  threat- 
ening programs.  If  one  becomes  involved 
in  the  programs,  fear  disappears. 

For  six  years,  I have  been  directly  in- 
volved with  a unique  organization  in  Bos- 
ton, the  Postgraduate  Medical  Institute.  It 
is  the  educational  arm  of  the  Massachusetts 
Medical  Society  as  the  New  England  Journal 
of  Medicine  is  its  literary  arm.  Founded  in 
1954,  it  has  had  long  experience  in  crossing 
the  barrier  of  the  medical  schools  and  bring- 
ing the  resources  of  Tufts,  Boston  Univer- 
sity, and  Harvard  to  community  hospitals 
in  Massachusetts,  New  Hampshire,  Rhode 
Island,  and  Maine.  It  has  kept  the  Medical 
Society  and  its  practicing  physicians  in 
closer  contact  with  the  medical  schools,  and 
the  Massachusetts  Medical  Society  can  recite 
with  pride  its  development  of  Community 
Hospital  Education  Programs,  core  libraries, 
and  programs  to  the  disadvantaged  through 
PMI.  To  be  published  shortly  is  a manual 
by  PMI  on  Continuing  Education  for  the 
Community  Hospital,  a step-by-step  guide 
for  community  hospitals  desirous  of  starting 
or  improving  their  Continuing  Education 
Programs.  PMI  has  a contract  with  Tri- 
State  RMP  in  Community  Hospital  Educa- 
tion, data  gathering,  library  support,  and 
Advanced  Clinical  Education  which  brings 
both  the  RMP  and  the  State  Societies  into 
close  cooperative  association. 

Thank  you  for  allowing  me  to  present 
some  of  the  history  and  background  in  the 
evolvement  of  The  Bingham  Program. 
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There  is,  of  course,  much  that  I have 
omitted,  and  one  naturally  tends  to  report 
successes  rather  than  failures.  However, 
perhaps  something  in  this  account  of  a fore- 
runner of  the  Regional  Medical  Programs 


will  assist  you  in  your  continuing  education 
efforts  for  physicians  in  Virginia. 


171  Harrison  Avenue 

Bos t on,  Massachusetts  02111 


Let’s  Reminisce! 

Fatal  Poisoning  by  Colored  Hose. 

It  is  unfortunate  that  laws  cannot  be  made  sufficiently  protective,  or 
else  executed  so  as  to  prohibit  the  sale  of  poisonous  clothing  to  non- 
suspicious  customers.  The  Sanitary  Era,  it  seems,  has  been  pointing  out 
the  dangers  of  recently  introduced  colored  hose,  as  now  worn  by  men 
and  women  in  accordance  with  the  demands  of  fashion,  and  has  been 
collecting  cases  in  proof  of  their  dangers  to  life  and  health.  This  progres- 
sive health  journal  * * * * adds  the  following  "to  the  numerous  poison- 
ings from  colored  hose,  heretofore  reported”:  "*  * * * Ivan  Kamitz, 
aged  31,  died  here  yesterday.  His  death  resulted  from  blood  poisoning, 
caused  by  wearing  colored  hose  on  a foot  which  had  blistered.  In  the 
middle  of  June,  the  Rev.  Robert  Doiz,  pastor  of  the  Reformed  Church 
of  Scotia,  a suburb  of  this  city,  died  from  the  same  cause.”  If  the  his- 
tories of  many  cases  of  deaths  from  poisonous  agents  not  recognized  were 
properly  traced,  it  is  probable  that  many  would  be  found  as  due  to  the 
wearing  of  colored  hose  or  clothes — colored  by  poisonous  dyes.  ( Virginia 
Medical  Monthly,  October,  1892 ) 
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To  Serve  All  the  Children — All  the  Needs 


All  children , those  with  learning 
disorders  as  well  as  those  with  su- 
perior endowment , need  under- 
standing and  compassion.  Differ- 
ent groups  need  special  education- 
al techniques  and  facilities  but  all 
need  to  feel  that  their  achieve- 
ments, no  matter  how  small , are 
appreciated. 


From  the  time  of  its  birth  a 

child  is  expected  to  meet  or  exceed  cer- 
tain expectations.  A handicapped  child, 
therefore,  engenders  strong  emotions  in  all 
who  come  into  intimate  contact  with  it, 
parents,  grandparents,  health  professionals 
and  educators  and  strong  emotions  are  the 
enemy  of  common  sense.  The  theme  of  this 
presentation  will  be  common  sense  and 
compassion. 

Learning  disorders  attract  a variety  of 
disparate  disciplines,  including  education, 
psychology,  psychiatry,  pediatrics,  neurol- 
ogy, occupational  therapy  and,  unfortun- 
ately, a host  of  fringe  characters.  As  if  these 
people  set  out  to  build  "a  city  and  a tower, 
whose  top  may  reach  unto  heaven”,  there 
has  come  unto  them  a confusion  of  tongues, 
a vocabulary  of  nonsense  which  has  threat- 
ened a concerted  effort  by  the  various  dis- 

From  the  Department  of  Neurology,  School  of 
Medicine,  University  of  Virginia,  and  the  Common- 
wealth of  Virginia  Child  Neurology  Program. 

Keynote  Address  to  the  Second  Annual  Conference 
of  the  Virginia  Association  for  Children  with  Learn- 
ing Disabilities,  Richmond,  February  20,  1971. 


F.  E.  DREIFUSS,  M.B. 

Charlottesville,  Virginia 

ciplines,  when  cooperation  between  them 
would  lead  to  inestimable  benefits  in  the 
gathering  of  knowledge  concerning  the 
learning  process  and  disorders  thereof.  For 
this  reason,  conferences  such  as  this  one  are 
very  valuable,  because  they  allow  an  inter- 
change of  views  and  a cross-fertilization  of 
ideas.  One  must  remember  that  different 
disciplines  approach  an  identical  object  in 
different  ways.  Thus,  when  a hunter  sees 
a copse  of  trees  he  sees  it  as  a haven  for 
game  birds,  an  artist  will  paint  it,  a woods- 
man will  size  it  up  in  so  many  feet  of  lum- 
ber and  a soldier  will  regard  it  as  tactical 
cover.  It  would  be  well  if  these  various  dis- 
ciplines could  consider  the  whole  child  with 
a learning  disorder,  rather  than  to  try  to 
dissect  off  those  little  pieces  of  the  child’s 
problem  in  which  they  are  particularly  in- 
terested and  then  treat  that  facet  as  if  it 
alone  led  to  the  Holy  Grail.  No  purpose  is 
served  in  trying  to  describe  a painting  by 
the  enumeration  of  the  pigments  of  which 
it  is  composed.  The  child  under  discussion 
may  indeed  have  perceptual  difficulties,  and 
obviously  perceptions  can  be  subdivided  into 
visual,  auditory  and  kinesthetic;  however,  it 
is  ridiculous  that  a cult  should  have  evolved 
around  each  of  these  modalities.  The  same 
is  true  of  the  child  with  a motor  deficit  and 
the  child  with  a speech  problem.  Those  who 
feel  that  concentration  on  any  of  these 
single  modalities  will  ameliorate  the  under- 
lying neurological  difficulty  are  worshiping 
a golden  calf.  The  same  thing  is  true  when 
we  speak  of  the  superiority  of  one  method 
of  teaching  reading  over  another.  There  is 
a plethora  of  new  methods  and  there  has 
been  little  application  of  the  scientific 
method  to  educational  research.  The  more 
controlled  experiments  are  performed,  the 
less  impressive  are  the  results,  and  the  tide 
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of  fashion  will  continue  to  wash  away  yes- 
terday’s panaceas. 

It  should  be  noted  that  not  all  patients 
with  difficulty  in  learning  are  suffering  from 
organic  brain  disease.  Not  every  nervous 
system  matures  at  the  same  rate  and  some 
children  are  what  might  be  called  "late 
starters”.  Children  who  are  overcoming 
handicaps  of  prematurity,  malnutrition, 
a prolonged  illness,  other  physical  or  speech 
defects  or  muscular  dystrophy,  for  example, 
might  present  in  early  school  years  with  a 
learning  handicap.  Children  who  are  re- 
ceiving sedative  drugs  for  other  conditions 
such  as  a convulsive  disorder  may  present 
with  ''pseudoretardation”,  as  might  chil- 
dren who  have  an  unrecognized  subclinical 
seizure  problem  such  as  petit  mal.  Cultural 
deprivation  and  emotional  illness  frequently 
manifest  themselves  as  difficulties  with 
school  tasks  and  behavior  problems.  At  first 
glance,  these  might  be  hard  to  distinguish 
from  the  difficulty  suffered  by  the  children 
with  structural  brain  dysfunction.  More- 
over, since  the  recognition  of  the  cerebral 
dysfunction  syndrome,  a vast  number  of 
children  have  been  referred  to  physicians, 
and  in  particular  to  neurologists  and  psy- 
chologists, because  their  behavior  has  de- 
viated from  the  norm.  Teachers  have  be- 
come very  quick  at  spotting  deviants.  How- 
ever, many  of  these  children  are  individual- 
ists and  some  of  them  are  children  who  are 
bored  under  the  educational  system  imposed 
upon  them,  and  one  is  now  faced  with  the 
problem  not  of  finding  patients  with  brain 
dysfunction,  but  in  considering  the  whole 
differential  diagnosis  of  the  "different  child”. 

In  discussing  "all  the  children — all  the 
needs”  these  children  have  to  be  included 
because  the  psychological  trauma  resulting 
from  their  inadequate  handling  is  just  as 
severe  as  that  which  plagues  the  children 
who  have  a learning  disability  on  the  basis 
of  so-called  cerebral  dysfunction. 

A careful  evaluation  of  the  child  includes 
a detailed  medical  and  sociological  history, 
a history  of  the  child’s  development  and  past 


illnesses  and  injuries  and  an  evaluation  of 
the  role  of  the  environment.  A careful 
physical  and  neurological  examination  is 
essential  as  are  psychological  tests,  including 
at  least  the  Wechsler,  Bender  and  if  possible 
a Halstead-Reitan  battery,  as  well  as  pro- 
cedures such  as  described  by  Frostig.  I would 
also  make  the  plea  that  the  danger  of  such 
diagnostic  evaluations  is  that  they  point  up 
the  areas  of  weakness  or  disability  but  do 
nothing  toward  exploring  or  exploiting  the 
child’s  strengths.  It  is  well  to  identify  his 
disabilities  but  it  has  to  be  remembered  that 
he  functions  through  his  abilities  and  it  is 
the  latter  which  have  to  be  exploited  in 
any  successful  remedial  program. 

Under  discussion  today  is  the  child  with 
a learning  disorder  and  I would  like  to  leave 
out  of  the  discussion  at  the  present  time 
the  sad  problems  of  the  child  with  a dev- 
astating intellectual  handicap  known  as 
mental  retardation  and  the  child  with  a 
devastating  motor  disturbance,  commonly 
known  as  cerebral  palsy,  except  where  those 
overlap  the  problem  under  discussion.  It 
is  in  the  anatomical  nature  and  in  the  sever- 
ity of  insult  to  the  brain  that  the  distinction 
exists  between  the  child  with  a severe  motor 
handicap,  a severe  perceptual  disturbance, 
a severe  intellectual  impairment,  or  a severe 
convulsive  seizure  disorder.  In  some  cases, 
all  of  these  or  portions  thereof,  are  com- 
bined in  the  one  person.  The  child  who 
presents  primarily  with  a learning  difficulty 
might  be  thought  of  as  having  been  licked 
rather  than  bitten  by  such  a process.  More- 
over, we  must  regard  the  child  as  presenting 
a many-faceted  problem  in  that  not  only 
the  child  itself,  but  also  its  home  and  its 
teachers,  will  influence  its  capabilities. 

The  causes  leading  to  dysfunction  of  the 
brain  are  many.  Prenatal  influences  include 
trauma,  drugs,  illnesses,  radiation,  nutrition, 
blood  incompatability  and  prematurity.  The 
birth  process  itself  is  a hazardous  time.  Post- 
natally,  metabolic  abnormalities,  hypogly- 
cemia, deficiencies  of  hormones,  hemopoietic 
substances  and  vitamins,  hemorrhages,  trau- 
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ma  and  infections,  hereditary  diseases,  hy- 
drocephalus, premature  closure  of  the 
sutures  of  the  skull  and  convulsive  seizures 
will  all  play  havoc  with  a child’s  brain 
development.  In  addition,  we  are  now  learn- 
ing that  the  brain  is  an  organ  which  con- 
tinues to  develop  while  it  is  already  function- 
ing and  its  main  growth  is  dependent  upon 
its  early  programming.  To  some  extent  the 
brain  of  the  newborn  is  a tabula  rasa  upon 
which  is  imprinted  the  experience  afforded 
by  sensory  stimuli.  The  child  who  receives 
frequent  and  interesting  stimulation  will 
develop  more  rapidly  and  more  intelligently 
than  the  child  who  is  subjected  to  neglect 
and  sensory  deprivation  in  the  early  months 
and  years  of  its  existence.  It  is  this  early 
stimulation  which  in  some  way  favors  the 
growth  of  the  brain,  though  whether  it  does 
this  by  chemical  means  or  by  the  formation 
of  synapses  or  junctions  between  nerve  cells 
thus  stimulated  is  not  clear.  So  far  every- 
thing I have  said  holds  true  of  the  human 
child  as  well  as  of  any  mammal.  Its  early 
development,  its  motor  and  sensory  func- 
tions, its  early  reflexes,  the  attainment  of 
its  developmental  milestones,  the  human 
child  has  in  common,  although  at  a different 
point  in  time,  with  other  species.  What  sets 
the  human  apart  from  the  other  species, 
however,  is  the  ability  to  communicate  in 
terms  of  speech.  I want  to  dwell  a little  on 
the  human’s  ability  to  think  and  speak  about 
things  because  it  is  this  which  sets  him  apart 
from  the  subhominid  species.  Language  is 
the  "communication  of  ideas  by  means  of 
articulate  sounds  habitually  allotted  to  them 
and  which,  in  the  form  of  a word  or  sen- 
tence, serve  to  mobilize  the  corresponding 
ideas  in  the  recipient”.  Thoughts  must  be 
converted  into  symbols  which  are  the  words. 
The  central  nervous  system  is  a complex 
processing  system  in  which  the  input  is  in 
the  form  of  auditory  or  visual  stimuli,  this 
is  transformed  into  nerve  impulses,  which 
in  turn  reach  various  levels  of  organization 
which  might  be  termed  the  perceptual  and 
the  conceptual  levels.  At  either  level  they 


may  be  reflected  to  the  memory  bank  for 
storage  or  for  comparison  with  previously 
stored  information.  They  may  or  may  not 
then  be  translated  into  motor  impulse  mes- 
sages expressed  as  language  behavior  in  the 
form  of  speech,  writing,  or  gesture.  When 
one  considers  the  tremendous  complexity  of 
this  mechanism  and  compares  it  to  the  rela- 
tive crudity  of  the  motor  system,  one  is  not 
then  surprised  to  find  that  minimal  deleteri- 
ous influences  on  the  brain  may  interfere 
with  such  a complex  mechanism  while  leav- 
ing relatively  unscathed  the  cruder  form  of 
life  of  the  organism.  It  is  as  if  one  compares 
the  race  horse  with  a cart  horse.  The  small- 
est fetlock  injury  in  the  former  will  render 
him  incapable  of  racing,  whereas  a similar 
injury  in  the  latter  will  hardly  be  noticed. 
From  the  foregoing,  it  is  clear  that  com- 
munication by  speech  involves  the  conver- 
sion of  thought  into  symbols,  the  transmis- 
sion of  symbols  and  the  decoding  of  symbols 
by  the  recipient  of  the  message.  Reading 
and  writing  are  even  more  complex  than 
this.  If  words  are  symbols  for  the  objects 
for  which  they  stand,  the  written  word 
made  up  of  individual  letters  is  an  even 
further  stage  of  symbolization.  Small 
amounts  of  brain  dysfunction,  insufficient 
to  interfere  with  the  spoken  word  might  yet 
disrupt  this  ultimate  refinement.  Thus,  it 
can  be  seen  that  motor  dysfunction,  speech 
dysfunction  and  reading  dysfunction  are 
graduated  responses  as  they  ascend  from  the 
most  major  to  the  most  minor  of  these  dis- 
orders. It  is  then  not  surprising  that  the 
child  with  a reading  problem,  when  very 
carefully  examined  in  the  sphere  of  motor 
and  perceptual  functions,  is  often  found  to 
have  motor  or  perceptual  difficulties  if  one 
tests  those  tasks  which  require  a high  order 
of  brain  organization  and  integration.  The 
absence  of  ability  to  perform  very  finely 
coordinated  motor  tasks  leads  to  clumsiness, 
and  the  absence  of  ability  to  distinguish 
figures  from  background  and  complex  geo- 
metric shapes  is  the  basis  for  tests  of  percep- 
tual functioning. 
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Defects  in  the  reticular  activating  system 
of  the  brain  stem  are  thought  to  lead  to 
hyperactivity,  distractibility  and  evanes- 
cence of  the  attention  span.  The  reticular 
activating  system  in  the  brain  stem  and  its 
connections  with  the  thalamus,  the  limbic 
system  and  the  frontal  lobes  appears  to  have 
as  one  of  its  functions  the  censoring  and 
assignment  of  priorities  to  incoming  sensory 
stimuli.  Thus,  some  stimuli  are  deemed  to 
be  of  importance  to  the  organism  and  others 
are  deemed  to  be  just  noise.  I refer  to  noise 
using  the  telephone  engineer’s  concept  of 
activity  extraneous  to  the  principal  message. 
Thus,  a person  living  on  the  approach  path 
to  O’Hare  Airport  or  by  a noisy  railroad 
track  learns  very  rapidly  to  ignore  the  noise, 
but  if  when  such  a person  is  asleep,  her  child 
makes  the  slightest  whimper,  she  is  instantly 
awake.  Everyone  filters  incoming  stimuli, 
choosing  which  to  attend  to  and  which  to 
ignore.  A child  whose  filter  is  awry  is  un- 
able to  distinguish  between  what  is  signifi- 
cant and  what  is  noise,  and  tends  to  assign 
to  every  stimulus  an  almost  equal  degree 
of  importance.  He  will  not  remain  at  one 
task  for  long  before  something  else  catches 
his  fancy  and  he  is  continually  chasing  after 
everything  that  obtrudes  into  his  conscious- 
ness. Such  a lack  of  the  ability  to  assign 
tasks  to  a hierarchy  of  importance  leads  to 
hyperactivity  and  distractibility  which  are 
the  hallmarks  of  the  child  under  discussion. 

That  a child’s  behavior  can  be  modified 
by  drugs  has  been  known  for  a long  time 
and  it  is  a frequent  observation  that  hyper- 
active children  and  children  with  short  at- 
tention spans  tend  to  react  to  drugs  in  what 
is  regarded  as  a parodoxical  manner  as  com- 
pared with  the  response  of  adults.  Thus, 
barbiturates  which  are  generally  sedative  in 
their  effects  increase  hyperactivity  and  fur- 
ther shorten  the  attention  span.  A usually 
hyperactive  child  becomes  wildly  so  under 
the  influence  of  barbiturates.  This  can  have 
serious  consequences  when  a child  who  is 
hyperactive  has  concomitant  seizures  for 
which  barbiturates  are  prescribed  as  anti- 


convulsants. On  the  other  hand,  drugs  which 
frequently  behave  as  stimulants  such  as 
Methylphenidate  (Ritalin)  or  ampheta- 
mines such  as  Dexedrine  may  result  in  an 
increase  in  the  attention  span  and  a diminu- 
tion in  hyperactivity.  These  drugs  are,  there- 
fore, administered  to  hyperactive  children 
with  significant  benefits.  Unfortunately, 
the  response  rate  is  not  as  great  as  many 
claim. 

Every  child  with  a learning  disorder  pre- 
sents the  educator  with  a tremendous  chal- 
lenge. I have  always  been  a little  worried 
when  making  a diagnosis  of  dyslexia  or  min- 
imal cerebral  dysfunction  that  this  implies 
to  the  teacher  that  the  fault  of  inability  to 
learn  resides  solely  within  the  child  and 
absolves  the  teacher  from  the  responsibility 
for  the  child’s  failure.  By  labeling  a child 
retarded,  suffering  from  brain  dysfunction, 
or  social  deprivation,  we  unwittingly  con- 
tribute to  the  myth  that  the  remainder  of 
the  children  in  that  teacher’s  class  are  ben- 
efiting from  an  optimum  learning  environ- 
ment. 

Interest  in  special  education  has  pointed 
up  that  all  is  not  well  in  general  education, 
that  teaching  has  too  long  been  regarded  as 
an  art,  rather  than  an  applied  science,  and 
that  advances  in  psychology  and  in  learning 
theory  have  been  too  long  in  finding  appli- 
cation. We  have  been  too  slow  to  ask  why 
so  many  bright  children  have  indifference  or 
hostility  to  school,  why  so  many  normal 
children  have  so  much  difficulty  with  adap- 
tation, why  so  many  children  are  being 
advanced  from  one  grade  to  another  for 
so-called  social  reasons  without  ever  achiev- 
ing competence  in  the  lower  grade,  or  why 
so  many  underachievers  have  been  allowed 
to  languish  in  what  amounts  to  custodial 
settings.  Why  do  we  still  apply  enrichment 
programs  to  five  and  six  year  old  children 
when  it  has  been  shown  that  cultural  dep- 
rivation produces  irreversible  effects  long 
before  then?  The  new  school  curricula  in 
mathematics  and  the  physical  and  biological 
sciences  are  based  on  what  was  learned  from 
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developmental  psychology.  There  is  much 
to  be  learned  about  the  transfer  of  learning, 
the  utilization  of  alternative  pathways  to 
bypass  defects,  in  the  development  of  strate- 
gies other  than  those  customarily  employed 
to  allow  the  child  to  achieve  the  appropriate 
cognitive  result.  Learning  can  be  stultified 
by  the  insistence  on  the  satisfying  of  arbi- 
trary requirements  rather  than  the  develop- 
ment of  alternative  strategies.  Educational 
research  must  develop  along  scientific  lines, 
including  experimental  design  and  constant 
evaluation  and  revision.  Examination  of 
the  processes  of  cognitive  development 
should  then  dictate  the  application  of  mod- 
ern technological  advances  including  pro- 
grammed texts,  television,  and  other  tech- 
nological aids  to  make  the  educational  pur- 
suit relevant  in  the  second  half  of  the  20th 
century.  John  Gardner  stated,  "Americans 
are  an  impatient  people.  If  they  have  im- 
portant purposes  that  are  not  served  by 
existing  institutions,  they  invent  new  insti- 
tutions.” The  latest  new  institution  in- 
vented, as  reported  by  the  New  York  Times 
of  Sunday,  February  14,  1971,  is  the  concept 
of  accountability  by  which  schools  and  indi- 
vidual teachers  are  accountable  to  the  con- 
sumers of  their  services.  This  may  foster 
more  rapid  developments  in  education  than 
vast  amounts  of  money  spent.  On  the  other 
hand,  to  quote  John  Gardner  again,  "It  has 
been  fashionable  to  blame  educators  for 
every  shortcoming  of  our  schools,  but  edu- 
cators cannot  maintain  standards  of  excel- 
lence in  a community  that  cares  more  about 
a marching  band  and  a winning  basketball 
team  than  it  does  about  teachers’  salaries.” 

I spoke  earlier  about  common  sense  and 
compassion.  Common  sense  has  dictated  the 
establishment  of  special  educational  facilities 
in  our  schools.  It  is  essential  that  these  be 
most  rapidly  developed  and  upgraded  to 
bring  to  bear  the  most  modern  principles 


and  technology  to  allow  children  with  learn- 
ing handicaps  to  work  around  the  handicaps 
and  yet  to  remain  in  an  educational  setting 
which  will  bring  to  maximum  fruition  their 
potential  capabilities.  However,  compassion 
dictates  we  cannot  demand  that  our  expec- 
tations should  transcend  their  capabilities. 
As  Thomas  Huxley  said,  "The  sense  of  use- 
lessness is  the  severest  shock  which  our  sys- 
tem can  sustain.”  We  must,  therefore,  not 
imbue  a sense  of  failure  because,  by  virtue 
of  unalterable  limitations,  an  individual 
child  cannot  achieve  academic  excellence. 
Compassion  dictates  that  we  provide  an  ade- 
quate number  of  trade  schools  and  that  we 
not  downgrade  a graduate  of  a trade  school 
in  comparison  with  a graduate  of  an  aca- 
demically-oriented high  school.  Compassion 
dictates  that  we  either  delete  the  cap  and 
gown  ceremony  with  pictures  in  the  news- 
papers from  the  high  school  graduation  rit- 
ual, or  that  we  afford  the  same  kudos  to  the 
graduate  from  brick  laying  school  or  cabinet 
making  school,  for  dignity  has  many  forms. 

Finally,  let  us  remember  that  the  handi- 
capped child  and  his  parents  pass  through  a 
series  of  crises  including  the  moment  of  di- 
agnosis, the  adjustment  to  school,  to  pu- 
berty, to  adolescence,  to  job  training  and 
finally  to  the  assumption  of  the  adult  role, 
which  makes  it  incumbent  on  all  who  are 
involved  to  realize  that  their  part  represents 
only  a facet  but  yet  an  essential  sine  qua  non 
in  the  individual’s  total  life  plan. 

In  conclusion,  I would  urge  upon  this 
assembly  that  it  should  aim  not  only  at  do- 
ing more  than  has  been  done  before,  but  that 
it  do  as  much  as  it  is  possible  for  man  to  do 
to  meet  all  the  needs  of  all  the  children. 
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Clinical  History 

A 17-month-old  white  girl  was  admitted 
to  the  Medical  College  of  Virginia  Hospitals 
on  1/2  5 70  because  of  three  seizures  on  the 
day  of  admission. 

She  had  been  well  until  two  weeks  prior 
to  admission  when  she  began  to  vomit  all 
solid  food  taken  and  was  limited  to  an  intake 
of  milk  and  liquids.  She  became  lethargic 
and  somnolent.  Eight  days  prior  to  admis- 
sion, she  was  taken  to  see  her  local  physician, 
who  told  the  mother  that  she  had  "chest 
congestion  and  sore  throat”  and  treated  her 
with  oral  ampicillin  for  three  days.  The 
mother  noticed  no  improvement,  and  three 
days  prior  to  admission  the  child  developed 
diarrhea,  for  which  she  was  treated  with 
Pepto-Bismol.  Subsequent  to  this,  she  had 
no  further  passage  of  stools  until  her  admis- 
sion here.  The  mother  thought  that  the 
child  had  been  febrile,  but  did  not  take  her 
temperature.  On  the  day  of  admission,  the 
mother  noted  three  separate  episodes  of  gen- 
eralized tonic  contractions  of  the  extremi- 
ties with  the  eyes  rolled  upward.  The  seiz- 
ures lasted  two  or  three  minutes  after  which 
the  child  apparently  slept  for  15-20  min- 


utes. She  could  not  be  aroused  subsequent 
to  the  seizures.  She  also  vomited  yellow 
fluid  four  or  five  times  on  the  day  of  admis- 
sion. 

Review  of  Systems:  Non-contributory. 

Past  Medical  History:  Non-contributory. 
The  patient  was  the  product  of  an  unevent- 
ful pregnancy  and  normal  delivery  and 
weighed  7 lb.,  13  oz.  at  birth.  She  sat  at 
eight  months  and  walked  at  1 5 months.  Her 
only  immunizations  had  been  two  injections 
of  DPT. 

Family  History:  The  mother  was  22  years 
of  age,  a Gravida  III,  Para  III,  Aborta  0. 
The  child’s  two  siblings  were  living  and 
well.  The  father  was  age  33  and  in  good 
health.  A maternal  great-aunt  and  great- 
uncle  were  said  to  have  had  seizures. 

Physical  Examination:  T 99  , P 74,  R 34. 
Height  78  cm.  Head  circumference  46 
cm.  Weight  22.9.  The  patient  was  a well- 
developed,  well-nourished  child  who  was 
lethargic  and  unresponsive  except  to  pain- 
ful stimulation.  There  were  no  cutaneous 
cyanosis,  hemorrhages,  or  icterus.  Skin  tur- 
gor appeared  good.  Examination  of  the 
fundi  was  within  normal  limits.  Her  eyes 
were  deviated  to  the  left  and  the  right  pupil 
was  slightly  larger  than  the  left,  but  both 
reacted  to  light.  Tympanic  membranes  ap- 
peared normal.  The  nose  was  patent.  Mucous 
membranes  of  the  mouth  were  pink  with 
some  dry  crusting  in  the  pharynx.  The 
tonsils  were  not  inflamed.  The  neck  was 
moderately  rigid  and  a positive  Brudzinski 
sign  was  noted.  There  were  no  palpable 
masses  in  the  neck.  Chest — there  was  equal 
bilateral  expansion.  The  lungs  were  clear 
to  percussion  and  auscultation,  without 
rales,  rhonchi  or  wheezes.  The  maximum 
cardiac  impulse  was  in  the  5 th  left  inter- 
costal space  at  the  midclavicular  line.  There 
was  a normal  sinus  rhythm  without  mur- 
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murs  or  gallops.  No  pericardial  friction  rubs 
were  detected.  The  abdomen  was  soft  and 
flat  without  organomegaly  or  masses.  There 
was  no  apparent  tenderness.  Bowel  sounds 
were  active.  Genitalia  were  normal.  Deep 
tendon  reflexes  were  equal  bilaterally.  She 
was  able  to  move  all  extremities  slowly  and 
her  sensory  examination  appeared  to  be  nor- 
mal. Bilateral  Babinski  signs  were  elicited. 

Laboratory  Data:  Hemoglobin  12.3 
gm.%,  white  count  20,400/mnT  with  77% 
neutrophils,  16%  lymphocytes  and  7% 
monocytes.  The  urine  was  yellow,  cloudy 
and  alkaline,  with  a specific  gravity  of 
1.024;  protein,  sugar,  acetone  and  blood 
were  absent.  Microscopic  examination  of 
the  urine  sediment  was  unremarkable.  Blood 
sugar  120  mg%;  BUN  12  gm%.  Serum 
sodium  120  mEq/l,  chlorides  86  mEq/l, 
potassium  4.8  mEq/l,  and  C02  26. 

A chest  x-ray  revealed  the  lungs  to  be 
grossly  clear,  without  definite  evidence  of 
pneumonia,  and  the  heart  was  of  normal 
size. 

A lumbar  puncture  was  performed, 
which  appeared  clear  but  had  110  mg%  of 
protein;  5 0 white  cells  were  seen,  with  the 
differential  showing  15  neutrophils  and  3 5 
lymphs.  There  were  30  red  cells  present. 
Spinal  fluid  sugar  was  28  mg%.  Routine 
and  acid-fast  smears  and  cultures  of  the 
spinal  fluid  were  negative. 

The  patient  was  begun  on  anticonvul- 
sants but  continued  to  have  periodic  seizures 
and  continued  to  vomit.  Her  condition  de- 
teriorated slightly  with  loss  of  her  pupillary 
reflexes  and  she  was  evaluated  by  the  neu- 
rology service.  An  electroencephalogram 
was  thought  to  be  indicative  of  relatively 
severe  acute  cerebral  damage  involving  both 
cortical  and  subcortical  regions,  maximal 
over  the  right  cerebral  hemisphere.  An  echo- 
encephalogram  was  normal.  She  was  noted 
to  have  early  papilledema  and  there  was 
absence  of  the  oculo-cephalic  and  ciliospinal 
reflexes.  Both  eyes  were  deviated  laterally 
to  the  right.  A ventriculostomy  revealed 
mildly  dilated  ventricles  in  midline  position 


but  without  shift.  There  was  no  evidence 
of  a compressing  mass.  Drainage  was  con- 
tinued through  the  ventriculostomy  and  the 
spinal  fluid  was  restudied  for  acid-fast  bacilli 
and  for  viral  isolations.  These  examinations 
were  negative. 

She  became  transiently  somewhat  more 
alert  but  began  to  have  spiking  temperature 
without  evidence  of  infection  in  the  spinal 
fluid.  She  became  progressively  more  un- 
responsive, developed  Cheyne-Stokes  res- 
pirations and  had  a rapidly  downhill  course 
with  failure  of  respirations  on  2/9/70. 

An  autopsy  was  obtained. 

Clinical  Discussion 

Dr.  John  P.  Utz : This  17-month-girl 
came  to  the  hospital  with  a two-week  his- 
tory of  illness,  and  when  one  computes  the 
time  she  was  in  the  hospital  (15  days),  one 
realizes  the  total  course  was  thus  only  29 
days.  This  helps  in  itself,  because  we  can 
thus  rule  out  amoebic  meningitis,  the  sub- 
ject with  which  this  series  of  CPC’s  closed 
last  spring,  and  for  which  the  Departments 
of  Pathology,  Microbiology,  and  Medicine 
can  properly  take  some  pride  in  defining  the 
disease.  Similarly,  the  course  is  too  short  to 
be  a Dawson’s  subacute  sclerosing  panen- 
cephalitis— which  is  probably  due  to  the 
measles  virus  or  one  so  close  to  it  that  it  can 
be  distinguished  from  it  only  with  great 
difficulty. 

The  illness  begins  with  vomiting,  which 
leads  me  to  wonder  immediately  about  some 
type  of  viral  enteric  infection.  In  the  next 
sentence,  however,  it  is  stated  that  she  be- 
came lethargic  and  somnolent.  We  don’t 
know  exactly  how  long  after  she  vomited 
she  became  lethargic,  but  these  statements 
are  so  close  in  apposition  in  the  history  that 
it  seems  to  me  that  lethargy  is  a part  of 
illness  from  the  very  beginning.  Thus,  I 
do  not  believe  that  we  are  dealing  with  some 
sort  of  allergic  encephalitis  or  other  allergic 
response  to  what  was  an  incidental  infection. 
I believe  the  history  is  all  of  one  piece. 

For  this,  the  patient  was  taken  to  the  doc- 
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tor  and  "there  was  chest  congestion  and  sore 
throat”.  We  do  not  know  whether  there 
was  an  exudative  pharyngitis,  nor  whether 
the  group  A Streptococcus  was  responsible 
for  the  pharyngitis.  In  any  event,  she  re- 
ceived Ampicillin  orally  for  three  days.  Fol- 
lowing this  therapy  she  developed  diarrhea, 
and  I wonder  whether  this  is  a part  of  the 
previously  mentioned  possible  viral  infec- 
tion, or  whether  it  was  related  to  the  Ampi- 
cillin. On  the  day  of  admission  she  devel- 
oped generalized  tonic  contractions  and  was 
brought  to  the  hospital  because  of  these. 
She  vomited  four  or  five  times  during  the 
day  of  admission,  which  helps  to  explain 
some  of  the  laboratory  findings  further  on. 

In  the  past  medical  history  we  see  that 
she  walked  at  15  months  (which  I am  told 
is  a bit  late)  and  she  stood  only  at  12  months 
— also  somewhat  later  than  normal.  She 
did  not  receive  her  polio  and  measles  vaccine 
until  the  age  of  17  months.  These  should 
have  been  given  earlier  and  would  have  elim- 
inated either  one  of  these  possibilities,  for  all 
practical  purposes,  as  a cause  of  her  disease. 

A maternal  great-aunt  and  great-uncle 
were  said  to  have  had  seizures,  but  this  his- 
tory does  not  help  me. 

The  head  circumference  was  46  cm,  and 
I am  told  that  this  is  normal.  It  would  be  of 
more  interest  to  know  whether  her  head 
circumference  increased  in  size  during  her 
illness.  This  might  not  have  been  expected 
if  her  sutures  and  fontanelles  were  closed, 
as  they  probably  should  have  been.  Her  eyes 
were  deviated  to  the  left  and  the  right  pupil 
was  slightly  larger  than  the  left.  These  find- 
ings point  to  a right-sided  lesion,  and  lead 
me  away  from  a metabolic  cause  for  her 
coma.  The  tympanic  membranes  appeared 
normal  and  the  tonsils  were  not  inflamed, 
which  is  helpful  in  leading  us  away  from  a 
bacterial  process  at  one  of  those  sites  and 
brain  abscess  as  a secondary  development. 
She  was  able  to  move  all  extremities  slowly, 
but  bilateral  Babinski  signs  were  elicited, 
and  thus  she  had  long  tract  findings  from 
the  beginning  of  her  hospital  course. 


Here  white  count  was  markedly  elevated, 
and  eosinophils  were  absent.  I was  surprised 
not  too  long  ago  to  observe  that  some  of  our 
senior  students  did  not  realize  how  helpful 
a finding  the  absence  of  eosinophils  in  a 
peripheral  smear  can  be  to  those  of  us  in 
Infectious  Diseases.  In  acute  bacterial  or 
even  early  viral  diseases  eosinophils  are  gen- 
erally not  seen,  and  if  they  are,  we  are  led 
away  from  the  diagnosis  of  infection.  Her 
urine  was  yellow,  cloudy,  and  alkaline.  The 
alkalinity,  of  course,  is  abnormal,  and  I will 
ascribe  this  to  her  vomiting.  In  this  regard, 
we  see  that  her  serum  sodium  was  120  and 
the  chlorides  86  mEq  1.  The  thought 
crosses  my  mind,  however,  that  these  latter 
findings  might  represent  an  inappropriate 
ADH  secretion  due  to  a central  nervous 
system  lesion. 

Now  may  we  see  the  chest  x-rays  and  the 
films  that  were  done  at  ventriculostomy, 
Dr.  Floyd? 

Dr.  Harold  L.  Floyd:  The  first  pertinent 
x-ray  is  a chest  film  which  was  taken  on 
admission,  and  this  chest  film  was  normal. 
The  gas  pattern  in  the  abdomen  is  quite 
normal  for  a child,  the  heart  is  normal,  there 
are  no  densities  in  the  lungs,  and  the  medi- 
astinum is  also  normal. 

With  regard  to  the  plain  skull  film,  I 
would  like  to  emphasize  for  the  students 
that  if  they  want  to  demonstrate  sutures 
that  are  spread  in  infancy  and  early  child- 
hood, one  must  have  a base  view  to  put  the 
coronal  sutures  as  close  as  possible  to  the 
film.  The  judgment  of  sutural  spreading 
cannot  be  made  on  a lateral  film,  but  there 
is  a much  more  valuable  sign  of  increased 
intracranial  pressure  that  is  present  here. 
The  cortical  bone  that  forms  the  floor  and 
the  front  of  the  dorsum  sellae  has  been 
eroded.  That  is  a sign  of  increased  intra- 
cranial pressure  which  is  valid  in  children 
as  well  as  in  adults.  The  head  size  in  this 
film  is  normal. 

The  ventriculogram  shows  symmetrically 
dilated  lateral  ventricles  and  the  third  ven- 
tricle is  also  dilated.  There  is  no  evidence 
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of  a mass  at  all  and  there  is  no  air  over  the 
hemispheres.  Sometimes  in  ventriculograms 
this  is  not  a meaningful  finding,  but  in  this 
case  it  is.  The  film  taken  with  the  patient’s 
brow  down  showed  air  in  the  dilated  occi- 
pital horns,  and  below  that  you  can  see  a 
somewhat  triangular-shaped  structure  which 
is  an  abnormal  fourth  ventricle.  We  see  a 
bulged  anterior  medullary  vellum,  which 
has  been  described  with  communicating 
hydrocephalus.  We  also  see  below  there  an- 
other collection  of  air  in  the  cisterna  magna. 
So  no  matter  how  this  examination  was 
interpreted  originally  (and  I think  it  was 
interpreted  originally  as  aqueductal  steno- 
sis) , certainly  this  is  not  the  fourth  ventricle 
of  aqueductal  stenosis.  This  is  the  fourth 
ventricle  of  a communicating  hydrocepha- 
lus, which  is  due  to  some  factor  obliterating 
the  subarachnoid  space  over  the  hemisphere, 
at  the  base  of  the  brain,  or  both. 

Dr.  Utz:  Do  you  have  any  idea  about  how 
long  this  increased  pressure  was  present 
before  the  pictures  were  taken? 

Dr.  Floyd:  I would  say  two  weeks. 

Dr.  Utz:  Thank  you,  Dr.  Floyd. 

The  ventriculographic  findings  are  ex- 
tremely helpful  because  it  seems  to  me  that 
— for  the  purpose  of  this  discussion  as  well 
as  for  the  management  of  the  patient  before 
— an  abscess  has  been  ruled  out.  I should 
like  to  skip  the  next  part  of  the  protocol, 
go  on  to  the  course  in  the  hospital,  and 
come  back  to  the  cerebrospinal  fluid  findings 
later. 

We  have  a troublesome  reference  to  in- 
creased electroencephalographic  activity 
over  the  right  cerebral  hemisphere  (which 
was  suspect  earlier),  and  we  have  loss  of 
oculocephalic  and  ciliospinal  reflexes,  sug- 
gesting midbrain  damage.  Again  we  have 
eye  findings,  which  at  this  time  are  conjugal 
deviation  to  the  right  without  differences 
in  the  size  of  the  pupils. 

One  wonders  why  a ventriculostomy  was 
done,  rather  than  a shunt.  The  pressure  must 
have  been  elevated,  although  we  have  no 


data.  A shunt  would  have  been  a more 
definitive  procedure. 

Now  we  have  the  cryptic  statement  that 
"there  was  spiking  temperature  without 
evidence  of  infection  in  the  spinal  fluid”. 
I’m  not  sure  what  that  means. 

The  crucial  study  in  this  patient,  as  I see 
it,  is  the  result  of  the  lumbar  puncture.  We 
don’t  know  exactly  when  it  was  done,  but 
presumably  it  was  soon  after  arrival.  There 
were  really  striking  findings — 5 0 white  cells, 
not  2,000  to  10,000,  and  only  30%  neutro- 
phils, not  90%.  The  protein,  instead  of  be- 
ing 500  to  1,000  mg,  was  only  110,  and  the 
sugar  28  mg/ 100  ml.  Once  these  findings 
are  known,  there  ought  to  be  three  imme- 
diate reactions.  First  of  all,  the  lumbar 
puncture  should  be  repeated  to  confirm 
them.  Secondly,  the  mother  should  really 
be  quizzed — not  only  about  the  maternal 
great-uncles  and  aunts,  but  about  anyone 
else  who  could  have  come  into  the  household 
who  might  have  had  tuberculosis.  Thirdly, 
a 10  tuberculin  unit  PPD  skin  test  should 
be  applied,  but  whether  it  is  positive  or 
negative  I would  put  the  patient  on  Isoni- 
azid  and  Streptomycin. 

Thus,  tuberculosis  would  be  the  first  of 
the  differential  diagnoses  for  which  we  have 
here:  a lymphocytic  meningitis  with  de- 
creased sugar.  The  second  diagnosis  is  a 
fungal  meningitis.  If  this  patient  had  been 
in  California,  Coccidiodomycosis  would  be 
our  first  choice.  In  Richmond,  the  Crypto- 
coccus is  the  most  frequently  encountered 
fungal  meningitis.  A disturbing  part  of  the 
protocol  is  that  we  have  no  mention  of  an 
India  ink  preparation  or  reference  to  fun- 
gal cultures.  Presumably  they  were  not 
helpful,  rather  than  not  done  at  all.  I must 
say  I worried  about  Nocardia  because  of 
the  localized  findings,  which  suggest  abscess 
with  surrounding  meningitis.  The  fourth 
fungus  is  Histoplasma.  A number  of  years 
ago,  Dr.  Bayard  Tynes,  Jim  Crutcher  and 
I reported  five  cases  of  Histoplasma  menin- 
gitis which  we  encountered  over  a brief 
period,  and  yet  this  was  the  first  report  of 
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CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL'S 
SOUPS*  INTO  EXCHANGE  LISTS 


* These  recommendations  are  based  on  a one  cup  portion  when  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement. 


Exchange  Substitution  for  Exchange  Substitution  tor 

I Bread  and  Fat  1 Meat  and  T 2 Bread 

Tomato  Hot  Dog  Bean 

Tomato.  Bisque  of  Split  Pea  with  Ham 

Tomato  Bice.  Old  Fashioned  "■  ' " 111 

Exchange  Substitution  for 

Eichange  Substitution  for  y4  Meat  and ' 2 Bread 

Va  Bread  and  V;  Fat Chicken  Gumbo 

Asparagus,  Cream  of  Chicken  Noodle 


Campbell's  Soups  are  appetizing  and  enjoyable  and. 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 

♦To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Place, 
Camden,  NJ.  08101. 


Ihere’s  a soup 

for  almost  every  patient  and  diet 
..for  every  meal  ^ 
and,  it’s  made  by  Wampv&l 


Ten  thousand  battered  children- 
a growing  medical  problem? 

In  his  daily  practice  the  physician  witnesses  the 
human  suffering  caused  by  uncontrolled  fertility. 
Perhaps  one  of  its  most  tragic  effects  is  the  unwanted 
child,  who  so  often  experiences  parental  rejection. 
The  rejected  child  in  a family  may  be  neglected, 
nagged  and  severely  punished.  Sometimes  he  is 
criminally  abused.  Child  abuse  is  common  enough 
to  have  become  a separate  clinical  entity:  the 
"battered  child"  syndrome.  Reliable  statistics  are 
difficult  to  obtain,  but  it  has  been  estimated  that  in 
this  country  alone  roughly  10,000  children  are 
"battered”  per  year,  and  their  number  may  be 
increasing. 

A revealing  picture  of  child  abuse  patterns  is 


provided  by  one  study  of  the  American  Humane 
Society.  More  than  half  of  the  662  children  involved 


(all  reported  in  newspapers  within  a single  year) 
were  less  than  4 years  of  age.  One  fourth  of  the 
battered  youngsters  died:  most  of  these  deaths  were 
of  children  less  than  2 years  of  age.  Fathers  were 
more  often  guilty  of  child  abuse  than  mothers,  but 
sometimes  both  parents  participated.  The  study 
indicated  that  battered  children  are  not  limited  to 
any  particular  socioeconomic  stratum. 

*For  the  complete  brochure,  and  others  in  the  serie 
as  they  appear,  please  write  to  Searle  or  ask  your 
Searle  representative.  Explored  in  the  forthcoming 
issues  will  be  the  history  of  birth  control,  the  influenc 
of  poverty,  ethnic  factors  and  marital  status,  its  role 
in  illness,  its  genetic  implications  and  its  effects  on 
the  emotional  and  behavioral  life  of  the  individual. 


Searle  contributions 

to  the  science  of  contraception 

BOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

len  • Demulen 


|iach  white  tablet  contains  ethynodiol 
Hiacetate  1 mg /mestranol  0 1 mg 


Each  white  tablet  contains  ethynodiol 
diacetate  1 mg  /ethinyl  estradiol  50  meg 


| ach  pink  tablet  in  Ovulen-28!  and  Demulerf  -28  is  a placebo,  containing  no  active  ingredients 

jmulen . . for  its  low  estrogen  and  Searle's  progestin -or  Ovulen . . .with  its  wide  physician 
|nd  patient  acceptance.  Both  offer  almost  complete  contraceptive  effectiveness  and  a 
J)w  incidence  of  side  effects.  Both  with  a choice  of  pill-taking  schedules . . . simple 
(Sunday-starting”  and  patient-proof  Compack®  tablet  dispensers. 


I Actions  - Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  output 
[gonadotropins  from  the  pituitary  gland  Ovulen  and  Demulen  depress  the  out- 
fit of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
irmone  (LH) 

jSpecial  note -Oral  contraceptives  have  been  marketed  in  the  United  States 
1 1960  Reported  pregnancy  rates  vary  from  product  to  product  The  effec- 
eness  of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
i combination  products  Both  types  provide  almost  completely  effective  con- 
eption 

t increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
al  contraceptives  has  now  been  shown  in  studies  conducted  In  both  Great 
(tarn  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
sure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
lantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
pte  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
> animal  carcinomas  These  data  cannot  be  transposed  directly  to  man 
> possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
jted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
itives  must  be  continued 

ition  - Ovulen  and  Demulen  are  indicated  for  oral  contraception 

itraindications- Patients  with  thrombophlebitis,  thromboembolic  disor- 
[s.  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
rfunction,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
|rogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding 

lings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
ibotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
lism  and  retinal  thrombosis)  Should  any  of  these  occur  or  be  suspected 
drug  should  be  discontinued  immediately 
respective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain  and 
lies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
;ociation  between  thrombophlebitis,  pulmonary  embolism,  and  cere- 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives  There  have 
in  three  principal  studies  in  Britain'  3 leading  to  this  conclusion,  and  one*  in 
■ country  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
■seyand  Doll3  wasabout  sevenfold,  while  Sartwell  and  associates*  in  the  United 
Jftesfound  a relative  riskof  4 4,  meaning  that  the  users  are  several  times  as  likely 
ifflindergo  thromboembolic  disease  without  evident  cause  as  nonusers.  The 
Pjencan  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation  of 
linistration,  and  that  it  was  not  enhanced  by  long-continued  administration 
American  study  was  not  designed  toevaluate  a difference  between  products 
rer,  the  study  suggested  that  there  might  be  an  increased  nsk  of  throm- 
imbolic  disease  in  users  of  sequential  products  This  risk  cannot  be  quanti- 
and  further  studies  to  confirm  this  finding  are  desirable 
iscontmue  medication  pending  examination  if  there  is  sudden  partial  or  corn- 
loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine 
lamination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
Ihdrawn 

5 nee  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
fjted,  it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
3s  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regi- 
|i  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
tenancy  should  be  considered  at  the  time  of  the  first  missed  period 
Ismail  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identi- 
1 nthe  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to  the  nurs- 
jnfant  cannot  be  determined  at  this  time 
im 

ecautions -The  pretreatment  and  periodic  physical  examinations  should 
"]jde  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papam- 
lou  smear  since  estrogens  have  been  known  to  produce  tumors,  some  of 


them  malignant,  in  five  species  of  subprimate  animals  Endocrine  and  possibly 
liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demulen  There- 
fore, if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  beinfluenced  by  thisfactor, 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  bleed- 
ing per  vaginam  adequate  diagnostic  measures  are  indicated  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discon- 
tinued if  the  depression  recurs  to  a serious  degree  Any  possible  influence  of 
prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance  has  been 
observed  in  a significant  percentage  of  patients  on  oral  contraceptives  The 
mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist  should  be  ad- 
vised of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submitted 
Susceptible  women  may  experience  an  increase  in  blood  pressure  following 
administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  senous  adverse 
reactions  neuro-ocular  lesions,  e g , retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  laundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted  anovu- 
lation post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue, 
backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodo- 
sum. hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives hepatic  function  increased  sulfobromophthalein  retention  and  other  tests: 
coagulation  tests  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X,  thyroid 
function  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T3  uptake  values,  metyrapone  test  and  pregnanediol  determination 
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clinical  meningitis  due  to  this  fungus.’  The 
illness  was  characterized  by  the  extraor- 
dinary difficulty  in  culturing  Histoplasma 
and  by  the  large  amounts  of  cerebrospinal 
fluid  (40-5  0 ml)  that  had  to  be  inoculated 
into  mice  for  the  isolation  of  the  fungus. 
When  would  one  get  40-5  0 ml  cerebrospinal 
fluid  from  the  patient  with  meningitis?  At 
ventriculostomy  or  at  the  time  of  pneumo- 
encephalogram. 

The  disease  closely  related  in  its  pathologic 
picture  to  these  two  previous  types  of  men- 
ingitis is  sarcoidosis.  This  is  an  odd  age  for 
this  disease  and  without  other  findings  for 
it — skin  or  eye  lesion,  elevated  calcium,  in- 
creased excretion  of  calcium  in  the  urine, 
or  bone  lesions — I feel  that  this  diagnosis  is 
unlikely. 

There  are  two  viral  infections  that  will 
produce  a low  sugar  and  one  of  these  is 
mumps.  I thought  everyone  knew  this  for 
years,  but  about  two  years  ago  there  was 
an  article  documenting  10  cases,"  and  the 
discussion  elicited  by  it  surprised  me.  In 
any  event,  it  would  have  been  terrible  not 
to  have  made  the  diagnosis  of  mumps  in  this 
patient,  since  the  virus  can  be  so  readily 
cultured  from  urine  and  cerebrospinal  fluid, 
and  grows  out  so  readily  in  tissue  culture. 

The  fifth  entry  is  lymphocytic  chorio- 
meningitis. Here  we  have  no  knowledge  of 
history  of  exposure  to  mice,  which  is  perhaps 
unlikely  in  a 17-month-old  child.  In  addi- 
tion we  need  to  know  whether  there  were 
viral  isolations,  and  specifically  whether  the 
cerebrospinal  fluid  was  put  into  mice. 

Meningeal  carcinomatosis — extensive  infil- 
trates due  to  leukemia  or  metastatic  cancer 
— can  produce  these  findings,  but  there  is 
nothing  in  this  patient’s  history  or  hospital 
course  to  suggest  such  a diagnosis. 

Next,  one  must  list  lymphogranuloma 
venereum,  although  I have  never  seen  a 
patient  under  such  circumstances. 

As  a last  exercise,  let  us  suppose  that  these 
cerebrospinal  fluid  findings  are  completely 
misleading,  and  we  have  an  encephalitis.  I 
can  give  you  the  national  data  on  cases  of 


encephalitis  for  the  most  recent  year  they 
have  been  published. 1 The  commonest  cause 
was  mumps  with  408  patients,  the  next  most 
common  chicken  pox  with  69,  California 
arbor  virus  infection  in  68,  Herpes  simplex 
in  3 5,  and  measles  in  19.  Of  these  the  only 
one  that  would  be  crucial  and  essential  for 
diagnosis  is  Herpes  simplex,  and  if  there  had 
been  enough  suspicion  of  this  diagnosis, 
cerebral  temporal  horn  biopsy  should  have 
been  done  to  look  for  the  characteristic  in- 
flammatory response.  Of  these  five  causes 
of  viral  encephalitis,  Herpes  simplex  is  the 
only  one  presently  treatable  (with  5-iodo- 
2-deoxy-uridine) . Because  it  is  treatable, 
it  is  a cause  of  disease  which  we  should 
consider. 

I had  a couple  of  other  diagnoses  on  my 
list  that  I should  have  included,  but  I did 
not  consider  them  at  all  likely.  A subop- 
timally  treated  bacterial  meningitis  is  a pos- 
sibility. I believe,  however,  that  she  was 
probably  continued  on  antibacterial  therapy 
after  she  was  hospitalized.  Another  possibil- 
ity is  Reye’s  syndrome4  (encephalopathy 
with  fatty  degeneration  of  the  liver  and 
other  viscera),  which  is  characterized  by 
relatively  normal  cerebrospinal  findings, 
with  a markedly  elevated  SGOT  and  hypo- 
glycemia. None  of  these  was  present  in  this 
patient,  so  by  clinical  definition  she  did 
not  have  Reye’s  syndrome.  If  Dr.  Goodale 
shows  that  she  had  fatty  infiltration 
throughout  every  organ  of  her  body,  we 
will  see  how  wrong  the  clinical  picture  of 
that  disease  can  be.  We  have  nothing  to 
suggest  lead  encephalopathy,  and  the  possi- 
bility of  entero-virus  infection  which  we 
referred  to  earlier  seems  unlikely,  since  this 
patient’s  illness  is  far  more  fulminant  than 
that  generally  seen  with  a Coxsackie  or 
ECHO  virus. 

In  summary,  my  first  diagnosis  is  tuber- 
culous meningitis,  with  other  possibilities  as 
discussed  earlier. 

Pathological  Discussion 

Dr.  Fairfield  Goodale : At  autopsy,  the 
organs  from  the  peritoneal  cavity  and  from 
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the  thoracic  cavity  were  all  grossly  normal. 
However,  microscopically,  there  were  ab- 
normalities in  the  lungs,  in  the  spleen,  and 
also  in  the  liver. 


Similar  granulomas  (although  not  very 
many)  were  found  in  the  spleen  and  liver. 
Thus,  this  patient  had  miliary  tuberculosis 
which  dates  back,  according  to  the  lesions 


Fig.  1.  Pulmonary  granuloma  showing  caseating  center  containing  Langhans-type  giant  cells 
and  epithelioid  histiocytes,  surrounded  by  lymphocytes  and  fibrous  tissue. 


Moderate  numbers  of  scattered  granu- 
lomas were  present  throughout  the  lungs. 
The  oldest  granulomas  had  a good  deal  of 


in  the  lungs,  at  least  three  or  four  weeks. 
We  could  find  no  Ghon  complex,  with  cal- 
cified lymph  nodes  in  the  mediastinum. 


Fig.  2.  Convexity  of  cerebral  hemisphere  with  multiple  small  white  granulomata  in 

sulci  and  over  gyri. 


fibrous  tissue  around  them  in  addition  to  the 
more  central  epithelioid  and  giant  cells 
(Fig.  1 ) , and  are  at  least  three  to  four  weeks 
old.  Acid-fast  organisms  were  present  in 
these  granulomas,  but  stains  for  fungi  were 
negative. 


The  brain  was  the  site  of  the  major  pa- 
thology in  this  child.  On  the  cerebral  cortex 
multiple  small  white  dots  were  visible  in 
the  sulci  and  also  spread  over  the  cortical 
surface,  as  is  typical  for  tuberculosis  (Fig. 
2). 
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The  base  of  the  brain  (Fig.  3)  was  cov- 
ered with  a very  hard,  woody  exudate.  In- 
deed, it  was  so  firm  and  so  densely  adherent 
that  the  possibility  of  a tumor  was  raised 
when  the  brain  was  first  seen. 


Fig.  3.  Base  of  brain  with  hard,  woody  exudate 
simulating  tumor. 


A coronal  section  of  midbrain  showed  it 
to  be  surrounded  by  exudate  which  ob- 
structed the  aqueduct  of  Sylvius,  causing 
mild  hydrocephalus.  Microscopic  sections 
of  the  brain  showed  a meningoencephalitis 
characteristic  of  tuberculosis,  with  caseating 
granulomas  in  the  meninges  and  also  several 
millimeters  within  the  cortex. 

Sections  also  showed  a tuberculous  type 
of  arteritis  with  the  lumina  of  many  ar- 
terioles virtually  occluded  by  granulation 
tissue  and  organizing  thrombus.  Around 
the  vessels  were  caseating  tubercles.  On 
acid-fast  stain  the  granulomas  teemed  with 
organisms. 

The  changing  picture  of  meningitis  in 
infancy  and  childhood  can  be  illustrated  by 
comparing  several  large  series  of  cases  re- 
ported before  the  antibiotic  era  and  in  more 
recent  times.  In  1932,  Ward’  reported  184 
cases  of  meningitis  in  patients  under  two 
. years  of  age  seen  at  the  Boston  Children’s 
Hospital — tuberculosis  was  the  most  com- 
mon etiology  (32%),  followed  closely  by 
meningococcal  meningitis  (31%),  with 
s-  most  of  the  other  cases  caused  by  H.  influ- 
enza, D.  pneumoniae,  and  Streptococci. 


Early  in  the  antibiotic  era,  among  3 84  cases 
of  meningitis  in  children  seen  in  Los  An- 
geles from  1944  to  195  3 (reported  by 
Smith0),  only  14.3%  were  attributed  to 
tuberculosis.  The  most  common  organisms 
in  this  series  were  H.  influenza  (27.6%) 
and  N.  meningitidis  (18.7%),  and  23.7% 
were  listed  as  "unknown”.  Forty  of  the  5 5 
tuberculous  cases  were  fatal,  as  contrasted 
with  only  79  fatal  cases  among  the  other 
329  in  the  series.  Our  own  experience  at 
the  Medical  College  of  Virginia  in  recent 
years  has  been  summarized  by  Drs.  Allison 
and  Dalton.'  Among  151  cases  of  menin- 
gitis seen  between  1961  and  1965  in  children 
from  four  months  to  three  years  of  age, 
46%  were  due  to  H.  influenza,  10%  D. 
pneumoniae,  10%  N.  meningitidis,  and  only 
3.5%  M.  tuberculosis;  in  27%  the  etiologic 
agent  was  not  identifiable.  In  512  cases  in- 
volving patients  of  all  ages  in  the  same  time 
period,  the  largest  number  (148)  were 
aseptic,  but  when  a known  bacterial  agent 
was  involved  (245  cases)  the  results  were 
similar  to  those  in  the  pediatric  age  group: 
88  cases  due  to  H.  influenza,  54  to  D.  pneu- 
moniae, 40  to  N.  meningitidis,  19  to  M. 
tuberculosis  and  54  to  other  known  agents. 
In  82  cases,  an  unknown  bacterial  agent 
was  involved.  The  mortality  rate  was  high- 
est in  Pneumococcal  meningitis  (15  of  54 
cases) , and  lowest  in  the  aseptic  (one  of 
148)  and  Meningococcal  (zero  of  40)  cases 
— the  other  etiologic  agents  were  interme- 
diate in  their  lethality,  including  the  tuber- 
culous cases  (two  of  19). 

So  in  summary  then,  this  child  has  miliary 
tuberculosis  involving  the  lungs,  liver,  spleen 
and  brain.  The  process  almost  certainly 
started  in  the  lung,  as  evidenced  microscop- 
ically by  the  older  lesions  there.  Miliary 
granulomas  formed  in  the  cerebral  cortex 
and  when  one  or  several  of  these  ruptured, 
tuberculous  organisms  were  released,  with 
the  subsequent  development  of  a diffuse 
meningitis. 

Dr.  Moon:  Thank  you,  Dr.  Goodale.  Are 
there  any  comments  or  questions? 
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Dr.  David  Draper:  The  only  comments 
I would  make — from  1965  to  1970,  I have 
had  the  opportunity  of  reviewing  most  of 
the  deaths  on  the  Pediatric  Service,  and  it 
seems  to  me  that  we  have  had  approximately 
one  infant  a year  since  1965  who  had  died 
from  a tuberculous  meningitis  whose  pre- 
senting course  was  not  dissimilar  to  that 
described  here — an  infant  who  had  been 
mildly  sick  with  cough  and  unexplained 
fever,  who  had  been  seen  on  several  occa- 
sions by  a physician,  and  then  would  arrive 
in  the  hospital  after  three  or  four  weeks  in 
a condition  such  as  this.  Also  of  interest, 
in  most  of  these  cases,  we  do  not  have  the 
typical  appearance  of  miliary  tuberculosis 
in  the  lungs.  In  three  of  the  children  that 
I have  reviewed,  the  chest  x-rays  initially 
have  been  almost  universally  read  as  nega- 
tive. Also,  if  a tuberculin  test  had  been 
done  on  this  child  discussed  today,  the  rapid 
onset  and  severity  of  this  course  probably 
would  have  resulted  in  a negative  tuberculin 
test,  as  is  frequent  in  overwhelming  disease. 
I think  that  Dr.  Utz  has  alluded  to  this 
in  stating  the  necessity  for  tuberculin-test- 
ing the  whole  family.  We  try  to  stress  to 
the  housestaff  that  in  children  like  this,  you 
have  to  cover  them  with  INH  and  Strepto- 
mycin or  PAS  or  one  of  the  other  antitu- 
berculous medications.  I don’t  know  why 
this  particular  child  did  not  receive  that 
treatment. 

Dr.  Steven  G.  Silverberg:  I noticed  in  the 
table  that  Dr.  Goodale  showed  that  only 
two  of  the  19  cases  of  tuberculosis  meningi- 
tis that  we  saw  from  1961  through  1965 
were  fatal,  so  that  one  could  say  that  the 
results  overall  are  good  and  this  case  repre- 
sents one  of  the  unfortunate  few. 

I was  wondering  if  Dr.  Utz  or  Dr.  Goo- 
dale might  comment:  in  this  particular  case, 
how  late  might  therapy  have  been  started 
with  a good  result,  with  survival,  and  if  the 
patient  did  survive,  then  what  would  the 
chance  be  of  post-treatment  neurological 
sequelae? 


Dr.  Utz:  We  have  someone  down  in  the 
front  row  who  knows  a lot  more  about  TB 
than  I do. 

Dr.  Donald  Brummer:  Obviously,  the 
later  the  treatment  is  started,  and  the  more 
damage  that  is  present  at  the  time  treatment 
is  started,  the  less  is  salvaged.  The  majority 
of  children  who  are  treated  who  survive 
when  treatment  is  started  late,  recover  very 
little  neurologic  function  over  the  rest  of 
their  lives.  In  this  particular  case,  having 
seen  the  pathology,  I would  think  this  child 
would  not  have  been  a salvagable  had  treat- 
ment been  given  to  her  with  that  enormous, 
very  dense,  woody  fibrosis  almost  at  the  base 
of  the  brain  with  everything  trapped  in  it, 
plus  the  encephalitic  portion  with  the  small 
blood  vessel  cuffing. 

Dr.  Goodale:  Dr.  Dalton  told  me  yester- 
day that  in  the  five  years  which  have  elapsed 
since  his  series  was  published,  there  have 
been  a total  of  10  patients  of  all  ages  with 
tuberculous  meningitis,  which  is  about  half 
the  number  appearing  during  the  previous 
five-year  period.  Do  you  think  this  is  be- 
cause the  sanitorium  was  moved  away  from 
here  or  is  this  because  of  the  efficacy  of 
treatment? 

Dr.  Draper:  I couldn’t  really  explain  it. 
Certainly  this  is  one  area  in  the  country 
where  there  is  a fairly  high  incidence  of 
tuberculosis.  But  this  may  be  due  to  better 
diagnostic  evaluation  — more  tuberculin 
testing,  closer  follow-up  between  Dr.  Brum- 
mer and  Dr.  Kendrick  and  this  type  of 
thing — so  that  hopefully  more  tuberculin- 
positive  patients  are  being  treated  early, 
thereby  removing  more  potential  sources  of 
infection.  The  child  who  is  under  two  years 
of  age  is  certainly  the  most  susceptible  to 
tuberculous  meningitis,  and  I would  imagine 
that  many  of  these  patients  who  have  had 
it  have  been  under  the  age  of  two. 

Dr.  Goodale:  Of  the  19  patients  in  the 
’61  to  ’65  series,  five  were  under  three  years 
of  age  and  the  rest  were  adults. 
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Dr.  Draper:  As  far  as  the  outcome,  I 
would  agree  with  Dr.  Brummer  that  it  is 
a terrible  disease.  I think  that  if  it  is  not 
fatal,  the  incidence  of  neurological  sequelae 
is  in  the  range  of  80-90%. 

Dr.  Silverberg:  I would  like  to  ask  Dr. 
Brummer  how  infectious  would  a child  like 
this  have  been  to  other  members  of  her  fam- 
ily and  to  others  who  had  casual  contact? 

Dr.  Brummer:  I think  this  child  herself 
is  absolutely  non-infectious  to  the  other 
members  of  her  family.  She  got  it  either 
from  someone  in  the  family  or  a babysitter, 
nurse-maid,  gardener,  or  somebody. 

Dr.  Cary  Suter:  I would  think  that  you 
are  giving  a little  dismal  picture  of  the  treat- 
ment of  tuberculous  meningitis.  I agree  that 
in  this  case  the  disease  was  far  advanced 
when  first  seen  here.  But  a child  presenting 
to  the  practitioner  with  nausea,  vomiting, 
and  lethargy  was  already  a cerebral  suspect, 
and  I think  if  treatment  had  been  started 
that  day,  you  wouldn’t  have  had  this  much 
residual.  We  have  certainly  seen  a number 
of  children  walk  away  perfectly  normal 
from  TB  meningitis  which  was  found  and 
treated  early. 

Dr.  William  Rosenblum:  In  the  litera- 
ture in  the  1930s,  it  is  stated  that  tubercu- 
lous meningitis  in  children  was  very  often 
caused  by  a bovine  variety  of  the  tubercle 
bacillus,  and  I am  wondering  if  this  has  any 
relevance  to  today  in  general,  or  to  this 
geographic  area  in  particular. 

Dr.  Brummer:  There  is  to  all  intents  and 
purposes  no  bovine  tuberculosis  in  the  State 
of  Virginia.  There  was  some  in  West  Vir- 
ginia for  those  of  you  who  were  raised  on 
farms  where  they  had  cows,  didn’t  sell  the 


milk  but  drank  it,  and  where  it  was  not  pas- 
teurized and  the  cattle  were  not  skin-tested. 

On  going  back  and  rechecking  some  of 
the  old  cultures  that  were  thought  to  be 
bovine — even  from  those  cases  with  the 
classical  pathologic  picture  of  bovine  tuber- 
culosis, with  extensive  bone  and  lymph  node 
involvement — a number  of  them  have  been 
found  not  to  have  been  bovine.  Some  of 
them  were  atypical  and  some  were  human 
which  just  happened  to  kill  rabbits.  It  is  less 
of  a problem  than  we  thought  it  was  and  it 
is  a non-existent  problem  today  in  most  civ- 
ilized parts  of  the  world. 

Dr.  Moon:  Thank  you  for  that  kind 
comment.  I think  that  will  be  all. 
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Evaluation  and  Comparison  of  Serologi- 
cal Procedures  for  Hepatitis-Associ- 
ated Antigen  (HAA) 

At  the  Medical  College  of  Virginia,  the 
immunodiffusion  (ID)  and  the  comple- 
ment fixation  (CF)  procedures  were  first 
used  for  screening  of  blood  donors  and  pa- 
tient diagnosis  of  viral  hepatitis,  respectively. 
The  low  sensitivity  of  the  ID  for  screening 
of  blood  donors  led  us  to  search  for  a new 
method  which  could  offer  the  same  practical 
advantages  but  with  higher  sensitivity  as 
well  as  providing  faster  results.  Counter- 
electrophoresis (CEP)  was  thus  chosen  and 
the  results  obtained  from  its  evaluation  and 
comparison  with  the  ID  and  CF  techniques 
are  hereby  reported. 

Relationships  between  CF  titers  of  hepa- 
titis-associated antigen  (HAA)  and  reac- 
tions of  300  sera  in  ID  and  CEP  tests  are 
shown  in  Table  I.  Of  the  300  sera  tested, 

Table  I 

Relationships  Between  Complement  Fixation  (CF)  Titers 
of  Hepatitis-Associated  Antigen  (HAA)  and  Reactions 
of  300  Sera  in  Immunodiffusion  (ID)  and  Counter- 
electrophoresis (CEP)  Tests 


CF  Titer  of  Total  No.  of  Sera  No.  of  Sera  Positive 

Au  Antigen  CEP  ID 

(22.3%  positive)  (12%  of 

total) 

( 10.6%  of  total) 


<1:2 

233 

0 

0 

1:2-1 :8 

19 

0 

0 

1:16-1:32 

12 

2 

0 

1:64-1:128 

16 

14 

12 

1:256-1:2048 

14 

14 

14 

1 :4096-l  :1 6384 

6 

6 

6 

22.3  per  cent  were  positive  by  CF,  whereas 
12  and  10.6  per  cent  were  positive  by  CEP 
and  ID  procedures,  respectively.  The  lowest 


MARIO  R.  ESCOBAR,  Ph.D. 

HARRY  P.  DALTON,  Ph.D. 

MARVIN  J.  ALLISON,  Ph.D. 

Richmond,  Virginia 

titer  detected  by  CEP  was  1:16  while  ID 
failed  to  detect  titers  lower  than  1:64. 

The  sensitivity  of  ID  in  this  study  was 
somewhat  higher  than  that  obtained  by  other 
workers,  probably  due  to  certain  factors 
found  by  Schmidt  and  Lennette  to  affect  the 
sensitivity  of  this  test,  such  as  the  titer  of 
the  antiserum  as  well  as  the  placement  of 
sera  adjacent  to  wells  containing  positive 
reagents. 

In  1969,  Shulman  and  Barker,  and  Purcell 
et  al.  found,  by  measurement  of  anticomple- 
mentary (AC)  activity,  that  Australia 
antigen  immune  complexes  are  present  in 
sera  of  patients  with  acute  viral  hepatitis 
and  may  be  of  diagnostic  significance.  This 
observation  was  confirmed  by  electronmi- 
croscopy  in  the  same  year  by  Almeida  and 
Waterson  who  observed  particles  of  Aus- 
tralia antigen  covered  by  antibody.  More 
recently,  Brzosko  et  al.  also  confirmed  the 
existence  of  immune  complexes  in  the  sera 
of  a high  percentage  of  patients  with  either 
acute  or  chronic  hepatitis.  The  results  re- 
cently reported  by  Schmidt  and  Lennette 
do  not  seem  to  confirm  these  findings  in- 
dicating that  AC  activity  in  titers  of  less 
than  1:8  can  be  detected  in  up  to  12  per 
cent  of  health  individuals. 

The  AC  activity  of  121  sera  appears  in 
Table  II,  revealing  12.4  per  cent  having  AC 
titers  under  1:8,  which  may  not  be  signifi- 
cant. However,  4.1  per  cent  had  titers  of 
1:8  to  1:32  and  3.3  per  cent  were  in  the 
1:64  to  1:256  range.  Two  sera  or  1.6  per 
cent  had  titers  between  1:512  and  1:8192 
and  one  serum  or  0.8  per  cent  had  a titer 
above  1:8192. 

It  is  possible  that  the  time  of  collection  of 
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specimens  during  the  course  of  the  disease, 
the  degree  of  AC  activity,  and  the  types  of 
patients  under  investigation  might  have  ac- 
counted for  the  apparent  differences  ob- 
served. The  present  study  has  provided 
results  on  AC  activity  otherwise  comparable 
with  those  of  Schmidt  and  Lennette;  that  is, 
the  AC  titers  were  found  in  only  a very  low 
percentage  of  cases. 

Relationships  of  HAA  with  other  sero- 
logical tests  used  for  the  laboratory  diagnosis 
of  diseases  somewhat  related  to  viral  hepa- 
titis in  terms  of  mechanisms  of  pathogenesis 
and  also  to  determine  the  specificity  of  the 
serological  procedures  for  detection  of  HAA 

Table  II 


Anticomplementary  (AC)  Activity  of  121  Sera  Tested 
by  the  Complement  Fixation  (CF)  Test 


AC  Titer 

No.  of  Sera 

Per  Cent  of  AC  Activity 

0 

94 

77.8 

<1:8 

15 

12.4 

1:8-1:32 

5 

4.1 

1 :64-l  :256 

4 

3.3 

1:512-1:8192 

2 

1.6 

> 8192 

1 

0.8 

are  under  study  at  this  time  and  will  be 
reported  later. 

In  summary,  this  study  demonstrates  the 
usefulness  of  the  CEP  method  for  routine 
screening  of  blood  donors  where  test  results 
are  needed  rapidly.  The  ID  technique  may 
be  helpful  if  test  results  are  not  required 
quickly,  and  it  could  be  utilized  for  con- 
firmatory tests  in  reference  laboratories.  The 
CF  procedure  should  also  serve  as  a refer- 
ence test  or  may  be  used  routinely  in  the 
diagnostic  virus  laboratory  where  quantita- 
tion is  essential. 

It  is  important  to  emphasize  that  routine 
HAA  testing  of  blood  donors  is  not  the  final 
and  complete  solution  to  the  hepatitis  prob- 
lem. Certainly,  it  is  good  medical  practice 
to  identify,  by  any  practical  means,  prospec- 
tive donors  whose  blood  may  transmit  hepa- 
titis to  a patient  and  to  disqualify  them  as 
donors.  Currently,  even  in  the  best  of  hands, 
the  most  sensitive  test  identifies  only  a por- 
tion of  such  individuals. 

Division  of  Clinical  Pathology 
Medical  College  of  Virginia 
Health  Sciences  Division 
Virginia  Commonwealth  University 
Richmond,  Virginia 


Clinical  Center  Study  of  Patients  with  Chronic  Diarrhea 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  for  the  study  of 
chronic  diarrhea  being  conducted  by  the 
National  Heart  and  Lung  Institute’s  Ex- 
perimental Therapeutics  Branch  at  the  Clin- 
ical Center,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Patients  with  chronic  diarrhea  due  to 
regional  enteritis,  nontropical  sprue,  short 
bowel  syndrome  or  dumping  syndrome  with 
hypermotility  are  needed  for  this  study.  Pa- 
tients requiring  steroids  are  not  suitable. 
Selected  patients  will  be  admitted  for  evalu- 
ation and  treatment  with  either  standard  or 
experimental  agents. 


Upon  completion  of  their  studies,  patients 
will  be  returned  to  the  care  of  the  referring 
physician,  who  will  receive  a summary  of 
findings  and  any  recommendations. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these 
studies  may  write  or  telephone:  Harry  R. 
Reiser,  M.D.,  Clinical  Center,  Room  7N- 
2 56,  National  Institutes  of  Health,  Bethes- 
da, Maryland  20014.  Area  Code  301-496- 
2044  or  2452. 

Hein  Besselaar,  M.D.,  Area  Code  202-331- 
6369  (a.m.),  Area  Code  301-496-5377 

(p.m.) 
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Public  Health 


Television  and  Radio  Informational  Se- 
ries on  Maternal  Health 

Some  women,  for  a variety  of  reasons, 
neglect  to  seek  or  accept  early,  continuous 
and  adequate  maternity  care.  The  term 
"maternity  care”  is  not  limited  to  any  one 
phase  of  the  maternity  cycle.  It  includes 
prenatal,  delivery,  postpartum  and  family 
planning  services. 

A review  of  the  literature  indicates  a dis- 
concerting percentage  of  parturients  present 
at  the  hospital  for  delivery  without  having 
had  any  prenatal  care.  A much  larger  per- 
centage has  gone  through  the  formality  of 
one  or  more  prenatal  visits  and  neglected 
to  follow  through  or  to  be  persistent  in  con- 
tinuing prophylactic  therapy.  A still  much 
higher  percentage  of  postpartum  patients 
do  not  return  to  the  physician  for  a post- 
partum follow-up  or  examination. 

The  Committee  on  Maternal  Health  of 
The  Medical  Society  of  Virginia  and  the 
Bureau  of  Maternal  Health  of  the  State 
Health  Department,  which  carries  the  par- 
ticular responsibility  for  this  portion  of  the 
public  health  program,  has  been  concerned 
about  this  problem.  If  all  pregnant  women 
would  avail  themselves  of  presently  offered 
services,  both  private  and  public,  in  mater- 
nity care,  the  very  low  maternal  death  rate 
in  Virginia  could  be  reduced  by  another 
50%. 

A review  of  statistics  from  the  Maternal 
Death  Study  in  Virginia  reveals  that  thirty 
consecutive  maternal  deaths  during  the  past 
four  years  have  been  classified  by  the  Mater- 
nal Health  Committee  as  having  had  inade- 
quate prenatal  care.  This  particular  type 
of  inadequacy,  based  upon  the  number  of 
prenatal  visits  made  to  the  physician’s  office 
or  clinic,  is  obviously  patient  responsibility. 


MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 

Additionally,  there  were  ten  deaths  from 
documented  criminal  abortions  from  1968 
through  1970.  This  number  was  12%%  of 
total  cases  studied  by  the  Committee  on 
Maternal  Health.  Since  the  27th  of  June, 
1970,  when  the  Virginia  Abortion  Law  be- 
came operative,  there  have  been  two  deaths 
from  criminal  abortions.  This  is  .054%  of 
the  total  deaths  in  1970. 

Feeling  that  part  of  the  reason  for  the 
pregnant  patient’s  actions  and  inactions 
with  resulting  poor  statistics  is  due  to  lack 
of  knowledge  and  realization  of  the  impor- 
tance of  prophylactic  preventive  care,  the 
State  Health  Department  decided  to  try  to 
improve  the  situation.  One  obvious  approach 
was  education — through  the  mass  media.  It 
was  recognized  what  a powerful  force  the 
mass  media  are  in  the  lives  of  the  citizens, 
and  that  representatives  of  the  media  are 
very  cooperative  with  public  service  agen- 
cies. 

In  June  of  1970,  the  State  Health  De- 
partment proposed  to  the  Council  of  The 
Medical  Society  of  Virginia  and  to  the  Old 
Dominion  Medical  Society  a continuing 
educational  series  on  the  need  for  maternal 
care  to  be  presented  on  TV  and  radio 
throughout  the  State.  This  proposal  was 
illustrated  with  one  episode  as  an  example 
of  the  type  of  content  and  the  method  of 
presentation  proposed.  The  suggestion  re- 
ceived the  immediate  and  whole-hearted 
support  of  both  Medical  Societies.  Accord- 
ingly, the  Health  Department  proceeded 
with  the  development  of  the  first  group  of 
programs  in  this  series.  Each  episode  is  being 
color-filmed  and  will  be  of  one  minute  dura- 
tion or  less. 

There  will  be  presentations  on  the  need 
for  seeking  physician  care  immediately  when 
a woman  thinks  she  may  be  pregnant, 
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graphic  explanations  of  the  various  areas 
wherein  such  care  may  be  provided,  proper 
nutrition,  exercise,  rest,  what  to  expect 
when  receiving  physician  care,  and  how  to 
prepare  for  hospitalization.  Also,  some  views 
of  various  areas  within  the  hospital  with 
which  the  patient  will  be  associated,  the 
why  and  the  need  of  postpartum  care  and 
the  various  circumstances  and  situations  in 
which  family  planning  may  be  indicated,  as 
well  as  the  availability  of  these  services  are 
other  areas  to  be  covered  in  these  presen- 
tations. 

The  script  for  the  TV  programs  is  readily 
adapted  for  radio  and  press.  Additionally,  it 
is  hoped  that  billboards  will  be  utilized  in 
this  continuing  campaign. 


Representatives  — a committee  — from 
The  Medical  Society  of  Virginia,  Old  Do- 
minion Medical  Society,  the  State  Health 
Department  and  the  producer  will  continue 
to  review  and  approve  whatever  material  is 
prepared  for  these  programs. 

It  is  our  belief  that  the  program,  planned 
as  a continuing  public  education  project 
will  achieve  excellent  results  in  stimulating 
interest  in  and  knowledge  of  the  maternity 
state  and  the  need  for  early,  continuous  and 
excellent  care  throughout  the  cycle. 

We  believe  it  is  a self  evident  fact  that 
the  healthier  the  mother,  the  healthier  her 
baby  and,  therefore,  fewer  problems  will 
arise  during  the  life  of  the  new  citizen.  This 
will  result  in  more  happiness,  less  disability, 
less  burden,  and  more  freedom  for  all  of  us. 


Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 


July 

Jan.- 

July 

July 

Jan.- 

Juiy 

1971 

1971 

1970 

1970 

Brucellosis 

2 

14 

— 

21 

Diphtheria 

— 

— 

— 

— 

Hepatitis 

228 

916 

203 

722 

Meningitis  (Aseptic) 

8 

21 

19 

22 

Meningococcal  Infections 

8 

30 

4 

35 

Poliomyelitis 

— 

— 

— 

— 

Rocky  Mt.  Spotted  Fever 

6 

15 

14 

36 

Rubella 

. 31 

193 

27 

675 

Rubeola 

— 356 

1,506 

101 

1,953 

Tularemia  _ 

2 

8 

4 

4 

Typhoid  Fever 

1 

3 

— 

2 

Rabies  in  animals 

1 

61 

12 

170 

Venereal  Disease 

Syphilis 

. 173 

1,203 

126 

808 

Gonorrhea 

1.511 

8,509 

1,394 

7,888 

Other 

2 

22 

3 

15 
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Medicare  (Part  B) .... 


Medicare — Provider  Based  Physicians 

For  medicare  to  make  reimbursement  on 
provider  based  physician’s  bills  it  is  neces- 
sary to  distinguish  between  the  physician’s 
professional  component  and  the  provider’s 
component.  Physicians  are  considered  pro- 
vider based  when  they  have  a financial  ar- 
rangement under  which  they  receive  income 
through  a hospital,  extended  care  facility, 
home  health  agency,  clinic,  rehabilitation 
agency,  or  public  health  agency. 

Therefore,  it  is  necessary  that  the  provider 
and  provider  based  physician  agree  on  the 
allocation  of  compensation  received  by  the 
physician  based  on  the  time  spent  in  activity 
relating  to  direct  individual  patient  care 
(the  professional  component)  as  compared 
to  total  time.  This  information  must  be 
furnished  to  the  provider’s  intermediary  in 
writing;  should  be  signed  by  the  provider 
and  the  physician;  and  be  in  sufficient  detail 
to  permit  the  necessary  determination  of  the 
professional  and  provider  components. 

The  provider’s  Part  A Intermediary  is 
responsible  for  obtaining  detailed  informa- 
tion on  the  financial  and  billing  arrange- 
ment between  each  provider  and  its  provider 
based  physician  and  for  communicating  this 
information  to  the  Part  B carrier  so  that 
payment  determination  may  be  made. 

In  all  situations  where  provider  based 
direct  physician  services  are  billed  on  SSA 
forms  1 5 54  or  1490,  the  Part  B carrier  de- 
termines the  reimbursable  amount.  In  es- 
tablishing the  provider  based  physician’s 
customary  charge  the  remuneration  he  re- 
ceives through  a provider  is  a factor  to  be 
considered.  When  the  physician’s  charges 
have  not  been  separately  identified  by  the 
provider  a schedule  of  charges  will  need  to  be 
developed  based  on  the  physician’s  profes- 
sional component  and  will  form  the  basis 
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for  the  establishment  of  the  customary 
charge.  Such  schedule  of  charges  must  be 
designed  to  yield,  in  the  aggregate,  an 
amount  closely  equal  to  that  portion  of  the 
physician’s  total  income  derived  from  direct 
medical  services  to  individual  patients.  How- 
ever, where  a provider  has  customarily  iden- 
tified a physician’s  charge  separately  from 
the  provider’s  charge,  the  charges  thus  es- 
tablished are  considered  the  physician’s  cus- 
tomary charge  and  his  remuneration  is  not 
a factor. 

The  Part  A Intermediary  and  the  Part  B 
carrier  will  need  to  know: 

1.  The  contents  of  agreements  between 
provider  based  physicians  and  pro- 
viders. (Copies  of  agreements,  con- 
tracts, etc.  should  be  furnished) 

2.  The  billing  methods  selected  by  the 
physician  will  be  needed  in  all  situa- 
tions where  physicians  have  a finan- 
cial arrangement  with  a provider, 
whether  or  not  they  bill  indepen- 
dently. 

3.  Information  on  leased  arrangements 
will  need  to  be  determined  and  fur- 
nished. 

Medicare  is  engaged  in  an  effort  to  update 
information  on  provider  based  physicians 
to  assure  that  proper  reimbursement  is 
made.  Your  cooperation  in  furnishing  in- 
formation requested  by  the  Part  A Inter- 
mediary and  the  Part  B carrier  is  solicited. 

Should  you  care  to  examine  the  full  text 
of  the  instructions  pertaining  to  reimburse- 
ment for  Provider  Based  Physicians  your 
attention  is  invited  to  Section  68  50  in  the 
Part  B Intermediary  Manual  available  for 
inspection  in  your  local  Social  Security  Dis- 
trict Office. 
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PRELIMINARY 

PROGRAM 


124th  Meeting 

The  Medical  Society  of  Virginia 


Marriott  Twin  Bridges  Motor  Hotel 
Arlington,  Virginia 
October  14-17, 1971 


anwa-MBti 


Preliminary  Program 


124th  Meeting 

The  Medical  Society  of  Virginia 

Marriott  Twin  Bridges  Motor  Hotel 
Arlington,  Virginia 
October  14-17,  1971 


THURSDAY,  OCTOBER  14 

10:00  A.M. 

COUNCIL 
South  Room 


2:00  P.M. 

HOUSE  OF  DELEGATES 
Persian  Room  #1 


SPECIAL  EVENTS 

THURSDAY,  OCTOBER  14 

VaMPAC 

6:00  P.M. — Reception  (Persian  Room) 

7:30  P.M. — Banquet  (Persian  Room) 

THE  PROGRAM  COMMITTEE 

The  Program  Committee  is  making  a concerted 
effort  to  upgrade  the  quality  of  the  scientific  portion 
of  the  Annual  Meeting.  1970  saw  the  first  tangible 
evidence  of  this.  However,  the  1971  Meeting  prom- 
ises to  be  the  best  in  the  Society’s  history.  The  mem- 
bership is  urged  to  attend  and  submit  its  comments, 
criticisms  and  recommendations  in  order  that  further 
improvements  can  be  made. 

T.  Winston  Gouldin,  M.D. 

Program  Chairman 

GENERAL  INFORMATION 

BREAKFAST  ROUNDTABLES:  Three  round- 
tables will  be  sponsored  on  Friday  and  Saturday 
mornings.  They  will  begin  at  7 :30  A.M.  and  each 
table  will  accommodate  nine  participants  in  addition 
to  the  speaker.  Tickets  will  be  sold — based  on  ad- 
vance registration.  The  Sky  Room  has  been  re- 
served for  this  purpose. 


MOTION  PICTURES:  Selected  films  will  be 
shown  in  the  Terrace  Room  on  Friday  and  Satur- 
day at  8:00  A.M.-9 :00  A.M.  and  3:30  P.M.- 
5:00  P.M. 

FRIDAY  MORNING,  OCTOBER  15 
9:00  A.M. 

Section  “A” — Chesapeake  Room 

Welcome  and  Preliminary  Announcements — Gerald 
J.  Fisher,  M.D..  Chairman,  Committee  on  Ar- 
rangements. 

Memorial  Service 

SCIENTIFIC  PROGRAM 

Harry  C.  Kuykendall,  M.D.,  Alexandria,  Presiding 

Symposium  on  Disturbed  Child — Sponsored  by 
Virginia  Pediatric  Society  and  Neuropsychiatric 
Society  of  Virginia 

9:00  A.M. — Serious  Psychiatric  Syndromes 
in  Childhood — James  G.  Kavanaugh,  Jr., 
M.D.,  Charlottesville 

9:20  A.M. — School  Phobia — Guest  Speaker 
— Belinda  C.  Straight,  M.D.,  Washington, 
D.C. 

9:40  A.M. — Minimal  Brain  Syndrome  and 
Learning  Disabilities  in  Childhood — 
William  M.  Lordi,  M.D.,  Richmond 
10:00  A.M. — Panel  Discussion.  The  three  speak- 
ers will  receive  questions  from  the  floor. 

10:30  A.M. — Refreshments  in  the  Exhibit  Hall. 


Symposium  on  Latest  Developments  in  Im- 
munizations— Sponsored  by  The  Virginia  Pe- 
diatric Society  and  Virginia  Academy  of  General 
Practice 
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11:00  A.M. — Potential  for  Immunization 
Against  Respiratory  Tract  Illness — 
Guest  Speaker — Robert  Parrott,  M.D.,  Med- 
ical Director,  Children’s  Hospital,  Washing- 
ton, D.C. 

11:20  A.M. — Current  Status  of  Immuni- 
zation Against  the  Common  Children's 
Diseases — Guest  Speaker — Harry  M.  Mey- 
er, M.D.„  Chief,  LVI,  Division  of  Biological 
Standards,  National  Institute  of  Health, 
Bethesda,  Md. 

11:40  A.M. — The  Scientific  Basis  for  Mod- 
ern Immunization  Practice— Guest 
Speaker — Russell  Steele,  M.D.,  Fellow  in 
Pediatric  Immunology,  Georgetown  Univer- 
sity,. Washington,  D.C. 

12:00  Noon— Panel  Discussion. 

12:30  P.M.— Recess. 


9:00  A.M. 

Section  “B” — Persian  Room  #1 

George  F.  Miller,  Jr.,  M.D.,  Alexandria,  Presiding. 

Current  Concepts  of  Treatment  of  Breast 
Cancer — J.  Shelton  Horsley,  III,  M.D.,  Char- 
lottesville, Moderator. 

9:00  A.M. — Radical  Surgery — Walter  Law- 
rence, Jr.,  M.D.,  Richmond 
9:20  A.M. —Radiation  Therapy — William 
C.  Constable,  M.D.,  Charlottesville 
9:40  A.M. — Hormones  and  Chemotherapy 
— Leroy  F.  Smith,  Jr.,  M.D.,  Alexandria 
10:00  A.M. — Reconstructive  Surgery — 
Charles  E.  Horton,  M.D.,  Norfolk. 

10:20  A.M. — Panel  Discussion.  The  four  speak- 
ers will  receive  questions  from  the  floor. 


10:30  A.M. —Refreshments  in  the  Exhibit  Hall. 


Symposium  on  High  Risk  Pregnancy— Spon- 
sored by  Virginia  Obstetrical  and  Gynecological 
Society 

11  :00  A.M. — High  Risk  Care  and  Problems 
Associated  with  Younger  Patients  on 
Drugs — Guest  Speaker — Cheston  M.  Berlin, 
M.D.,  Dept,  of  Pediatrics,  Hershey  Medical 
Center,.  Hershey,  Penn. 

1 1 :20  A.M. — Fetal  Monitoring  in  My  Hos- 
pital— S.  Ed  Davis,  III,  M.D.,  Richmond 


1 1 :40  A.M. — Detection  of  Pre-Natal  Ab- 
normalities— Guest  Speaker — Cecil  B.  Ja- 
cobson, M.D.,  George  Washington  Univer- 
sity Clinic,  Washington,  D.C. 

12:00  Noon — Panel  Discussion.  The  three  speak- 
ers will  receive  questions  from  the  floor. 

12:30  P.M. — Recess. 


FRIDAY  AFTERNOON,  OCTOBER  15 
2:00  P.M. 

Section  “A” — Chesapeake  Room 

Harold  I.  Nemuth,  M.D.,  Richmond,  Presiding. 

Symposium  on  Genetics — 

2:00  P.M. — Genetic  Aspects  of  Connec- 
tive Tissue  Disorders — Guest  Speaker — 
Victor  A.  McKusick,  M.D.,  Professor  of 
Medicine,  The  Johns  Hopkins  Hospital,  Bal- 
timore, Md. 

2:20  P.M. — Genetic  Counseling  in  Sickle 
Cell  Anemia — Invited  Speaker — Robert  B. 
Scott,  M.D.,  Dept,  of  Hematology,.  Medical 
College  of  Virginia,  Richmond. 

2:40  P.M.  — Genetic  Consequences  of 
Drug  Abuse — Guest  Speaker — Cecil  B.  Ja- 
cobson, M.D.,  George  Washington  LTniver- 
sity  Clinic,  Washington,  D.C. 

3:00  P.M. — General  Discussion. 

3:15  P.M. — Adjourn. 

2:00  P.M. 

Section  “B” — Persian  Room  #1 

William  D.  Liddle,  Jr.,  M.D.,  Fredericksburg,  Pre- 
siding. 

2:00  P.M. — New  Developments  in  the 
Treatment  of  Those  Suffering  from  Ad- 
diction to  Alcohol  and  Other  Drugs — 
Ebbe  Curtis  Hoff,  M.D.,  Richmond. 

During  the  past  year  or  more  there  has  been  detailed 
discussion,  planning,  and  action  for  the  rehabilitation 
of  alcohol  and  those  suffering  from  other  drug  prob- 
lems in  the  State  of  Virginia.  These  problems  call  for 
concerted  planning  at  many  levels  of  concern.  The 
newer  drug  programs,  particularly  for  young  people, 
can  radiate  out  in  a helpful  way  more  specifically  to 
the  problems  of  the  alcoholic.  The  over-all  drug  prob- 
lem in  Virginia  involves  concern  for  public  action, 
helping  with  families,  therapeutic  modalities,  collabora- 
tion with  educators  and  law  enforcement  agencies  and 
the  news  media. 
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2:15  P.M. — The  Physician's  Role  in  the 
Prevention  of  Pathological  Grief — Vamik 
D.  Volkan,  M.D.,  Charlottesville. 

This  paper  is  derived  from  an  extended  study  (1966- 
1971)  of  patients  whose  problems  dated  from  the  death 
of  a loved/hated  intimate.  Mourning  is  like  a wound 
which  time  will  heal,  but  the  grieving  process  can 
become  complicated  and  hence  pathological,  just  as  a 
wound  can  become  infected.  This  report  describes  signs 
by  which  the  physician  can  identify  pathology  in  the 
initial  reaction  to  death,  and  recognize  established 
pathological  reactions  to  death  which  become  evident 
only  six  months  to  a year  after  loss.  Suggestions  for 
appropriate  help  the  family  physician  can  obtain  for 
the  pathological  mourner  are  outlined. 

2:30  P.M. — Observations  on  the  Establish- 
ment of  Skin  Cancer  Detection  Clinics 
in  a Rural  Setting — Peyton  E.  Weary,  M.D., 
Charlottesyille. 

To  date,  four  clinics  have  been  conducted  under  the 
auspices  of  the  local  unit  of  the  American  Cancer 
Society  in  three  rural  communities  (Louisa,  Stanards- 
ville  and  Culpeper).  Six  more  are  currently  being 
planned.  The  approximate  rate  of  referral  of  patients 
for  premalignant  lesions  is  25%  which  represents 
a substantial  return  on  an  investment  of  relatively 
little  time.  The  rationale  and  mechanics  of  conduct- 
ing such  clinics  will  be  outlined  as  well  as  a tabula- 
tion of  the  results.  It  is  believed  that  these  are  the 
first  recorded  attempts  to  conduct  such  skin  cancer  de- 
tection clinics  in  a rural  setting. 

2:45  P.M. — Cholelithiasis,  Commanding  In- 
dication for  Surgery — Thomas  Lane  Stokes, 
M.D.,  and  Levi  Old,  Jr.,  M.D.,  Norfolk. 

Unfortunately,  a casual  attitude  toward  calculous 
cholecystitis  is  still  prevalent  today.  Since  1867,  when 
the  era  of  biliary  surgery  began  wdth  Bobbs’  first  and 
unplanned  cholecystostomy,  surgical  morbidity  and 
mortality  have  progressively  improved  so  that  the 
natural  history  of  complications  of  cholelithiasis  seem 
best  prevented  now  by  timely  surgery. 

Relative  risks  and  hazards  are  reviewed.  Several 
illustrative  cases  are  presented  emphasizing,  by  photo- 
graphs and  drawings,  the  multiple  complications  of 
prolonged  medical  treatment  which  finally  required 
definitive  surgery.  Aggressive  early  surgical  manage- 
ment of  calculous  cholecystitis  and/or  its  complica- 
tions is  strongly  urged. 

3:00  P.M. — Amaurosis  Fugax,  a Warning 
Symptom  of  Stroke — H.  Hooshmand,  M.D., 
Richmond. 

Sudden,  transient  visual  loss  is  frequently  a symp- 
tom of  an  impending  stroke.  In  a study  of  10  patients 
suffering  from  unilateral  versus  10  patients  suffering 
from  bilateral  amaurosis  fugax,  it  was  noted  that  the 
majority  of  the  patients  with  unilateral  symptoms  had 


surgically  correctable  lesions  in  carotid  artery  in  the 
neck.  These  lesions  consisted  of  ulcerated  plaques  and 
stenosis  of  carotid  artery.  In  the  bilateral  group  less 
surgical  lesions  and  more  hemodynamic  causes  were 
found  (syncope,  Stokes  Adams,  etc.).  It  is  suggested 
to  treat  the  monocular  amaurosis  fugax  aggressively 
(Heparinization  and  surgery)  to  prevent  a major 
stroke. 

3:15  P.M. — Questions  and  Answers. 

3 :30  P.M. — Adjourn. 

SPECIAL  EVENTS 

FRIDAY,  OCTOBER  15 

VaMPAC 

7 :30  A.M. — Breakfast — Board  of  Directors 
(Lee  Room) 

American  Association  of  Public  Health  Physicians, 
Va.  Chapter 

7:30  A.M. — Breakfast  (South  Room) 

American  College  of  Physicians,  Va.  Section 
1:00  P.M. — Luncheon  (South  Room) 

Virginia  Ob/Gyn  Society 

1:00  P.M. — Luncheon  (Lee  Room) 

Virginia  Urological  Society 

1 :00  P.M. — Luncheon  (Arlington  Room) 
Virginia  Neurosurgical  Society 

1:00  PAL — Luncheon  (Potomac  Room) 
American  College  of  Radiology,  Va.  Chapter 
1:00  P.M. — Luncheon  (Terrace  Room) 
Virginia  Flying  Physicians  Association 
1 :00  P.M. — Luncheon  (Sky  Room) 

Medical  College  of  Virginia  Medical  Alumni  As- 
sociation 

6:00  P.M. — Reception  (Potomac  Ballroom) 
University  of  Virginia  Medical  Alumni  Association 
6:30  P.M. — Reception  and  Banquet  (Chesapeake 
Room) 


SATURDAY  MORNING,  OCTOBER  16 
9:00  A.M. 

Section  “A” 

T.  Winston  Gouldin,  M.D.,  Norfolk,  Chairman, 
Program  Committee,  Presiding. 

SCIENTIFIC  PROGRAM 

9:00  A.M. — Curable  Heart  Disease — Special 
program  arranged  by  W.  Proctor  Harvey,  M.D. 
and  Charles  A.  Hufnagel,  M.D.,  Georgetown 
University  Hospital  School  of  Medicine,  Wash- 
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ington,  D.  C.  (Buses  leave  Marriott  for  George- 
town University  School  of  Medicine.) 

12:15  P.M. — Buses  leave  Georgetown  for  return 
trip  to  Marriott. 


9:00  A.M. 

Section  “B” — Chesapeake  Room 

Anthony  J.  Munoz,  M.D.,  Farmville,  Presiding. 

9:00  A.M. — The  Clinical  Association  of 
Thyroiditis  with  Insulin  Dependent  Dia- 
betes Mellitus  — Stephen  H.  Schachner, 
M.D.,  Falls  Church. 

The  relatively  high  incidence  of  thyroiditis  in  the 
diabetic  population  was  initially  recognized  in  ne- 
cropsy material.  Most  recently  a distinctive  clinical 
association  has  evolved  which  confirms  the  initial  ob- 
servations. The  thyroid  disorder  is  not  dramatic,  as 
in  most  thyroid  disorders.  The  goitres  are  usually 
asymptomatic  and  only  rarely  does  frank  hypothyroid- 
ism supervene. 

The  diagnostic  picture  will  be  presented  encompass- 
ing the  clinical  presentation  of  the  goitre,  and  ap- 
propriate laboratory  studies.  These  will  include  the 
characteristic  thyroid  scan  or  image,  T4/PBI  differen- 
tial and  the  use  of  thyroid  antibodies.  The  association 
of  thyroiditis  and  diabetes  with  other  auto-antibody 
endocrine  syndromes  will  be  discussed. 

9:15  A.M. — Treatment  of  the  Hypertensive 
Patient  with  Azotemia — Michael  E.  Davi- 
dov,  M.D.„  William  Mroczek,  Lillian  Gavrilo- 
vich and  Frank  A.  Finnerty,  Jr.,  Arlington. 

The  acute  and  longterm  effects  of  maintenance  of 
the  diastolic  blood  pressure  under  110  mmHg  and 
the  urinary  output  above  one  L/day  over  a two-week 
period  were  evaluated  in  16  azotemic  patients  with 
malignant  hypertension.  Results  will  be  discussed. 

Indications  are  that  repeated  reduction  of  arterial 
pressure  and  maintenance  of  urinary  output  over  a 
two-week  period  may  have  had  a beneficial  long  term 
effect  in  hypertensive  azotemia. 

9:30  A.M. — Treatment  of  Acute  Bell's  Pal- 
sy— John  B.  Gorman,  M.D.,  Lynchburg 

9:45  A.M. — Retinal  Detachment — Thomas 
P.  Stratford,  M.D.,  Richmond. 

10:00  A.M. — Mammography  in  a Small  Hos- 
pital— Robert  McLelland,  M.D.,  Danville. 
10:15  A.M. — Questions  and  Answers. 


10:30  A.M. — Refreshments  in  the  Exhibit  Hall. 


11:00  A.M. — Spinal  Osteotomy  for  Severe 
Scoliosis — William  H.  Bunch,  M.D.,  Char- 
lottesville. 


The  horrendous  spinal  curves  of  poliomyelitis  are 
not  seen  as  frequently  as  before  but  still  present  a 
not  uncommon  problem.  One  approach  is  osteotomy 
of  the  spine  with  correction  obtained  by  slow,  gentle, 
traction  over  several  weeks.  Spinal  fusion  with  Har- 
rington rod  instrumentation  then  provides  stability  in 
the  corrected  position.  Representative  cases  showing 
the  amount  of  correction  and  physical  appearance  will 
be  presented.  All  patients  were  pleased  with  the  cos- 
metic improvement  even  though  significant  rib  humps 
remained.  The  vital  capacity  was  not  changed  but 
several  patients  showed  an  increase  in  arterial  oxy- 
gen saturation  and  physical  stamina. 

11:15  A.M. — Anterior  Spine  Fusion  in  Chil- 
dren— Invited  Speaker — J.  W.  Follows,  M.D.,, 
Resident  UVA,  Charlottesville. 

Anterior  fusion  of  the  spine  may  be  the  procedure 
of  choice  in  the  management  of  certain  difficult  spinal 
deformities.  As  a combined  procedure  with  the  gen- 
eral surgeon  it  is  a straightforward  operation  with 
low  morbidity.  The  indications  will  be  given  and  its 
use  in  myelomeningocele,  hemivertebra,  kyphosis  with 
cord  compression  and  hypogenesis  of  the  lumbar  spine 
illustrated. 

11:30  A.M. — Advances  in  the  Repair  of  Fin- 
gertip Injuries — Richard  A.  Mladick,  M.D., 
Jerome  E.  Adamson,  M.D.  and  Charles  E.  Hor- 
ton, M.D.,  Norfolk. 

The  authors  outline  basic  principles  and  newer 
techniques  useful  in  the  treatment  of  all  types  of 
fingertip  injuries  from  simple  tip  amputations  to  com- 
plex degloving  injuries,  grease  gun  injuries,  etc. 
Simple  and  practical  anesthetic  and  surgical  tech- 
niques are  illustrated  which  facilitate  emergency  room 
repair  of  many  of  these  injuries.  The  care  of  third 
degree  abrasions,  traumatic  flaps,  gouges,  shearing 
lacerations  and  other  injuries,  which  produce  large 
and  small  areas  of  skin  loss,  is  discussed.  Emphasis 
is  placed  on  the  proper  application  of  split-skin  grafts, 
full-thickness  skin  grafts,  cross  finger,  thenar,  chest, 
abdominal  and  island  neurovascular  flaps  to  preserve 
maximum  function. 

11:45  A.M. — Indications  for  Urologic  Eval- 
uation in  Children — Jay  Y.  Gillenwater, 
M.D.,  Charlottesville. 

The  paper  will  discuss  how  to  increase  our  sus- 
picion that  a genitourinary  anomaly  exists  in  the  dif- 
ferent age  groups.  For  example,  in  the  newborn  con- 
ditions as  single  umbilical  artery,  amnion  nodosum, 
oligohydramnious,  velamentous  insertion  of  the  um- 
bilical cord,  neonatal  ascites,  abnormal  facies  and 
external  ears,  first  arch  syndrome,  family  nephritis  or 
deafness  or  ambiguous  genitalia  all  point  to  possible 
urinary  tract  disorders.  Similar  “clues”  in  the  first 
few  weeks  of  life,  infancy  and  childhood  will  be  dis- 
cussed. 
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12:00  Noon — Critical  Analysis  of  the  Indi- 
cations for  Operative  Correction  of  Vesi- 
coureteral Reflux  in  Pediatric  Patients 
— Joseph  G.  Fiveash,  Jr.,  M.D.,  C.  J.  Devine, 
Jr.,  M.D.,  Eugene  F.  Poutasse,  M.D.,  William 
V.  Tynes,  II,  M.D.,  Patrick  C.  Devine,  M.D. 
and  Invited  Speaker  C.  S.  Davis,  Jr.,  M.D.,  all 
of  Norfolk. 

The  authors  have  conducted  a prospective  and  retro- 
spective study  of  their  pediatric  patients  with  vesi- 
coureteral reflux.  The  factors  which  contributed  to 
the  decision  for  operative  or  nonoperative  management 
of  these  patients  have  been  subjected  to  computer 
analysis.  The  validity  of  the  importance  assigned  to 
these  factors  in  the  past  has  been  questioned,  and  con- 
clusions have  been  drawn  as  to  the  proper  sequence 
and  interpretation  of  tests  employed  in  evaluation  of 
these  patients  and  the  results  of  treatment. 

12:15  P.M. — Questions  and  Answers. 

12:30  P.M. — Recess. 


SATURDAY  AFTERNOON— OCTOBER  16 
2:00  P.M. 

Section  “A” — Chesapeake  Room 
Duncan  S.  Owen,  Jr.,  M.D.,  Richmond,  Presiding. 
Symposium  on  Hyperlipidemia — 

2:00  P.M. — The  Frequency  and  Implica- 
tions of  Elevated  Plasma  Lipids — Guest 
Speaker— David  F.  Brown,  M.D.,  Albany 
Medical  College,  Albany,  N.  Y. 

2:20  P.M. — The  Office  Diagnosis  of  Hy- 
perlipidemia — Guest  Speaker  — Robert  I. 
Levy,  M.D.,  National  Institute  of  Health, 
Bethesda,  Md. 

2:40  P.M.  — A Rational  Approach  to 
Treatment  of  Hyperlipidemia — Guest 
Speaker — William  R.  Harlan,  Jr.,  M.D.,  Uni- 
versity of  Alabama  Medical  Center,  Birming- 
ham, Ala. 

3:00  P.M. — Panel  Discussion.  The  three  speak- 
ers will  receive  questions  from  the  floor. 

3:30  P.M. — Adjourn. 


2.00  P.M. 

Section  “B” — Persian  Room  #2 

Panel — Team  Approach  to  the  Child  Suffer- 
ing from  a Congenital  Spina  Bifida  and 


Meningomyelocele — Participants : Warren 
W.  Koontz,  Jr.,  M.D.,  Ernest  L.  Clements, 
Jr.,  M.D.,  Ralph  Ownby,  Jr.,  M.D.,  and 
Robert  P.  Singer,  M.D.,  all  of  Richmond. 

2:40  P.M. — Questions  and  Answers. 

3:00  P.M. — Adjourn. 

SPECIAL  EVENTS 

SATURDAY,  OCTOBER  16 

Virginia  Industrial  Medical  Association 
7:30  A.M. — Breakfast  (Potomac  Room) 
Virginia  Society  of  Internal  Medicine 
7:30  A.M. — Breakfast  (Lee  Room) 

Virginia  Academy  of  General  Practice 

1:00  P.M. — Annual  Luncheon  (Potomac  Ball- 
room) 

Virginia  Society  for  Pathology 

1 :00  P.M. — Luncheon  (Terrace  Room) 
Southern  Medical  Association  Councilors 
1 :00  P.M. — Luncheon  (Potomac  Room) 

House  of  Delegates,  The  Medical  Society  of  Virginia 
3:30  P.M. — Persian  Room  #\ 

International  College  of  Surgeons,  Va.  State  Surgi- 
cal Division 

4:00  P.M. — Business  Session  (South  Room) 
5:00  P.M. — Social  Hour  (South  Room) 

The  Medical  Society  of  Virginia 

6:30  P.M. — Cocktails  (Chesapeake  Room) 

7:30  P.M. — Banquet  (Persian  Room) 


SUNDAY  MORNING,  OCTOBER  17 
10:00  A.M. 

General  Session — Chesapeake  Room 
James  M.  Moss,  M.D.,  Alexandria,  Presiding. 

SCIENTIFIC  PROGRAM 

Symposium  on  Governmental  Influence  on 
Medical  Practice 

10:00  A.M. — Political  and  Legislative  Pre- 
dictions for  1972 — Guest  Speaker — Hoyt 
Gardner,  M.D.,  Chairman  of  the  Board  of 
Trustees  of  AMPAC,  Louisville,  Ky. 

10:20  A.M. — The  Problem  of  Flxed  Com- 
bination Drugs — Guest  Speaker — Henry  C. 
Simmons,  M.D.,  Director,  Bureau  of  Drugs, 
F.D.A.,  D.H.E.W.,  Rockville,  Md. 

10:40  A.M. — Functions  of  the  American 
Medical  Association — Guest  Speaker — 
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Richard  Wilbur,  M.D.,  Assistant  Secretary  of 
Defense  (Health  & Environment),  Washing- 
ton, D.C. 

11:00  A.M. — Peer  Review:  Why,  How, 
When  and  by  Whom? — Guest  Speaker — 
Paul  J.  Sanazaro,  M.D.,  Director  of  the  Na- 
tional Center  for  Health  Services  Research  and 
Development,  D.H.E.W.,  Rockville,  Md. 

1 1 :20  A.M. — Panel  discussion  with  questions 
from  the  audience. 


12:00  Noon — Adjourn. 

SPECIAL  EVENTS 

SUNDAY,  OCTOBER  17 

The  Medical  Society  of  Virginia 

8:00  A.M. — Prayer  Breakfast  (Arlington/Po- 
tomac Rooms) 


SCIENTIFIC  EXHIBITS 


CONTINUOUS  CYCLIC  HORMONAL  THERAPY— F. 
P.  Rhoades,  M.D.,  Detroit,  Michigan 

EFFICACY  OF  BENZODIAZEPINES  VERSUS  TRI- 
CYCLICS IN  ANXIETY  STATES— A.  Richard 
Proctor,  M.D.,  Bowman  Gray  Medical  School,  Win- 
ston-Salem, North  Carolina 

INJURIES  OF  THE  HAND  IN  ATHLETICS— Frank  C. 
McCue,  M.D.  Prepared  by  the  American  Academy  of 
Orthopedic  Surgery  Committee  on  Sports  Medicine, 
Charlottesville 

A SINGLE  OPERATIVE  CONCEPT  FOR  PRIMARY 
AND  REMEDIAL  ULCER  SURGERY— (“MIRROR- 
IMAGE”  TECHNIC)— Leon  A.  Frankel,  M.D.,  St. 
Luke’s  & Children’s  Medical  Center,  Philadelphia, 
Pennsylvania 

ACUTE  APPENDICITIS  IN  THE  GERIATRIC  PA- 
TIENT— Allan  Hall,  M.D.,  and  Thomas  M.  Wright, 
M.D.,  Department  of  Surgery,  Fairfax  Hospital,  Falls 
Church 

PREVENTION  OF  INJURIES  IN  SKIING— GENERAL 
CONDITIONING,  CARE  OF  EQUIPMENT  AND 
SKI  TRAINING — Forrest  M.  Swisher,  M.D.,  North- 
ern Virginia  Orthopaedic  & Allied  Specialties  Clinic, 
Alexandria 


HOME  HEALTH  SERVICES— Janet  L.  Manchey,  Vir- 
ginia State  Department  of  Health,  Richmond 

AN  EVALUATION  OF  THE  NATURAL  HISTORY  OF 
BAKER’S  CYSTS  IN  CHILDREN— Edward  B.  Mac- 
Mahon,  M.D.,  Fairfax  Hospital,  Falls  Church 

CANCER  OF  THE  CERVIX— A CURABLE  CANCER— 
American  Cancer  Society,  Virginia  Division,  Rich- 
mond 

SERUM  FOLLICLE  STIMULATING  HORMONE  LEV- 
ELS IN  WOMEN  AND  MEN— Ira  D.  Godwin,  M.D. 
and  Jim  Bailey,  Northern  Virginia  Pathology  Labora- 
tories, Fairfax 

MOTIVATING  MOTHERS  THROUGH  THE  MASS 
MEDIA — James  J.  Dunne,  M.D.,  State  Health  De- 
partment, Richmond 

AFFILIATED  ORGANIZATIONS 
VaMPAC,  Richmond 

VIRGINIA  COUNCIL  ON  HEALTH  AND  MEDI- 
CAL CARE,  Richmond 

VIRGINIA  MEDICAL  ASSISTANTS  ASSOCIA- 
TION 


TECHNICAL  EXHIBITS 


ABBOTT  LABORATORIES,  North  Chicago,  Illinois 
AYERST  LABORATORIES,  New  York,  New  York 
BLUE  SHIELD  OF  VIRGINIA,  Richmond 
BRISTOL  LABORATORIES,  Syracuse,  New  York 
THE  COCA-COLA  COMPANY,  Atlanta,  Georgia 
DYER  INSURANCE  AGENCY,  Roanoke 
ENCYCLOPAEDIA  BRITANNICA,  Chicago,  Illinois 
G.  C.  FRENCH  AGENCY,  Richmond 
GENERAL  MEDICAL  CORPORATION,  Richmond 
HERALD  PHARMACAL,  Bedford 
HOSPITAL  BOOK  SERVICE,  Alexandria 
LAKESIDE  LABORATORIES,  Milwaukee,  Wisconsin 
ELI  LILLY  AND  COMPANY,  Indianapolis,  Indiana 
MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana 
MERCK  SHARP  & DOHME,  West  Point,  Pennsylvania 
NATIONAL  HEALTH  SERVICES  LABORATORIES, 
Arlington 


WM.  P.  POYTHRESS  & COMPANY,  Richmond 
POWERS  & ANDERSON,  Richmond 
A.  H.  ROBINS  COMPANY,  Richmond 
SANDOZ  PHARMACEUTICALS,  East  Hanover,  New 
Jersey 

W.  B.  SAUNDERS  COMPANY,  Philadelphia,  Pennsyl- 
vania 

SCHERING  CORPORATION,  Union,  New  Jersey 
THE  STUART  COMPANY,  Pasadena,  California 
SUTER  ASSOCIATES  RETIREMENT  PLANNING 
COMPANY,  Arlington 

UNITED  MEDICAL  LABORATORIES,  Portland,  Ore- 
gon 

WARNER-CHILCOTT  LABORATORIES,  Morris 
Plains,  New  Jersey 
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DELEGATES  TO  THE  1971  MEETING 
THE  MEDICAL  SOCIETY  OF  VIRGINIA 


Where  no  name  is  listed  it  is  indicative  that  no  dele- 
gate or  alternate  was  reported  in  time  for  publication. 


Delegates 

Accomack 

Dr.  W.  A.  Eskridge 

Albemarle 

Dr.  J.  L.  Guerrant 
Dr.  W.  C.  McLean 
Dr.  F.  E.  Taylor 
Dr.  M.  S.  Wheby 
Dr.  M.  C.  Wilhelm 

Alexandria 

Dr.  W.  E.  Baker 
Dr.  J.  B.  Gilbert 
Dr.  H.  C.  Kuykendall 
Dr.  C.  J.  Murphy,  Jr. 
D-.  F.  P.  Titus 

Alleghany-Bath 

Dr.  G.  N.  Chucker 
Dr.  W.  J.  Ellis 
Dr.  D.  S.  Myers 
Dr.  E.  U.  Scherer,  Jr. 
Dr.  W.  E.  Vermilva 

Amherst-Nelson 

Arlington 

Dr.  W.  D.  Dolan 
Dr.  G.  J.  Fisher 
Dr.  Michael  Puzak 
Dr.  W.  L.  Wevl 

Augusta 

Dr.  T.  L.  Gorsuch 
Dr.  P.  P.  Powers 
Dr.  M.  Tenney,  Jr. 

Bedford 

Dr.  O.  B.  Darden,  Jr. 
Botetourt 

Buchanan- Dickenson 
Charlotte 

Culpeper 

Dr.  O.  K.  Burnette 
Dr.  R.  L.  Cassidy 


Alternates 


Dr.  D.  F.  Fletcher,  Jr. 


Dr.  J.  S.  Davis,  IV 
Dr.  R.  W.  Garnett,  Jr. 
Dr.  C.  H.  Gleason 
Dr.  C.  F.  Hunt 
Dr.  A.  W.  Wyker 


Dr.  R.  H.  Anderson 
Dr.  H.  H.  Ferrell,  Jr. 
Dr.  R.  S.  Gillinson 
Dr.  B.  L.  Gilmore 
Dr.  L.  F.  Smith,  Jr. 


Dr.  E.  G.  Allen 
Dr.  R.  P.  Carroll,  Jr. 
Dr.  L.  R.  Denius 
Dr.  G.  L.  Fischer 
Dr.  W.  C.  Nunley 


Dr.  H.  L.  Bastien 
Dr.  J.  H.  Judson 
Dr.  T.  L.  Kelly,  Jr. 
Dr.  R.  P.  Nirschl 


Dr.  DuB.  Egleston 
Dr.  E.  D.  Nolley 
Dr.  J.  B.  Sherry 


Dr.  W.  V.  Rucker 


Dr.  G.  E.  Broman,  Jr. 

Dr.  R.  W.  Quaintance,  Jr. 


Delegates 

Danville-Pittsylvania 

Dr.  B.  H.  Byerly 

Dr.  G.  V.  Thompson,  Sr. 

Fairfax 

Dr.  C.  B.  Cook 
Dr.  T.  M.  Fulcher 
Dr.  H.  J.  Klapproth 
Dr.  R.  A.  Koehler 
Dr.  A.  Mackintosh 
Dr.  N.  M.  Tart 
Dr.  D.  S.  Thorn 

Fauquier 

Dr.  J.  B.  Hurt,  Jr. 

Floyd 

Dr.  L.  V.  Marshall 
Fourth  District 
Fredericksburg 
Halifax 

Dr.  M.  F.  Durfee 

Hampton 

Dr.  R.  F.  Clark 
Dr.  F.  C.  Robert 

Hanover 

Dr.  W.  S.  Hume 

Patrick  Henry 

Dr.  N.  M.  Fox,  Jr. 

Dr.  B.  C.  Toms,  Jr. 

James  River 

Lee 

Dr.  B.  H.  Owens 
Loudoun 
Louisa 

Lynchburg 

Dr.  P.  G.  Dillard,  Jr. 

Dr.  E.  A.  Hansbarger,  Jr. 
Dr.  R.  L.  Morrison 


Alternates 


Dr.  J.  W.  Milam 
Dr.  G.  B.  Updike,  Jr. 


Dr.  W.  L.  Bekenstein 
Dr.  R.  L.  Fields 
Dr.  I.  D.  Godwin 
Dr.  A.  S.  Lineberger,  Jr. 
Dr.  J.  E.  Prominski 
Dr.  W.  J.  Reardon 
Dr.  T.  M.  Wright 


Dr.  J.  F.  Denton 


Dr.  F.  C.  Bedsaul 


Dr.  Alan  Fletcher 
Dr.  K.  D.  Sarrett,  J r. 


Dr.  M.  T.  Lowry 


Dr.  F.  T.  Renick 
Dr.  C.  P.  Sherman 


Dr.  T.  S.  Ely 


Dr.  G.  E.  Calvert 
Dr.  L.  R.  O'Brian,  J r. 
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Alternates 


Delegates 


Alternates 


Delegates 


Mid-Tidewater 

Dr.  R.  B.  Bowles 
Dr.  W.  B.  Brown 
Dr.  P.  L.  Fisher 
Dr.  W.  H.  Hosfield 
Dr.  S.  C.  Olsson 
Dr.  A.  L.  VanName 

Newport  News 

Dr.  D.  J.  Cracovaner 
Dr.  P.  Hogg 
Dr.  E.  B.  Mewborne 
Dr.  H.  L.  Williams 

Norfolk 

Dr.  J.  W.  Creef 
Dr.  F.  T.  Given,  J r. 

Dr.  J.  S.  Kitterman 
Dr.  W.  L.  Taliaferro 
Dr.  G.  S.  Taylor,  Jr. 

Dr.  C.  N.  VanHorn,  Jr. 
Dr.  J.  A.  Vann 

Northampton 

Dr.  A.  S.  Boyer 

Northern  Neck 

Dr.  J.  M.  Booker 
Dr.  J-  K.  Cunningham 
Dr.  H.  E.  Kerr 
Dr.  P.  C.  Pearson 

Northern  Virginia 

Dr.  W.  B.  Crawford,  Jr. 
Dr.  J.  R.  Holsinger 
Dr.  J.  C.  Hortenstine 
Dr.  T.  C.  Iden 
Dr.  D.  P.  McCarty 
Dr.  J.  P.  Snead,  Jr. 

Orange 

Dr.  J.  G.  Bruce,  Jr. 

Portsmouth 

Dr.  E.  A.  Barham,  Jr. 
Dr.  Neil  Callahan 
Dr.  W.  S.  Terry 

Prince  William 

Dr.  A.  E.  Conner 

Richmond 

Dr.  J.  S.  Ashworth 
Dr.  H.  A.  Claiborne,  Jr. 


Dr.  H.  W.  Felton 
Dr.  M.  H.  Harris 
Dr.  H.  L.  Shinn 
Dr.  T.  E.  Smith 
Dr.  S.  N.  Ransone 


Dr.  M.  L.  Binder 
Dr.  W.  H.  Kretz 
Dr.  Q.  J.  Legg 
Dr.  W.  H.  Sipe 


Dr.  A.  J.  Ciccone 
Dr.  R.  D.  Evett 
Dr.  O.  W.  Hoffler 
Dr.  R.  M.  Kesler 
Dr.  M.  M.  Miller 
Dr.  B.  L.  Smith 
Dr.  H.  W.  Wood 


Dr.  A.  B.  Gravatt,  Jr. 
Dr.  L.  T.  Griffith 
Dr.  Harold  Sisson 


Dr.  W.  H.  Pifer 

Dr.  C.  L.  Riley 

Dr.  M.  A.  H.  Smith,  Jr. 

Dr.  G.  R.  Waterman 

Dr.  J.  R.  York 


Dr.  D.  H.  Miller 


Dr.  B.  L.  Canaga,  Jr. 
Dr.  F.  I.  Carr,  Jr. 

Dr.  W.  B.  Pope,  Jr. 


Dr.  C.  K.  Hylton 


Dr.  A.  W.  Blount 
Dr.  B.  Bowser 


Dr.  J.  R.  Darden 
Dr.  W.  R.  Irby 
Dr.  W.  R.  Jones 
Dr.  R.  G.  McAllister 
Dr.  H.  I.  Nemuth 
Dr.  N.  G.  Poulos 
Dr.  J.  A.  Selph,  Jr. 

Dr.  A.  R.  Sharpe,  Jr. 

Dr.  C.  E.  Sutton 

Dr.  W.  T.  Thompson,  Jr. 

Dr.  G.  N.  Thrift 

Dr.  E.  R.  Trice 

Dr.  W.  T.  Tucker 

Dr.  G.  R.  Tyler 

Dr.  J.  R.  Wickham 

Dr.  C.  Williams,  Jr. 

Roanoke 

Dr.  T.  E.  Donnelly 

Dr.  G.  S.  Hurt 

Dr.  R.  S.  Hutcheson,  Jr. 

Dr.  F.  M.  Jacobs 

Dr.  J.  G.  Snead 

Dr.  C.  A.  Young,  Jr. 

Rockbridge 

Rockingham 

Scott 

Southwestern 

Stuart 

Dr.  S.  P.  Massie 

Tazewell 

Dr.  R.  A.  Abernathy,  Jr. 

Tri-County 

Dr.  G.  G.  Birdsong 
Dr.  Ben  Critzer 
Dr.  R.  G.  Edwards 
Dr.  B.  F.  Jamison 
Dr.  E.  C Joyner 

UVA  Student 

Virginia  Beach 

Dr.  J.  P.  Charlton 
Dr.  K.  K.  Wallace,  Jr. 

Williamsburg-James  City 

Dr.  W.  J.  Massey,  III 

Wise 

Dr.  E.  F.  Ingram 
Dr.  L.  C.  Strong,  Jr. 


Dr.  J.  B.  Catlett 
Dr.  W.  S.  Dingledine 
Dr.  F.  W.  Gill 
Dr.  O.  T.  Graham,  Jr. 
Dr.  E.  C.  Hermann 
Dr.  G.  W.  Johnson 
Dr.  C.  W.  Massey 
Dr.  V.  R.  May,  Jr. 

Dr.  H.  H.  McGuire,  Jr. 
Dr.  R.  E.  Mitchell,  Jr. 
Dr.  W.  L.  Peple,  J r. 

Dr.  G.  E.  Pritchard 
Dr.  J.  A.  Rawls 
Dr.  H.  H.  Ware,  III 
Dr.  L.  C,  Zacharias 


Dr.  H.  W.  Brubaker 
Dr.  E.  R.  Johnson,  Jr. 
Dr.  R.  L.  A.  Keeley 
Dr.  D.  P.  Minichan,  Jr. 
Dr.  D.  E.  Pierce 
Dr.  K.  D.  Tuck 


Dr.  J.  A.  Kastretsios 


Dr.  M.  E.  Johnston 


Dr.  W.  H.  Chapman,  Jr. 
Dr.  D.  J.  Longford 
Dr.  J.  A.  Naranjo 
Dr.  P.  R.  Thomas 
Dr.  W.  O.  Ward 


Dr.  U.  S.  Gonzalez 
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ANNUAL  REPORTS 


Executive  Secretary-Treasurer 

Last  year  we  predicted  that  the  most  pressing  problems 
facing  medicine  in  1971  would  be  (1)  national  health 
insurance;  (2)  professional  liability  (malpractice)  ; (3) 
delivery  of  health  services  and  the  role  of  physician’s 
assistants  and  (4)  increasing  governmental  pressure 
(threatened  and  otherwise)  with  reference  to  fees. 

We  suppose  we  could  say  “we  told  you  so”,  but  the 
truth  of  the  matter  is  that  the  signs  have  been  there  all 
along  and  it  has  been  fairly  clear  for  some  time  just 
where  medicine  is  heading. 

The  national  health  insurance  drums  are  really  throb- 
bing these  days  and  the  band  wagon  is  beginning  to  roll. 
Proof  can  be  found  in  the  frantic  rush  of  just  about 
everyone  we  know  to  climb  aboard  while  there  is  still 
time.  Five  major  programs  are  currently  before  the  Con- 
gress and  the  next  six  to  twelve  months  promise  to  be 
exciting — and  agonizing — to  say  the  least.  AMA  is 
a part  of  the  scene  with  “Medicredit”  and  Senator  Ken- 
nedy is  spearheading  the  drive  to  enact  the  plan  spon- 
sored by  Labor  and  the  Committee  for  National  Health 
Insurance. 

Professional  liability  continues  to  plague  physicians  over 
the  nation  and  The  Medical  Society  of  Virginia  is  ex- 
ploring ways  and  means  of  shoring  up  the  weak  spots 
in  its  own  program.  On  a comparative  basis,  we  shape 
up  fairly  well,  but  too  many  of  our  members  are  having 
difficulty  obtaining  adequate  coverage.  In  fact,  a goodly 
number  are  having  difficulty  obtaining  any  coverage! 

The  Physicians’  Survey,  directed  by  a special  commit- 
tee under  Dr.  Thomas  W.  Murrell,  is  now  in  the  home 
stretch,  and  all  of  us  are  eager  to  learn  what  it  will 
reveal  about  the  delivery  of  health  care  in  Virginia.  The 
Survey  has  been  made  possible  through  the  cooperation 
of  the  Virginia  Comprehensive  Health  Planning  Council 
and  should  provide  the  answers  to  a great  many  ques- 
tions which  have  troubled  us  over  the  years. 

Our  last  prediction  in  last  year’s  report  had  to  do  with 
increasing  governmental  pressure  with  reference  to  fees. 
It  is  becoming  increasingly  apparent  that  some  sophis- 
ticated form  of  peer  review  will  soon  be  required  by  law. 
This  means  that  fees,  utilization,  and  practice  patterns 
will  all  come  under  the  closest  possible  scrutiny.  Just  what 
guidelines  will  be  forthcoming  from  the  Congress  are 
difficult  to  predict  but  The  Medical  Society  of  Virginia 
will  do  its  best  to  see  that  any  procedure  adopted  in 
Virginia  is  fair,  reasonable  and  workable. 

Let  us  now  briefly  review  some  of  the  year’s  highlights 
from,  the  administrative  point  of  view. 

President:  If  we  were  limited  to  the  use  of  just  one 
word  to  describe  Dr.  Moss,  it  would  have  to  “dedicated”. 
For  an  entire  year,  our  President  has  put  The  Medical 
Society  of  Virginia  first — often  at  great  personal  sacri- 
fice. He  has  traveled  countless  miles  to  meet  with  com- 
ponent societies,  committees,  specialty  groups  and  neigh- 
boring state  societies.  He  has  personally  attended  a great 
number  of  national  conferences  and  headed  Virginia’s 
delegation  to  the  AMA  annual  and  interim  sessions.  Dr. 


Moss  has  always  been  a strong  advocate  of  membership 
in  one’s  component  society,  The  Medical  Society  of  Vir- 
ginia and  AMA.  He  has  written  several  articles  and 
made  numerous  talks  on  this  particular  subject  and  never 
pulls  his  punches  when  championing  the  cause  of  the 
organized  side  of  medicine. 

Our  President  never  retreats  from  a position  he  con- 
siders right  and  the  words  “surrender”  and  “defeat”  have 
no  place  in  his  vocabulary.  Would  there  were  more  like 
him. 


Council:  Four  meetings  were  held  by  Council  during 
the  year — not  counting  those  during  the  Annual  Meeting. 
Detailed  minutes  of  all  sessions  have  been  published  in 
the  Virginia  Medical  Monthly. 

Finances:  Your  Society  has  never  been  in  better  finan- 
cial condition.  It  is  only  fair,  however,  to  point  out  that 
The  Medical  Society  of  Virginia  is  becoming  more  and 
more  active  and  involved  in  the  issues  of  our  times  and 
its  operating  costs  are  on  the  increase.  Regardless  of 
what  the  future  holds  in  this  respect,  you  can  be  quite 
certain  that  one  policy  will  never  change — namely,  to 
provide  the  maximum  in  service  at  minimum  cost. 


Membership:  Growth,  so  they  say,  is  a healthy  sign. 
If  this  be  true,  then  The  Medical  Society  of  Virginia  is, 
indeed,  a healthy  organization.  We  continue  to  grow 
in  numbers  and  now  have  the  magic  figure  of  4,000  in 
sight.  We  remember  that  day  not  too  many  years  ago 
when  we  topped  3,000.  In  fact,  believe  it  or  not,  we  can 
even  recall  the  year  your  Society  first  counted  member 
number  2,000.  But,  even  with  this  steady'  growth,  we  are 
not  entirely  satisfied.  There  remain  too  many  eligible  phy- 
sicians outside  the  fold  and  the  Society  can  ill  afford  the 
loss  of  their  support  in  what  is  undoubtedly  the  most 
important  period  of  its  long  history.  Once  again  we  ap- 
peal for  your  assistance  in  bringing  those  non-members 
into  their  local  and  state  societies. 

The  membership  story  follows  in  detail: 

July  31,  1970  3,723 

New  270 

Reinstated  13 


Increase 

Deaths 

Resigned 

Dropped 


57 

22 

56 


283 


Decrease 


135 


Net  Increase 


148 


July  31,  1971  3,871 

Personnel:  We  are  pleased  to  announce  that  Mrs.  Doro- 
thy Moran  and  Mr.  Willard  Osburn  have  recently  joined 
the  Headquarters  Staff  and  take  this  opportunity  to  extend 
them  a warm  welcome.  Mrs.  Moran  will  be  responsible 
for  the  membership  records  and  also  assist  with  the 
bookkeeping.  Mr.  Oshorn  will  serve  as  Director  of  Pub- 
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lie  Relations  and,  among  other  things,  maintain  close 
liaison  with  component  societies. 

The  remainder  of  the  staff  remains  unchanged  and  your 
Executive  Secretary  is,  indeed,  grateful  to  Miss  Watkins, 
Mrs.  Stockmar,  Mrs.  Edmunds,  Mrs.  Hurt  and  Mr.  Moore 
for  the  important  part  they  have  played  in  bringing  the 
staff  to  its  present  high  level  of  efficiency.  It  is  a priv- 
ilege to  work  with  dedicated  individuals. 

AMA:  No  organization  is  perfect — it  simply  isn't  pos- 
sible. This  is  admittedly  true  of  AMA.  But,  regardless  of 
any  shortcomings  it  might  have,  AMA  has  been,  and 
continues  to  be,  the  greatest  champion  medicine  has  ever 
known.  It  has  fought  the  good  fight  and  has  never  wavered 
in  its  determination  to  make  American  medicine  the  best 
in  the  history  of  the  world.  It  has  never  backed  down 
from  its  belief  that  the  best  physician  is  a free  physician 
and  has  fought  to  keep  the  profession  clear  from  govern- 
mental regulation  and  proverbial  red  tape. 

It  is  true  that  AMA  dues  have  recently  increased, 
but  it  simply  isn’t  possible  to  do  the  job  demanded  by 
the  membership  without  the  necessary  funds.  We  won- 
der, sometimes,  how  many  physicians  are  aware  of  the 
hundreds  of  activities  carried  on  by  AMA.  Surely  we 
must  be  guilty  of  inadequate  communications  when  the 
full  AMA  story  is  apparently  known  by  so  few.  We 
pledge  to  do  our  best  to  correct  this  condition. 

In  the  meantime,  if  you  do  not  belong  to  AMA — join! 
If  you  do,  then  be  proud  of  its  accomplishments  and  of 
your  support. 

Virginia  Medical  Monthly:  These  are  not  the  best  of 
times  for  scientific  publications  such  as  the  Virginia  Med- 
ical Monthly.  The  advertising  problem  has  not  yet  re- 
solved itself  and  the  struggle  to  obtain  a break-even  op- 
eration continues.  It  is  good  to  report,  however,  that 
representatives  of  the  pharmaceutical  industry  and  the 
state  medical  societies  have  met  on  two  occasions  in  an 
effort  to  find  some  solution  to  the  problem.  It  is  hoped 
that  this  joint  effort  will  prove  successful. 

Then,  of  course,  the  cost  of  printing  and  mailing  the 
Monthly  continues  to  increase.  When  all  these  things 
are  considered,  it  is  truly  remarkable  that  our  Editors 
continue  month  after  month  to  produce  one  of  the  finest 
publications  of  its  kind  in  the  country.  This  is  not  just 
our  oninor — :t  is  the  opinion  of  recognized  authori- 
ties in  the  publishing  world. 

Meeting::  The  Medical  Society  of  Virginia  has  been  well 
represented  during  the  past  twelve  months  at  local,  state 
and  national  meetings.  Among  those  attended  were:  Both 
sessions  of  the  AMA  House  of  Delegates,  AMA  Com- 
munications Clinic,  National  Rural  Health  Conference, 
National  AMPAC  Workshop,  Conference  of  State  Men- 
tal Health  Committee  Chairmen,  4-H  Club  Awards  Cer- 
emony, Annual  Meeting  of  Professional  Convention  Man- 
agement Association,  Conference  of  Presidents  and  Other 
Officers  of  State  Medical  Societies,  Annual  Meeting  of 
Virginia  Council  on  Health  and  Medical  Care,  AMA 
Conference  on  Peer  Review,  Annual  Meeting  of  the  Med- 
ical and  Chirurigical  Faculty  of  Maryland,  Annual  Meet- 
ing of  the  Medical  Society  of  State  of  North  Carolina — 
and  many  others. 

Once  again  the  Society  sponsored  Senior  Day  Programs 

no 


at  the  University  of  Virginia  and  Medical  College  of 
Virginia  and  cooperated  with  Virginia  High  School 
League  in  presenting  a Conference  on  Medical  Aspects 
of  Sports.  The  Society  also  served  as  a co-sponsor  with 
the  Virginia  Regional  Medical  Program  of  a Conference 
on  Continuing  Education. 

Committees:  This  has  been  something  of  a shakedown 
year  as  far  as  the  new  committee  structure  has  been 
concerned.  You  will  recall  that  the  various  committees 
have  been  grouped  under  seven  sections — a move  designed 
to  bring  about  closer  liaison  with  Society  officers  and 
members  of  Council.  The  new  system  still  has  a long  way 
to  go  before  it  realizes  its  full  potential,  but  this  was  to 
be  expected.  As  they  used  to  say  in  Brooklyn  “wait  until 
next  year”. 

The  Future:  We  did  so  well  last  year  that  we  will  try 
once  again  to  predict  those  matters  which  will  hold  spe- 
cial interest  and  concern  for  the  profession  during  the 
next  twelve  months.  They  are  as  follows: 

1.  National  health  insurance  (still  number  one  on  any 
list) 

2.  Professional  liability  insurance  (the  day  of  decision 
draws  ever  nearer) 

3.  Peer  review  (too  few  physicians  realize  the  tre- 
mendous implications  contained  in  those  two  words!) 

And  so — we  have  our  work  cut  out — all  of  us.  It  will 
require  nothing  less  than  the  best. 

Robert  I.  Howard 

AMA  Delegates 

The  1971  meeting  of  the  American  Medical  Association 
was  held  at  Atlantic  City  from  June  20-24  and  The  Med- 
ical Society  of  Virginia  was  represented  by  all  three  of 
its  delegates.  It  is  good  to  report  that  all  three  alternates 
were  on  hand  to  observe  the  proceedings. 

The  meeting  was  highlighted  by  a visit  from  the  Presi- 
dent of  the  United  States  who  delivered  a major  address 
on  national  health  insurance  and  other  matters  surely 
to  affect  the  delivery  of  health  care  in  the  nation. 

The  House  was  in  session  for  13  hours  and  53  minutes 
and,  during  that  time,  considered  104  resolutions,  48  rou- 
tine reports  and  six  special  reports.  We  will  only  attempt 
to  report  a few  of  the  more  interesting  and  important 
transactions. 

Right  of  Access  to  Medical  Care: 

The  House  stated  that  “it  is  the  right  of  every  citizen 
to  have  access  to  adequate  medical  care,  but  it  is  the 
responsibility  of  the  citizens  or  of  society  to  seek  it.  The 
American  Medical  Association  will  use  all  means  at  its 
disposal  in  an  endeavor  to  make  adequate  medical  care 
available  to  meet  the  needs  of  each  person. 

“In  the  spirit  of  inheritance  of  the  oath  of  Hippocrates, 
the  AMA  reaffirms  its  obligation  to  humanity.  In  this 
effort,  the  AMA  cannot  assume  the  responsibility  of  gov- 
ernment or  the  individual  citizen.  The  AMA  also  recog- 
nizes the  right  of  the  physician  to  choose  whom  he  will 
serve  and  the  conditions  under  which  he  will  render  this 
service.  These  are  integral  essentials  in  the  delivery  of 
quality  medical  care.” 
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Drug  Abuse: 

The  House,  among  other  things,  resolved  to  follow 
“studies  being  conducted  to  ascertain  the  relationship  be- 
tween proprietary  drug  advertising  in  the  mass  media 
and  excessive  use  of  self-prescribed  drugs  and  drug  de- 
pendence problems.  . 

A resolution  was  also  adopted  urging  physicians  “to 
limit  their  use  of  amphetamines  and  other  stimulant  drugs 
to  specific,  well  recognized  medical  indications”. 

Peer  Review: 

The  House  reaffirmed  its  support  of  voluntary  mech- 
anisms of  review  and  education  by  physicians — such  as 
grievance  committees,  insurance  review  committees  and 
the  numerous  hospital  review  mechanisms.  It  stressed 
that  peer  review  must  be  a professional  function — carried 
out  by  physicians  under  the  sponsorship  of  county  and 
state  medical  societies. 

Venereal  Disease: 

Medical  Societies  were  urged  “to  support  education  of 
patients  and  the  public  through  more  extensive  and  more 
imaginative  use  of  all  available  media  and  through  school 
curricula”.  The  House  also  called  for  a maximum  re- 
search effort  in  the  development  of  vaccines  for  the  active 
immunization  of  our  population  against  venereal  disease. 

Physician’s  Assistant: 

Some  concern  was  expressed  over  the  growing  use  of 
the  term  “physician’s  associate”  as  opposed  to  the  term 
“physician’s  assistant”.  Consequently,  it  was  recommended 
that  the  term  “physician’s  associate”  be  used  only  to 
denote  another  physician. 

New  Officers: 

Dr.  Wesley  W.  Hall,  Nevada,  succeeded  Dr.  Walter 
C.  Bornemeier,  as  President,  Dr.  Charles  T.  Hoffman, 
West  Virginia,  was  chosen  President-Elect. 

Re-elected  to  the  Board  of  Trustees  were  Dr.  John 
M.  Chenault,  Alabama,  Dr.  John  R.  Kernodle,  North 
Carolina,  and  Dr.  Raymond  T.  Holden,  District  of  Co- 
lumbia. New  Trustees  are  Dr.  Donald  E.  Wood,  Indiana, 
Dr.  Robert  B.  Hunter,  Washington,  and  Dr.  Jere  W. 
Annis,  Florida. 

Alexander  McCausland,  M.D. 

W.  Linwood  Ball,  M.D. 

W.  Callier  Salley,  M.D. 

Future  Mission 

Your  Ad  Hoc  Committee  has  held  several  meetings  this 
year.  At  the  first  of  these,  some  aspects  of  the  financial 
situation  of  The  Medical  Society  of  Virginia  were  gone 
over  by  the  Committee  to  Study  the  Future  Mission  of 
the  Society.  Several  points  were  made  that  we  believe 
should  be  brought  to  the  attention  of  Council. 

Going  back  over  the  past  fifteen  years  in  our  study,  it 
is  amply  evident  that  this  Society  has  been  blessed  with 
good  management.  Our  elected  officers,  our  Finance  and 
Budget  Committees  and,  most  of  all,  our  modest  and  con- 
servative Executive  Secretary  have  done  excellent  jobs. 

Two  years  ago  the  dues  were  raised  and  funds  are 


now  available  so  that  we  can  employ  an  assistant  to  the 
Executive  Secretary  to  fill  the  post  of  Director  of  Public 
Relations.  It  is  contemplated  that  one  more  personal  sec- 
retary will  also  be  employed  to  help  with  the  increased 
workload.  Mr.  Howard  indicates  that  negotiations  are 
under  way  and  may  soon  be  consummated.  We  urge  that 
this  plan  be  completed  as  soon  as  possible. 

There  has  been  some  loss  of  membership  reported  as 
a result  of  the  increase  in  A.M.A.  dues.  It  is  hoped  that 
this  can  be  corrected  by  better  communications  with  com- 
ponent societies  when  the  new  Director  of  Public  Rela- 
tions begins  his  work  with  us. 

There  is  a hiatus  in  our  membership  structure,  be- 
tween medical  students  and  practicing  physicians,  com- 
posed of  the  Interns,  Residents  and  Fellows  working 
in  the  hospitals  within  Virginia.  Your  Ad  Hoc  Commit- 
tee strongly  recommends  that  you  consider  affirmatively 
the  Resolution  to  be  presented  to  you  by  the  Albemarle 
Countv  Medical  Society  regarding  these  young  licensed 
physicians.  We  feel  that  they  should  be  asked  to  pay 
dues  of  some  minimal  amount,  possibly  based  on  the 
actual  add-on  cost  of  their  membership  to  the  Society, 
but  in  no  event  less  than  $10  per  year. 

This  Committee  feels  that  category  of  Active  Member- 
ship within  the  first  five  years  of  licensing  now  paying 
dues  of  $25  per  year  should  have  a dues  increase  to 
$30,  or  one-half  of  a full  membership.  Some  discussion 
was  made  concerning  the  five  year  interval  allowed  these 
physicians  in  a reduced  dues  category.  We  believe  that 
Council  should  consider  shortening  this  time  to  three  years 
in  view  of  the  changed  economics  of  present  day  start- 
ing practice. 

In  view  of  continuing  annual  deficits  of  the  Virginia 
Medical  Monthly,  between  income  from  advertisers  and 
cost  of  production  and  distribution,  the  Committee  rec- 
ommends that  the  subscription  price  of  the  Virginia 
Monthly  be  raised  from  the  present  $4.00  per  year  to 
$6.00  per  year,  or  75  cents  per  copy.  It  is  understood  that 
this  will  make  little  actual  difference  in  the  deficits,  but 
it  will  more  closely  offset  the  actual  cost  of  copies  sent 
outside  of  our  membership. 

It  has  been  noted  that  relatively  large  amounts  of  our 
funds  are  used  each  year  for  Special  Appropriations. 
(This  year  it  appears  that  approximately  $25,000  may  be 
spent  this  way.)  While  the  Committee  realizes  that  these 
expenditures  are  for  worthy  causes,  we  think  that  the 
Finance  Committee  should  be  specifically  charged  with 
an  annual  critical  review  and  evaluation  of  this  item 
in  the  budget  deliberations,  and  should  be  invited  to  give 
its  opinion  whenever  new  expenditures  of  any  size  are 
added  to  this  category. 

In  reviewing  the  finances  of  our  Annual  Convention, 
it  was  noted  that  the  number  of  technical  exhibitors  is 
gradually  decreasing.  The  complaint  was  made  last  year 
that  a relatively  small  number  of  members  at  the  Con- 
vention actually  visited  and  showed  an  interest  in  the 
Technical  Exhibits.  Knowing  that  these  exhibits  make 
it  possible  for  the  Society  to  hold  the  Convention  at  very 
little  actual  cost,  we  strongly  urge  that  the  officers  of  the 
Society  and  the  committee  in  charge  of  the  Convention 
make  every  effort  to  encourage  the  membership  to  spend  a 
fair  amount  of  time,  and  demonstrate  an  obvious  inter- 
est in  the  Technical  Exhibits  each  day  of  the  meeting. 
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It  has  been  noted  by  your  Committee  that  we  have 
A Retirement  Plan  for  the  Society’s  employees  that  pro- 
vides them  with  a retirement  income  equal  to  one-half 
of  what  their  salary  would  be  at  age  55.  While  this  may 
have  been  quite  good  when  the  plan  was  evolved,  infla- 
tion has  been  decreasing  the  value  of  the  dollar  steadily 
during  the  past  few  years.  We  believe  that  the  figures 
we  obtain  by  the  formula  now  in  use  would  probably 
not  be  considered  sufficient  to  provide  an  adequate  income 
for  our  Executive  Secretary  at  retirement,  and  possibly 
this  situation  would  also  hold  with  other  employees.  We 
suggest  that  the  Council  have  an  appropriate  committee 
look  into  this  and,  if  indicated,  bring  in  suggestions. 

The  Ad  Hoc  Committee,  at  its  meeting  on  July  17th, 
approved  a motion  requesting  Council  to  communicate 
with  all  Committee  Chairmen  asking  that  they  report  by 
letter  a summary  of  their  Committee  work  for  1971.  This 
was  to  reinforce  the  request  of  the  Executive  Secretary 
for  annual  reports  for  publication.  In  an  effort  to  stress 
Committee  activity  and  enlarge  participation  by  more 
members  it  is  felt  that  the  Chairman  should  be  required 
to  send  in  such  reports. 

Considerable  discussion  was  held,  with  the  President- 
Elect  participating,  about  Virginia  doctors  who  do  not 
belong  to  the  Society.  It  has  been  proposed  that  a brochure 
be  developed,  stressing  the  value  of  The  Medical  Society 
of  Virginia  to  the  individual  physician,  to  medicine  in  gen- 
eral and  to  the  public,  this  brochure  to  be  distributed  to 
the  non-member  physicians  and  new  physicians.  It  is 
hoped  that  local  members  could  be  asked  to  seek  out  these 
non-members  wherever  they  may  be  and  personally  in- 
vite them  to  join  local,  State  and  American  Medical  or- 
ganizations. This  brochure  could  be  a potent  factor  in 
such  a campaign. 

We  have  been  asked  by  Dr.  Hotchkiss  to  make  a study 
of  the  Florida  “Sick  Doctor”  laws  and  the  changes  in 
the  Medical  Licensing  laws  of  Washington  State.  We 
are  also  to  consider  a proposal  concerning  the  legal  pro- 
cedure known  as  the  “act  of  discovery”  whereby  a law- 
yer in  court  can  subpoena  all  records  a physician  may 
have  on  a patient  including  those  that  have  no  bearing 
whatsoever  on  the  question  before  the  court.  The  attorney 
may  discover  personal  facts  about  the  patient  not  pre- 
viously known,  and  possibly  use  these  facts  to  the  detri- 
ment of  the  patient. 

We  were  further  asked  by  Dr.  Hotchkiss  to  review  the 
“Maryland  Plan”  in  use  by  the  Arbitration  Committee  of 
that  state’s  Medical  Society.  It  is  possible  that  it  could 
be  adapted  to  our  needs  since  our  own  procedures  are 
not  accepted  enthusiastically  by  liability  insurance  car- 
riers. 

It  was  proposed  that  a survey  be  made  of  our  present 
Constitution  and  By  Laws  to  see  if  there  is  need  for  re- 
vision. We  are  to  also  study  the  format  of  the  Annual 
Meeting  of  the  Society  and  see  if  a more  productive 
and  comprehensive  use  of  the  time  can  be  developed. 

H.  C.  Bates,  M.D.,  Chairman 

McLemore  Birdsong,  M.D. 

Fletcher  J.  Wright,  Jr.,  M.D. 

Publication 

In  the  annual  report  of  the  Publication  Committee  last 
year  a-  number  of  questions  were  raised  by  the  Chairman 


as  to  whether  the  journal  should  curtail  any  of  its  activi- 
ties in  view  of  the  deficit  which  the  Virginia  Medical 
Monthly  had  incurred  in  recent  years.  This  was  part  of 
a nation-wide  pattern  in  which  the  state  medical  journals 
were  not  receiving  sufficient  revenue  from  advertising  to 
offset  the  increasing  costs  of  publication.  Considerable 
data  were  collected  and  presented  to  Council  at  the  Sep- 
tember 20  meeting.  After  discussion  it  was  the  decision 
of  Council  that  the  present  policy  be  continued. 

On  January  1 the  advertising  rates  of  the  journal  were 
increased  by  20%.  The  amount  of  advertising  space  has 
continued  about  the  same  so  it  is  anticipated  that  the  de- 
ficit of  last  year  will  be  lessened  materially  despite  rising 
costs  of  publishing  the  journal.  Definite  information  re- 
garding this  will  not  be  available  until  the  end  of  the 
fiscal  year. 

Only  one  special  issue  has  appeared  during  the  past 
year.  The  omission  of  other  special  issues  has  permitted 
the  publication  of  a number  of  excellent  articles  which 
had  tended  to  accumulate  during  the  past  year.  This  will 
mean  there  will  be  less  delay  in  the  publishing  of  current 
papers.  The  general  level  of  articles  submitted  last  year 
has  been  excellent  and  we  trust  this  will  continue. 

H.  J.  Warthen,  Chairman 
Ethics 

A number  of  matters  were  referred  to  your  Committee 
during  the  past  year — one  of  which  required  a special 
meeting  in  Richmond.  The  others  were  handled  either 
by  mail  or  telephone.  We  are  pleased  that  physicians  are, 
more  and  more,  calling  the  Executive  Secretary  when 
questions  arise  involving  ethics.  The  practice  of  medicine 
has  become  so  complex  that  it  pays  to  check  on  matters 
of  ethics  before  moving  in  a particular  direction. 

The  House  of  Delegates  of  the  American  Medical 
Association  recently  adopted  a report  on  professional 
ideals  which  we  consider  important  enough  to  reproduce 
in  its  entirety: 

“Recently  many  letters  have  been  received  by  the  Ju- 
dicial Council  complaining  of  an  apparent  preoccupa- 
tion by  an  increasing  number  of  physicians  with  the 
financial  aspects  of  their  medical  practice. 

“The  Judicial  Council  reaffirms  that  the  laborer  is 
worthy  of  his  hire  and  the  physician  is  entitled  to  rea- 
sonable compensation  for  the  service  he  performs.  At 
the  same  time,  the  Council  must  point  out  that  the  ‘prime 
object  of  the  medical  profession  is  to  serve  humanity; 
reward  or  financial  gain  is  a subordinate  consideration.’ 

“In  1934  the  House  of  Delegates  said  ‘one  of  the 
strongest  holds  of  the  profession  on  public  approbation 
and  support  has  been  the  age  old  professional  ideal  of 
medical  service  to  all,  whether  able  to  pay  or  not.’  The 
Council  believes  it  would  be  helpful  if  the  House  were 
to  reaffirm  that  policy  at  this  meeting. 

“Some  physicians  seem  to  believe  that  the  practices  of 
business  enterprises  should  be  utilized  by  physicians 
in  order  to  ‘encourage  prompt  attention  to  medical 
accounts.’  They  ask,  ‘Why  shouldn’t  we  be  paid  as  soon 
as  the  dry  goods  store,  the  grocer,  or  the  TV  service 
man?’ 
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“Ideally,  the  physician  should  be  paid  promptly.  If 
the  physician  is  not  paid  as  promptly  as  other  creditors 
he  should  recall  that  he  is  a professional  man  with  all 
the  perquisites  that  that  term  implies.  Our  patients  in 
large  number  carry  insurance  to  cover  the  cost  of 
medical  services.  (They  do  not  insure  payment  of  the 
cost  of  other  professional  or  business  services  to  any 
notable  extent.  Governmental  programs  have  been  in- 
stituted and  are  being  developed  continually  to  provide 
payment  for  medical  care  to  those  who  are  unable  to 
provide  this  payment. 

“If  the  profession  were  to  cast  aside  its  ideals  and 
traditions  and  adopt  the  practices  of  business,  trade 
or  industry  in  dealing  with  patients,  then  the  profes- 
sion would  be  casting  aside  also  the  perquisites  that 
have  been  accorded  it.  The  increase  of  collections  by 
adding  interest  per  month  to  a bill  of  an  honest 

patient  embarrassed  because  of  inflationary  trends,  or 
the  bill  of  some  retired  person  living  on  a small  pen- 
sion is,  in  the  opinion  of  the  Judicial  Council,  not  jus- 
tifiable. It  simply  is  not  worth  it  from  any  point  of 
view.  The  imposition  of  a penalty  on  the  bill  of  a 
‘deadbeat’  is  not  likely  to  cause  him  suddenly  to  change; 
the  chances  are  he  will  become  even  less  likely  to  pay. 

“A  physician  who  demands  a satisfactory  credit  report 
on  an  individual  before  accepting  that  individual  as 
a patient  is  demonstrating  that  to  him  financial  compen- 
sation is  the  prime  object  and  reward  of  his  profession. 

“A  physician  who  publicly  refuses  to  see  a patient, 
who  had  an  appointment,  because  the  patient’s  balance  on 
account  was  ‘too  high’  is  demonstrating  that  he  respects 
neither  himself  nor  his  profession. 

“These  examples  are  real.  The  Council  believes  they 
are  the  exception  and  they  seem  more  conspicuous 
because  of  that  fact.  Nonetheless,  these  practices  reflect 
adversely  on  the  whole  profession  and  especially  on  the 
countless  physicians  who  extend  credit  willingly  or 
write  off  old  accounts  because  they  are  dedicated  to 
serving  mankind. 

“The  Judicial  Council  therefore  recommends  that  the 
House  of  Delegates  reaffirm  that  the  prime  object  of 
the  medical  profession  is  to  render  service  to  human- 
ity; financial  gain  is  a subordinate  consideration. 

“The  Council  recommends  that  the  House  call  this  re- 
affirmation of  policy  to  the  attention  of  constituent  and 
component  medical  societies,  asking  them  to  urge 
all  physicians  to  adhere  faithfully  to  the  professional 
ideals,  traditions  and  goals  of  American  medicine.” 

K.  K.  Wallace,  M.D.,  Chairman 

Thomas  M.  Fulcher,  M.D. 

Hugh  G.  Stokes,  M.D. 

Membership 

Your  Committee  takes  pleasure  in  reporting  another 
sizable  increase  in  Society  membership.  It  only  wishes 
that  it  could  report  a similar  gain  in  AMA  membership. 
This  is  not  the  case,  however,  and  Virginia  continues  to 
lag  behind  its  sister  states  in  this  regard.  It  is  now  clear 


that  an  extensive  educational  campaign  is  necessary  if 
Virginia  physicians  are  to  properly  support  AMA  during 
these  days  of  decision. 

We  take  this  opportunity  to  welcome  all  new  members 
into  the  Society  and  call  their  attention  to  the  many 
services  and  benefits — including  eight  fine  insurance  pro- 
grams— available  to  them. 

It  is  with  the  greatest  pleasure  that  this  Committee 
nominates  Dr.  James  M.  Moss,  our  current  President,  for 
honorary  active  membership  in  The  Medical  Society  of 
Virginia.  His  tireless  efforts  on  behalf  of  his  Society  and 
profession  have  won  him  a place  in  the  heart  of  all  those 
who  enjoyed  the  privilege  of  working  under  his  able 
leadership. 

Frank  D.  Daniel,  M.D.,  Chairman 

James  A.  Kirkland,  M.D. 

Richard  W.  Garnett,  Jr.,  M.D. 

Public  Relations 

The  Medical  Society  of  Virginia  has  taken  a giant 
step  forward — as  far  as  public  relations  is  concerned.  In 
keeping  with  a recommendation  of  a Special  Committee 
Studying  the  Future  Mission  of  the  Society,  a new  staff 
member  has  been  employed  who  will,  among  other  things, 
coordinate  the  Society’s  entire  public  relations  program. 
The  new  employee  is  Mr.  Willard  C.  Osburn  and  your 
Committee  looks  forward  to  working  with  him  in  the 
months  and  years  ahead.  We  are  now,  as  never  before, 
in  a position  to  carry  our  message  to  the  people  of  Vir- 
ginia in  a positive  and  effective  manner. 

While  we  look  to  the  future  with  anticipation,  we  also 
look  back  on  the  past  year  with  considerable  satisfaction. 
Once  again  your  Committee  sponsored  special  programs 
for  senior  medical  students  at  the  Medical  College  of  Vir- 
ginia and  University  of  Virginia  School  of  Medicine. 
Both  groups  were  addressed  by  Dr.  James  M.  Moss, 
President  of  the  Society.  Dr.  Moss  did  an  excellent  job 
of  impressing  the  students  with  the  importance  and  neces- 
sity of  participating  in  their  local,  state  and  national 
societies. 

Dr.  Robert  Cassidy,  Chairman  of  the  Committee  on 
Rural  Health,  attended  the  4-H  Club  Health  Award  Cer- 
emony in  Blacksburg  and  presented  the  winners  with 
their  certificates  and  prizes.  The  Medical  Society  of  Vir- 
ginia makes  an  annual  contribution  to  this  particular 
program  and  it  continues  as  one  of  our  very  best  PR 
projects. 

Your  Chairman,  along  with  Mr.  Osburn,  attended  the 
1971  AMA  Communications  Clinic  in  Chicago.  The 
Clinic  is  undoubtedly  the  best  public  relations  meeting  of 
its  kind  anywhere  and  every  medical  society  in  the  coun- 
try should  make  sure  that  it  is  represented. 

A number  of  Virginia  radio  and  television  stations 
are  carrying  short  and  timely  spot  announcements  made 
available  through  AMA.  The  material  is  well  done  and 
the  stations  seem  very  happy  to  use  them  on  a public 
service  basis. 

The  Medical  Society  of  Virginia  is  working  with  the 
State  Department  of  Health  in  the  production  of  a num- 
ber of  television  spots  which  stress  the  importance  of  pre- 
natal care.  These  spots  were  produced  for  the  most  part 
by  volunteers  and  everyone  who  has  reviewed  them  con- 
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siders  them  tops  in  every  respect.  Watch  for  them  on 
your  local  channel. 

In  closing  we  would  like  to  emphasize  that  good  pub- 
lic relations  requires  a team  approach.  This  means  that 
the  physician,  his  wife,  and  his  medical  assistants  must 
all  be  PR  conscious  every  hour  of  the  day.  Numerous 
grievances  are  filed  simply  because  of  a lapse  on  the  part 
of  one  team  member.  It  is  not  unusual  for  the  physician 
to  be  totally  unware  that  his  PR  image  is  quite  poor. 
This  is  the  best  reason  we  know  for  keeping  your  staff 
PR  oriented. 

John  Wyatt  Davis,  Jr.,  M.D.,  Chairman 
Judicial  Committee 

A majority  of  the  Judicial  Committee  has  considered 
the  problem  presented  by  the  current  Congressional  re- 
districting and  the  resolution  introduced  into  the  Council 
in  relation  thereto,  and  recommends  that  no  action  be 
taken  by  The  Medical  Society  of  Virginia  until  the  cur- 
rent problem  has  been  resolved  in  the  Courts  in  a defini- 
tive fashion. 

Charles  W.  Whitmore,  M.D.,  Chairman 

Medicine  and  Religion 

Your  committee  continues  to  be  active,  and  the  past 
twelve  months  have  been  busy  ones,  particularly  with 
reference  to  local  and  regional  meetings. 

The  Southeastern  Medicine  and  Religion  Regional  Meet- 
ing was  held  in  Atlanta  on  February  6,  1971,  and  repre- 
sentatives from  ten  states — including  Virginia — attended. 
The  workshop,  sponsored  by  AMA,  pointed  out  in  many 
respects  the  important  role  religion  plays  in  overall  pa- 
tient care  and  that  dialogue  betwen  physicians  and  clergy 
is  now  becoming  a reality. 

On  Sunday,  May  23,  your  committee  was  represented 
at  a special  “Thanksgiving  Service”,  held  at  the  historic 
Bruton  Parish  Church  in  Williamsburg  in  connection  with 
the  Fiftieth  Anniversary  Meeting  of  the  American  Asso- 
ciation of  Plastic  Surgeons. 

The  third  Annual  Symposium  on  Medicine  and  Reli- 
gion was  held  at  the  Naval  Hospital  in  Portsmouth  on 
May  27,  1971.  The  subject  of  this  year’s  program  was 
“Medical — Moral  Problems  in  the  1970’s”.  Your  chair- 
man had  the  privilege  of  moderating  the  panel  discussion, 
and  plans  are  under  way  for  next  year’s  symposium  to 
be  held  in  early  spring. 

For  the  second  straight  year,  members  of  The  Medical 
Society  of  Virginia  staff  participated  in  the  Prayer  Break- 
fast, which  is  presented  at  the  Annual  Meeting  of  AMA. 

The  Committee  is  very  encouraged  over  the  year’s 
activities.  Each  year  your  committee  is  involved  in  new 
means  and  methods  of  providing  better  relationship  and 
understanding  between  physicians  and  clergymen  in  their 
mutual  task  of  total  patient  care. 

Bernard  H.  Kasinoff,  M.D.,  Chairman 

Blue  Shield  Directors 

Since  May  1970  Blue  Shield  of  Virginia  has  undergone 
a rather  drastic  change  in  administration  and  administra- 
tive policies.  As  a result,  operative  costs  have  been  re- 


duced from  $.16  to  $.10  per  dollar.  Your  committee,  as 
a part  of  the  Board  of  Directors,  is  being  kept  abreast 
of  operations.  Liaison  with  Blue  Cross  is  better,  and  a 
number  of  joint  board  meetings  have  been  held.  At  pres- 
ent 2,240  physicians  are  participating  members  of  Blue 
Shield  of  Virginia — another  all  time  high. 

As  this  is  written  in  July,  a committee  is  studying  the 
feasibility  of  a possible  change  in  composition  of  the 
board,  but  no  recommendations  have  been  formulated. 

An  attempt  is  being  made  to  maintain  close  liaison  with 
The  Medical  Society  of  Virginia. 

F.  J.  Wright,  Jr.,  M.D.,  Chairman 

Liaison  to  Virginia  Hospital  Association 

A very  productive  meeting  was  held  in  June  between 
your  Committee  and  representatives  of  the  Virginia  Hos- 
pital Association.  As  always,  we  found  our  friends  in 
the  Hospital  Association  to  be  most  cooperative  and  we 
are,  indeed,  pleased  with  the  wonderful  working  rela- 
tionship we  enjoy  with  that  fine  organization. 

A number  of  matters  of  mutual  interest  were  discussed 
at  length  and  there  was  general  agreement  on  all  points. 
One  matter  discussed  to  advantage  was  a recommenda- 
tion from  Council  that  podiatrists  be  granted  consulting 
privileges  within  their  specialty  and  with  the  approval 
of  individual  hospital  staffs.  It  was  pointed  out  that  such 
privileges  would  in  no  way  tie  in  with  admissions.  It 
was  agreed  that  Council’s  recommendation  would  be 
brought  to  the  attention  of  the  governing  body  of  the 
Virginia  Hospital  Association. 

Other  matters  discussed  included  problems  brought  on 
by  professional  liability  insurance,  retroactive  denial  of 
claims  under  Medicare,  peer  review,  feasibility  of  “cer- 
tificate of  need”  legislation,  the  study  being  conducted 
by  a speical  VALC  Commission  on  hospital  care  costs, 
and  the  appointment  of  physicians  to  Hospital  Boards. 

Your  Committee  was  impressed  with  the  many  prob- 
lems brought  on  by  Medicare.  The  retroactive  denial 
of  claims  has,  in  many  cases,  resulted  in  the  loss  of  hun- 
dreds of  thousands  of  dollars.  From  all  indications,  the 
situation  will  worsen.  It  was  reported  that  one  hospital 
which  had  three  denial  cases  last  year  was  the  recipient 
of  16  such  cases  during  the  first  five  months  of  1971.  It 
was  agreed  that  Virginia’s  Congressional  delegation 
should  be  made  aware  of  this  very  serious  situation. 

It  was  also  learned  that  an  8 percent  increase  in  the 
allowance  for  hospital  nursing  care  had  been  authorized 
under  the  Medicare  Program.  Although  funds  had  been 
declared  available,  the  authorized  increase  has  never 
been  implemented  by  the  Secretary  of  HEW. 

We  feel  that  a great  deal  of  good  is  derived  from 
joint  meetings  with  representatives  of  the  Hospital  Asso- 
ciation and  hope  that  they  will  be  continued  on  a per- 
manent basis.  Never  has  it  been  more  important  for  our 
two  groups  to  work  and  stand  together  than  now. 

James  Asa  Shield,  M.D.,  Chairman 

Richard  F.  Clark,  M.D. 

C.  Barrie  Cook,  M.D. 

John  T.  Myles,  M.D. 

K.  K.  Wallace,  M.D. 
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Nursing 

During  the  year  of  1970-71  there  has  been  a continued 
effort  for  clarification  of  terminology  and  roles  to  be  per- 
formed by  the  various  health  providing  agencies.  The 
advent  of  physician’s  assistants  and  nurse  practitioners 
has  provided  new  problems  to  be  correlated  that  there  will 
be  no  overlapping  of  duties. 

An  Interdisciplinary  Practice  Council  was  formed  this 
year  with  participation  of  members  of  The  Medical 
Society  of  Virginia,  Virginia  Nurses  Association,  Virginia 
Pharmaceutical  Society,  and  the  Virginia  Hospital  Asso- 
ciation; its  purpose  to  discuss  and  make  recommendations 
concerning  the  congruent  roles  of  the  physician  and  nurse 
in  providing  quality  health  care,  with  particular  atten- 
tion to  the  rise  of  the  nurse  clinician  and  introduction  of 
physician  assistants. 

Two  members  of  each  of  the  aforementioned  groups 
were  appointed  to  this  council.  There  have  been  two 
meetings  so  far  this  year  and  another  is  expected  to  be 
held  in  August. 

Increased  efforts  have  been  made  to  recruit  promising 
prospective  nurses  to  enter  the  field  of  nursing  in  all 
phases  of  the  profession. 

On  June  11,  1971,  a joint  meeting  of  the  Committee 
and  representatives  of  the  Virginia  State  Board  of  Nurs- 
ing, Virginia  Nurses  Association,  and  the  Virginia  League 
for  Nursing  was  held  at  Society  Headquarters.  Those 
attending  were : 

The  Medical  Society  of  Virginia  : 

Dr.  W.  Nash  Thompson,  Chairman 

Dr.  John  L.  Geurrant 

Dr.  John  P.  Lynch 

Dr.  William  E.  Painter 

Dr.  Charles  H.  Townes 

Virginia  State  Board  of  Nursing: 

M rs.  Marilyn  Boyd,  R.N.,  Vice-President 
Miss  Eleanor  J.  Smith,  Executive  Secretary 

Virginia  Nurses  Association: 

Mr.  Kenneth  L.  Rinker,  President 

Mrs.  Barbara  Walker,  R.N.,  Executive  Secretary 

Virginia  League  for  Nursing: 

Mrs.  Frances  McKendrick,  R.N.,  President 

We  learned  from  Mrs.  Walker  that  area  cooordinators 
have  been  employed  in  five  sections  of  the  State  for  the 
purpose  of  sponsoring  continuing  education  for  nursing 
personnel.  This  entails  conducting  community-based  work- 
shops to  improve  knowledge  and  skills  in  treatment  of 
heart,  cancer,  stroke,  and  related  diseases.  The  Commit- 
tee learned  that  a total  of  51  workshops  have  been  held, 
with  1,3+5  in  attendance. 

Miss  Smith  reported  that  as  of  May  28  of  this  year 
22,092  nursing  certificates  have  been  renewed,  and  al- 
though this  is  an  increase  over  the  previous  year,  unfor- 
tunately there  are  over  +,000  registered  nurses  in  Vir- 
ginia not  practicing.  Currently  there  are  16,229  registered 
nurses  practicing  in  Virginia,  which  represents  an  in- 
crease of  1,2+1  nurses  over  the  previous  year. 

Miss  Smith  also  reported  that  there  are  7,258  practical 


nurses  working  in  the  State.  In  discussing  nursing  edu- 
cation Miss  Smith  stated  that  51  practical  nurse  programs 
are  currently  in  operation  and  this  figure  represents  a tre- 
mendous growth  over  previous  years. 

A total  of  1,+61  students  are  enrolled  in  Diploma  Pro- 
grams, 551  in  Associate  Degree  Programs,  and  879  in 
Baccalaureate  Degree  Programs. 

Mr.  Rinker  advised  the  Committee  that  there  were  two 
bills  he  hoped  Congress  would  consider  with  reference  to 
providing  funds  for  nursing  education.  These  could  make 
available  up  to  $20,000.00  a year  per  school  and  $2,000.00 
per  student  for  nursing  education. 

A motion  by  Dr.  Guerrant  recommending  that  the 
Council  of  The  Medical  Society  of  Virginia  support  fed- 
eral funding  for  nursing  education  was  seconded  and 
adopted. 

The  Committee  learned  that  the  State  Board  of  Nurse 
Examiners  and  the  Nurses  Associaion  vigorously  oppose 
the  proposal  that  the  Board  be  placed  under  the  super- 
vision of  the  Department  of  Professional  and  Occupational 
Registration. 

Dr.  Thompson  referred  to  the  minutes  of  the  Council 
of  The  Medical  Scciety  of  Virginia,  May  12,  1971  and 
reported  the  following  excerpts: 

“Considerable  concern  was  voiced  over  a proposal  to 
bring  the  Board  of  Medical  Examiners  under  the  super- 
vision of  the  Department  of  Professional  and  Occupational 
Registration.  There  are  eighteen  (18)  groups  under  this 
particular  department  at  the  present  time,  and  the  Gov- 
ernor’s Management  Study  has  recommended  that  all 
professional  groups  now  enjoying  independent  status  be 
brought  under  its  direction. 

“It  was  pointed  out  that  the  Board  has  made  great 
strides  as  an  independent  agency  and  that  the  proposed 
change  might  well  prove  disastrous.  Certainly,  it  would 
affect  the  overall  operation  to  a considerable  degree.  While 
it  was  agreed  that  the  use  of  centralized  computor  billing 
would  undoubtedly  have  some  advantages,  this  would  not 
offset  the  problems  which  would  certainly  occur  where 
decision  and  policy  making  are  concerned. 

“A  motion  was  then  offered  by  Dr.  Moss  which  would 
have  Council  voice  its  displeasure  and  opposition  to  the 
proposed  change.  The  motion  was  seconded.  After  agree- 
ing that  the  Society’s  opposition  must  be  based  on  good 
and  specific  reasons  and  that  its  stand  be  made  known 
to  both  the  Governor  and  members  of  the  General  Assem- 
bly, the  motion  was  adopted.” 

It  was  then  moved  by  Dr.  Lynch  that  the  Committee 
commend  Council  on  its  stand  and  recommend  that  it  be 
extended  to  include  the  State  Board  of  Nursing.  The 
motion  was  seconded  and  carried. 

Mrs.  McKendrick  explained  the  composition  of  the 
League  of  Nursing  and  how  it  attempts  to  elevate  the 
health  program  in  the  State.  She  reported  the  League 
works  very  closely  with  community  and  Health  Organi- 
zations, including  the  TB  Association  and  Virginia  Coun- 
cil on  Health  and  Medical  Care.  Current  membership  in 
Virginia  is  300  ranking  17th  in  the  country. 

Dr.  Townes  expressed  concern  regarding  various  in- 
stitutions offering  diplomas  for  nurses’  aides.  It  was 
pointed  out  that  although  many  of  these  schools  have  been 
under  investigation  by  the  State  Board  of  Education,  some 
are  still  in  existence.  Discussion  revealed  the  recipients 
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of  diplomas  from  these  schools  are  not  qualified,  and, 
therefore,  could  not  secure  employment. 

The  Committee  also  learned  there  were  also  institu- 
tions offering  training  by  mail  and  the  State  Board  of 
Education  should  be  made  aware  of  this  situation. 

Dr.  Painter  mentioned  that  many  times  Hospital  Ad- 
ministrators came  between  nurses  and  physicians  regard- 
ing hospital  policy  and  procedure,  and  this  certainly  makes 
for  a bad  situation. 

Dr.  Thompson  pointed  out  that  everyone  must  share 
the  responsibility  of  communications,  or  the  lack  of  it, 
and  with  better  liaison  between  the  health  providing 
agencies  the  individual  would  receive  better  health  care 
which  is  after  all  the  common  goal. 

C.  Barrie  Cook,  M.D. 

John  L.  Guerrant,  M.D. 

William  E.  Painter,  M.D. 

Carl  E.  Stark,  M.D. 

W.  N.  Thompson,  M.D.,  Chairman 

Air  Pollution 

The  Air  Pollution  Committee  of  The  Medical  Society 
of  Virginia  met  on  April  17,  1971  with  all  members  in 
attendance.  The  following  proposals  were  approved : 

1.  Establish  in  each  of  the  three  (3)  major  areas  of 
concentrated  population  in  the  State  (Richmond, 
Northern  Virginia,  and  Norfolk-Newport  News)  a 
a “subcommittee’’  consisting  of  a member  of  our 
committee,  a pulmonary  physician-physiologist  and 
the  local  Air  Pollution  Control  Officer.  These  “sub- 
committees” would  evaluate  any  health  problems 
related  to  air  pollution  and  make  a report  back  to 
our  Air  Pollution  Committee;  our  committee  would 
then  make  appropriate  recommendations  to  the  coun- 
cil of  The  Medical  Society  of  Virginia.  Additional 
“Health  and  Air  Pollution  Subcommittees”  will  be 
formed  if  experience  justifies  such  expansion.  The 
Air  Pollution  Committee  would  like  to  receive  re- 
ports from  any  physician  in  the  State  if  there  is  a 
level  of  community  air  pollution  that  he  considers 
a hazard  to  health. 

2.  Develop  in  Richmond  (chiefly  at  the  Medical  College 
of  Virginia)  an  epidemiological  study  to  correlate 
the  levels  of  air  pollution  and  other  environmental 
factors  on  chronic  obstructive  lung  disease.  At  the 
present  time  there  is  no  comprehensive  monitoring 
of  the  ambient  air  in  Richmond  but  with  the  new 
federal  regulations  on  air  quality  standards  such 
comprehensive  monitoring  will  soon  be  established. 
In  the  meantime,  information  will  be  obtained  from 
Northern  Virginia  (the  Washington  Capital  Re- 
gion) where  extensive  monitoring  has  been  carried 
out  for  the  past  several  years. 

3.  Prepare  advice  for  physicians  and  patients  with 
chronic  obstructive  lung  disease  when  high  levels 
of  air  pollution  occur. 

4.  The  monitoring  of  air  pollutants  in  the  State  of  Vir- 
ginia is  very  limited  at  the  present  time  and  the 
medical  profession  should  support  the  budget  request 


of  the  Virginia  Air  Pollution  Control  Board  for 
funds  for  adequate  monitoring  of  the  air. 

Edward  S.  Ray,  M.D.,  Chairman 
Thomas  N.  Hunnicutt,  Jr.,  M.D. 

James  M.  Macmillan,  M.D. 

R.  F.  Sappington,  Jr.,  M.D. 

Heart,  Cancer,  Stroke 

In  October  1970  Public  Law  91-515  extended  and 
amended  the  original  Regional  Medical  Programs  legis- 
lature of  Public  Law  89-239.  The  scope  of  the  Regional 
Medical  Programs  now  includes  the  categorical  group  of 
kidney  disease  and  other  related  diseases.  Whereas  the 
original  law  referred  to  the  diagnosis  and  treatment  of 
these  diseases,  it  now  includes  prevention,  diagnosis,  treat- 
ment and  rehabilitation  of  persons  suffering  with  these 
diseases.  Emphasis  is  now  made  to  “strengthen  and  im- 
prove primary  care  and  the  relationship  between  special- 
ized and  primary  care”,  to  improve  generally  “the  quality 
and  enhance  the  capacity  of  health  man-power”  and  to 
“improve  health  services  for  persons  residing  in  areas 
with  limited  health  services”.  These  purposes  are  to  be 
attained  “without  interfering  with  the  patterns  of  the 
methods  of  financing  of  patient  care  or  professional  prac- 
tice. . 

In  Washington  new  RMP  policies,  regulations,  guide- 
lines, etc.  are  now  being  revised.  Because  of  the  broad 
language  employed  in  the  amendments,  it  is  felt  that  HEW 
will  take  this  opportunity  to  establish  certain  priorities 
for  funding  which  are  more  in  keeping  with  its  own 
emphases.  These  include  the  reorganization  of  services 
and  improvements  in  the  delivery  of  health  care.  More 
particularly,  they  will  probably  look  favorably  upon  new 
techniques  and  innovative  delivery  patterns,  including 
“provider  acceptance  of  and  extending  resources  sup- 
portive of  Health  Maintenance  Organizations  (HMO’s)”. 
Comprehensive  health  planning  activities  are  to  be  en- 
couraged as  are  Multiregional  Health  Education  facili- 
ties. The  development  of  and  facilitation  of  “new  and 
specific  mechanisms  that  provide  quality  control  and  im- 
prove standards  of  care”  through  review  mechanisms  is 
to  be  encouraged.  These  are  the  high  priority  emphases 
of  RMP  today. 

In  Virginia,  as  in  other  regions,  budgetary  cuts  have 
prevented  further  expansion  and  new  development;  how- 
ever, all  current  projects  in  the  program  have  sufficient 
funding  to  continue.  The  revision  of  the  program  in  the 
light  of  the  above  mentioned  new  guidelines  is  now  under 
consideration  and  development. 

Despite  the  marked  swing  in  emphasis  from  the  original 
intent  of  RMP  and  in  the  light  of  the  new  amendments, 
and  most  especially  the  new  interpretation  from  HEW, 
your  Committee  feels  that  it  is  in  the  best  interests  of  the 
Society'  to  remain  informed  and  active  and  influential 
in  the  Virginia  Regional  Medical  Program. 

Frank  Alton  Wade,  M.D.,  Chairman 

Medical  Aspects  of  Sports 

Once  again  The  Medical  Society  of  Virginia,  in  coop- 
eration with  the  Virginia  High  School  League,  sponsored 
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a Conference  on  the  Medical  Aspects  of  Sports.  The  Con- 
ference was  held  in  Blacksburg  at  the  VPI  Coliseum  and 
featured  a program  of  great  interest  to  team  physicians, 
coaches  and  trainers. 

Our  special  guest  was  Dr.  Donald  Cooper,  team  phy- 
sician at  Oklahoma  State  University.  Dr.  Cooper  is  in 
great  demand  as  a speaker  and  we  only  regret  that  more 
Virginia  physicians  were  not  on  hand  to  hear  his  excel- 
lent presentations. 

Your  Committee  is  convinced  that  there  is  a need  for 
special  programs  having  to  do  with  medical  aspects  of 
sports  and  will  explore  new  ways  and  means  of  increas- 
ing attendance.  Since  these  programs  are  of  tremendous 
value  to  coaches  and  trainers,  we  are  looking  into  the 
possibility  of  working  a roundtable  and  several  papers 
directly  into  the  annual  coaching  clinic  of  the  Virginia 
High  School  League.  This  would  enable  us  to  reach 
a greater  number  of  those  most  concerned  and  thereby 
obtain  the  beneficial  results  we  seek. 

The  Committee  would  like,  at  this  time,  to  express  its 
appreciation  of  the  tremendous  cooperation  it  always  re- 
ceives from  the  directors  of  athletics  and  coaching  staffs 
at  VPI  and  University  of  Virginia. 

The  1972  Conference  will,  in  all  probability,  be  held 
at  Charlottesville  and  the  scene  very  likely  will  be  Uni- 
versity Hall.  Membership  will  be  contacted  just  as  soon 
as  final  arrangements  have  been  made. 

Gervas  S.  Taylor,  Jr.,  M.D.,  Chairman 

Richard  H.  Fisher,  M.D. 

J.  Thomas  Hulvey,  M.D. 

Emory  Irvin,  M.D. 

Clarence  E.  Keefer,  M.D. 

Virgil  R.  May,  Jr.,  M.D. 

Frank  C.  McCue,  III,  M.D. 

Robert  P.  Nirschl,  M.D. 

Oscar  W.  Ward,  Jr.,  M.D. 

Insurance 

Professional  liability  continues  to  be  the  primary  con- 
cern of  this  Committee.  It  is  becoming  increasingly  clear 
that  we  are  living  in  a suit  conscious  age  and  physi- 
cians over  the  nation  have  become  the  victims.  As 
a result,  professional  liability  premiums  continue  to  in- 
crease and  carriers  are  becoming  more  and  more  reluc- 
tant to  write  such  coverage  on  other  than  an  accommo- 
dation basis. 

Because  of  this  somewhat  dreary  outlook,  we  take 
great  satisfaction  in  reporting  that  the  professional  lia- 
bility program  of  The  Medical  Society  of  Virginia  is 
considered  among  the  15  most  successful  in  the  entire 
country.  Over  300  physicians  came  into  the  program 
during  the  past  12  months — bringing  membership  par- 
ticipation to  97  percent. 

But — even  Virginia  is  not  entirely  immune  to  the  suit 
problem  plaguing  the  rest  of  the  nation.  Some  150  active 
or  potential  suits  exist  in  our  state  at  the  present  time 
and  the  loss  ratio  of  our  program  is  much  too  high.  The 
St.  Paul  Company,  which  underwrites  the  program,  con- 
siders a 68  percent  loss  ratio  acceptable.  Unfortunately, 


our  loss  ratio  for  the  past  12  months  has  exceeded  100 
percent. 

Consequently,  it  will  be  necessary  to  increase  the  pre- 
mium rates  of  our  program  approximately  35  percent. 
Your  Committee  has  reviewed  the  program  in  detail  and 
is  convinced  that  the  increase  is  definitely  justified.  Even 
so,  we  will  still  be  paying  some  of  the  lowest  premiums 
in  the  country. 

One  of  our  main  objectives  at  this  time  is  to  make 
sure  that  all  eligible  members  of  the  Society  can  obtain, 
and  then  retain,  coverage.  St.  Paul  has  assured  us 
of  its  cooperation  in  this  respect. 

Other  programs  sponsored  by  the  Society  are  doing 
very  well  and  several  have  only  recently  announced 
that  additional  benefits  will  soon  be  made  available. 

New  proposals  are  constantly  being  reviewed  and 
your  Committee  will  continue  its  efforts  to  make  avail- 
able to  the  membership  the  finest  group  insurance  pro- 
grams obtainable  on  today’s  market. 

A.  L.  Herring,  Jr.,  M.D.,  Chairman 

Alvin  E.  Conner,  M.D. 

John  W.  Giesen,  M.D. 

David  V.  Strider,  M.D. 

Michael  A.  Puzak,  M.D. 

C.  W.  Cartwright,  M.D. 

Maternal  Health 

Dr.  Norman  Thornton,  Chairman,  called  the  meet- 
ing to  order.  Members  present:  Drs.  Mason  Andrews, 
William  Cox,  Garrett  Dalton,  Leo  Dunn,  James  Dunne, 
Rufus  Ellett,  Francis  Payne,  John  Saunders,  George 
Speck,  William  Thornton,  and  Frank  Turner. 

Mr.  Osburn,  new  Administrative  Assistant  to  Mr. 
Robert  Howard,  Executive  Secretary  for  The  Medical 
Society,  and  Mr.  Charles  Ford,  representative  from 
the  State  Health  Department,  Bureau  of  Health  Educa- 
tion, were  introduced.  It  was  a pleasure  to  have  both 
these  nice  persons  at  our  meeting. 

Mr.  Ford  showed  the  fifteen  different  episodes  that 
have  been  prepared  on  the  subject  of  maternal  health 
and  family  planning  for  showing  on  T.V.  These  pic- 
tures were  well  received  and  some  very  constructive 
discussion  was  held  concerning  them.  The  suggestions 
will  be  very  useful  in  preparing  additional  film  on  these 
subjects.  Two  or  three  of  the  films  seemed  to  present 
a negative  approach.  This  will  be  kept  in  mind  and  pos- 
itive attitudes  will  be  portrayed  in  coming  presentations. 
We  shall  make  every  effort  to  overcome  in  the  minds 
of  the  viewers  what  appears  to  be  a rather  common 
occurrence,  that  is,  one  of  apprehension  on  the  part  of 
the  patient  relating  to  physicians  and  hospitals.  This 
uneasiness  apparently  begins  with  the  thought  of  the 
doctor’s  office  and  carries  through  procedures  followed 
in  the  office,  the  hospital,  the  delivery  room,  and  the 
whole  scope  of  care  provided  for  maternity  patients. 

As  decided  at  our  last  meeting  in  June,  1969,  a letter 
of  request  was  sent  by  our  Chairman  to  the  Council  of 
The  Medical  Society  of  Virginia  asking  for  its  aid  and 
assistance  in  providing  for  some  relief  of  the  OB  men 
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who  are  handling  such  a large  volume  of  service  work. 
The  Council  considered  this  request  and,  in  turn,  asked 
that  the  Committee  on  Maternal  Health  again  review 
its  problem  and  present  suggestions  and  recommenda- 
tions to  the  Council.  There  was  a good  deal  of  discus- 
sion on  the  matter  of  the  shortage  of  applicants  for  OB 
residency  training  and  on  the  relative  shortage  of  OB 
practitioners.  One  suggestion  was  that  the  residency 
training  period  be  extended  to  five  years  with  the 
last  year  being  devoted  to  in-hospital-practice — such 
hospitals  and  fifth  year  residents  to  be  associated  with 
medical  schools.  It  was  also  brought  out  that  while  this 
proposal  did  sound  good  in  one  sense  there  were  many 
problems  involved  with  it,  since  a large  number  of 
present  residents  are  married  and  have  children,  thus 
making  it  difficult  to  move  men  around  to  associated 
hospitals.  One  member  brought  out  the  point  that  in 
maternity  care  the  physician  devotes  a major  portion  of 
his  time  to  antepartum  care.  Most  of  this  care  is  nor- 
mal, for  the  patients  are  normal.  Dr.  Leo  Dunn  felt 
that  if  such  normal  care  could  be  provided  by  well 
trained  nurses  it  would  allow  better  proportionate  dis- 
tribution of  time  by  the  physician  to  patients  bordering 
on  or  with  pathology  in  the  antepartum  period  and  also 
more  time  for  care  of  the  patient  at  delivery  and  post- 
partum. Medical  College  of  Virginia  for  the  past  year 
has  been  working  tentatively  in  preparation  of  nurses 
for  this  type  of  service  and  is  now  using  these  services 
on  an  experimental  basis  and  finding  it  very  helpful. 
The  medically  indigent  service  patient  and  the  financial 
problem  posed  by  this  group  to  the  hospital  was  another 
area  of  interesting  conversation.  The  thought  was  ex- 
pressed that  we  the  medical  profession,  should  do  more 
with  the  third  party  providers  to  try  to  have  them 
allow  for  full  obstetrical  coverage,  the  same  as  these 
providers  do  for  any  other  medical  condition.  Dr. 
Thornton  indicated  that  in  the  curriculum  at  University 
of  Virginia  four  weeks  are  devoted  to  obstetrics  in  the 
third  year,  the  rest  of  the  time  is  elective.  Dr.  Leo  Dunn 
stated  that  at  MCV  two  and  a half  weeks  are  devoted 
to  a lecture  on  reproduction  in  the  first  year,  three 
weeks  in  the  second  year  are  spent  on  a lecture  on 
reproduction.  In  the  third  year,  six  weeks  are  spent  as 
a clinical  clerk  and  in  the  fourth  year  an  elective  aver- 
aging one  month.  Dr.  Thornton  and  the  Committee  felt 
that  this  matter  could  not  be  completely  handled  today 
in  our  meeting.  Accordingly,  he  appointed  a subcom- 
mittee to  study  this  problem  so  as  to  be  able  to  make 
some  suggestions  to  the  Council  of  the  Medical  Society. 
Dr.  Leo  Dunn  was  appointed  as  Chairman,  with  Drs. 
Turner,  Ellett,  Saunders,  Speck  and  Smith  as  members 
of  the  Committee. 

The  opinion  of  the  Attorney  General  on  the  interpre- 
tation of  the  new  Law  relating  to  drug  problems,  con- 
traception and  pregnancy  was  discussed.  His  interpre- 
tation of  the  Law  was  also  read  to  the  members.  We 
now  understand  that  services  can  be  provided  in  these 
three  areas  to  any  person  who  seeks  them,  regardless 
of  age.  Parental  consent  is  still  necessary  under  this 
new  Law  and  its  new  interpretation  for  therapeutic 
abortion.  A letter  is  to  be  sent  to  Dr.  William  Grizzard, 
President  of  the  Virginia  Obstetrical  and  Gynecological 


Society  from  our  Committee  indicating  that  at  this  time 
the  Committee  proposes  that  no  changes  be  made  in  the 
present  Abortion  Law. 

Copies  of  the  proposals  made  by  the  Committee  on 
Fetus  and  Newborn  of  the  Child  Health  Committee  of 
the  Medical  Society  for  changes  in  the  rules  and  regu- 
lations of  the  Maternity  Hospital  Law  will  be  sent  to 
each  member  of  our  Committee  for  his  thoughtful  study 
and  suggestions.  Any  proposal  for  changes  in  the  Law 
must  be  in  the  hands  of  the  Commissioner  of  Health  in 
early  August  of  1971.  No  recommendations  were  made 
for  changes  in  the  Maternity  Hospital  Law  by  our 
Committee  today.  We  reviewed  how  a law,  when  writ- 
ten in  general  terms,  allows  for  a good  deal  of  inter- 
pretation, and  if  it  is  specific,  it  then  immediately  be- 
comes restrictive  and  difficult  to  be  equally  and  fairly 
administered  under  various  situations  throughout  the 
State.  We  also  reviewed  the  advantages  of  the  law 
remaining  as  it  is  with  interpretations,  recommenda- 
tions and  requirements  providing  for  changes  from  time 
to  time  by  the  action  of  the  State  Board  of  Health.  We 
all  understand  that  the  State  Board  of  Health  likely 
would  not  recommend  any  changes  in  its  requirements 
relating  to  maternity  or  infant  care  without  first  con- 
sulting, specifically,  the  particular  committees  of  The 
Medical  Society  and  The  Medical  Society  on  these 
matters. 

We  then  reviewed  the  maternal  death  statistics.  There 
were  twenty-one  maternal  deaths  during  1970  (four 
more  than  in  the  previous  year — all  being  in  the  Negro 
race)  10  were  white,  and  11  were  Negro.  The  maternal 
death  rate  was  2.4  per  10,000  live  births,  an  increase 
from  the  2.0  per  10,000  live  births  for  1969.  1970  was 
the  second  year  in  a row  that  there  has  been  an  increase 
in  the  number  and  in  the  rate  of  maternal  deaths  from 
the  all  time  low  for  Virginia  of  1.6  per  10,000,  and  13 
maternal  deaths  in  1968.  We  then  reviewed  the  method 
of  collecting  information  on  maternal  deaths  and  consid- 
ered various  suggestions  for  improving  the  time  lag  be- 
tween the  death  and  forwarding  to  the  physician  that 
signed  the  death  certificate  the  report  of  the  Committee. 
It  was  finally  decided  that  under  existing  circumstances 
the  procedure  now  followed  is  the  best  to  insure  anony- 
mity and  the  continued  excellent  cooperation  from  all 
physicians.  If  there  was  more  personnel  available  to 
interview  the  physicians  and  review  the  hospital  charts, 
then  the  time  interval  from  beginning  to  end  could  cer- 
tainly be  reduced. 

Dr.  Speck’s  suggestion  and  the  Committee  agreed  that 
in  the  future  when  cases  are  sent  to  the  Committee  for 
review  each  member  of  the  group  will  receive  a copy 
of  each  case  assigned  to  the  group.  He  will  then  review 
it  as  in  the  past,  classifying  it  in  the  same  manner  as  in 
the  past,  returning  the  case  directly  then  to  the  Secretary 
of  the  Committee  at  the  State  Health  Department,  Bureau 
of  Maternal  Health.  When  there  is  a majority  or  unani- 
mous agreement  on  classification,  then  the  Committee  re- 
port will  be  sent  to  the  physician  signing  the  death  cer- 
tificate and  other  physicians  involved  with  the  case. 
Should  there  be  any  question  as  to  classification,  then 
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the  case  will  be  held  for  the  full  Committee  review  at 

its  next  meeting. 

William  N.  Thornton,  M.D.,  Chairman 

James  J.  Dunne,  M.D.,  Secretary 

Mason  C.  Andrews,  M.D. 

John  R.  Saunders,  M.D. 

Frank  G.  Turner,  M.D. 

Garrett  Dalton,  M.D. 

George  Speck,  M.D. 

Brock  D.  Jones,  Jr. 

James  M.  Habel,  Jr.,  M.D. 

William  H.  Cox,  M.D. 

Leo  J.  Dunn,  M.D. 

Francis  R.  Payne,  Jr.,  M.D. 

Rufus  P.  Ellett,  Jr.,  M.D. 

Samuel  P.  Massie,  M.D. 

Claude  A.  Smith,  M.D. 

Rehabilitation 

1.  During  the  year,  your  committee,  which  also  serves 
as  the  Medical  Advisory  Committee  to  the  Department 
of  Vocational  Rehabilitation,  met  at  the  Woodrow  Wil- 
son Rehabilitation  Center  on  October  25,  1970. 

2.  Dr.  Joseph  E.  Anderson,  Jr.,  Anesthesiologist,  of  Roa- 
noke, was  added  to  the  committee  during  the  year. 

3.  Members  of  the  Committee  have  helped  the  Depart- 
ment of  Vocational  Rehabilitation  revise  its  diagnostic 
and  surgical  fee  schedules. 

4.  A Sub-Committee  was  appointed  composed  by  Dr. 
Reno  Porter,  Chairman,  Dr.  James  Thomson,  Dr.  G. 

S.  Fitz-Hugh  and  Dr.  W.  W.  Walton  to  study  Valvular 
Heart  Surgery  and  make  a recommendation  to  the  full 
committee  as  to  whether  or  not  the  Department  should 
sponsor  this  type  of  surgery. 

5.  Medical  Consultants  for  new  Vocational  Rehabilitation 
offices  have  been  appointed. 

6.  The  following  resolution  was  adopted  by  the  commit- 
tee: 

It  has  come  to  the  attention  of  this  committee  that 
the  Commissioner  of  the  Virginia  Department  of 
Vocational  Rehabilitation  and  his  staff  have  recently 
been  vigorously  working  to  insure  that  only  indi- 
viduals having  a physical  or  mental  disability,  which 
is  a substantial  handicap  to  employment,  are  being 
served  by  the  Agency. 

Whereas,  we  are  certain  that  it  is  the  intent  of 
both  Federal  and  State  legislature  that  only  the 
disabled  with  substantial  handicaps  be  served  and 
it  is  apparent  that  the  Virginia  Department  of  Vo- 
cational Rehabilitation  is  working  towards  this  end, 

Now  therefore  be  it  resolved  that  the  Rehabilita- 
tion Committee  of  The  Medical  Society  of  Virginia 


heartily  approves  of  the  action  currently  being  taken 
by  the  Department. 

Joseph  E.  Anderson,  Jr.,  M.D. 

Joseph  R.  Blalock,  M.D. 

Jose  D.  Coll,  M.D. 

Robert  J.  Faulconer,  M.D. 

G.  S.  Fitz-Hugh,  M.D. 

Hunter  S.  Jackson,  M.D. 

Frederick  M.  Jacobs,  M.D. 

Joseph  T.  Kaye,  M.D. 

Frank  C.  McCue,  III,  M.D. 

J.  Treacy  O’Hanlan,  M.D. 

William  Orr,  M.D. 

Carney  C.  Pearce,  Jr.,  M.D. 

Reno  R.  Porter,  M.D. 

William  D.  Rusher,  M.D. 

James  L.  Thomson,  M.D. 

William  W.  Walton,  M.D. 

David  K.  Webster,  M.D. 

Alexander  McCausland,  M.D.,  Chairman 

Highway  Safety 

The  Highway  Safety  Committee  is  faced  with  an  as- 
tronomical task  of  trying  to  determine  how  we  as  physi- 
cians can  best  be  of  assistance  and  what  areas  need  the 
most  concentration. 

It  is  our  feeling  that  the  greatest  assistance  can  be 
rendered  at  this  time  by  offering  our  services  to  the  Divi- 
sion of  Motor  Vehicles  in  an  advisory  status. 

There  has  also  been  discussion  under  way  as  to  whether 
or  not  it  would  be  advisable  to  ask  pharmacists  to  label 
certain  medications  “warning,  this  may  impair  your  driv- 
ing.” More  study  is  being  done  along  these  lines  and  a 
list  of  medications  is  being  formulated.  Indications  so  far 
are  that  the  Virginia  Pharmaceutical  Association  would 
be  cooperative  with  this  effort. 

This  Committee  would  like  very  much  to  encourage  all 
physicians  to  actively  participate  in  their  local  safety 
organizations.  We  feel  that  we  as  physicians  have  been 
remiss  in  our  duty  along  these  lines  and  feel  that  a 
physician’s  assistance  on  these  Safety  Commissions  and 
Safety  Councils  would  be  most  useful. 

We  welcome  any  suggestions  any  of  you  might  have  as 
far  as  Highway  Safety  is  concerned. 

Robert  W.  Waddell,  M.D.,  Chairman 

Mental  Health 

The  Committee  on  Mental  Health  met  on  June  30,  1971. 

The  drug  abuse  program  in  Virginia  came  in  for 
considerable  discussion  by  the  Committee.  Methadone 
programs  were  discussed  at  some  length  and  it  was 
pointed  out  that  they  were  still  in  the  review  stage  in 
most  localities.  The  Committee  agreed  that  such  programs 
should  be  continued  as  long  as  they  were  well  conceived 
and  properly  administered.  Dr.  James  Moss,  President 
of  The  Medical  Society  of  Virginia,  raised  a question  as 
to  whether  the  Society  should  have  a separate  committee 
on  drug  abuse  or  whether  matters  relating  to  drug  abuse 
should  be  considered  by  the  Committee  on  Mental  Health. 
It  was  the  consensus  of  the  Committee  that  for  the  time 
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being,  at  least,  it  might  be  best  for  such  matters  to  be 
under  the  Mental  Health  Committee.  However,  the  sug- 
gestion was  made  that  consideration  be  given  to  setting 
up  a sub-committee  on  drug  abuse. 

Dr.  William  Allerton,  Commissioner,  Department  of 
Mental  Hygiene  and  Hospitals,  an  invited  guest  of  the 
Committee,  reported  that  a real  effort  is  being  made  to  re- 
duce the  patient  load  in  state  hospitals.  In  helping  to  ac- 
complish this,  one  of  the  big  objectives  at  this  time  is  to 
admit  only  those  geriatric  patients  requiring  psychiatric 
care.  He  went  on  to  say  that  a disproportionate  amount 
of  state  funds  is  being  used  for  institutional  care  and 
that  he  would  like  very  much  to  channel  more  funds  into 
community  programs. 

The  old  problem  of  adequately  staffing  state  hospitals 
was  discussed  and  he  pointed  out  that  some  solution  must 
be  found.  A question  was  raised  as  to  how  many  addi- 
tional patients  could  be  discharged  if  an  adequate  staff 
was  available  at  the  various  hospitals.  Salary  scales, 
large  patient  population,  competition  from  other  sources, 
etc.,  were  cited  as  some  of  the  reasons  for  staffing  prob- 
lems. 

Dr.  Allerton  was  unable  to  discuss  the  proposed  legis- 
lative program  for  1972  due  to  it  not  being  complete  at 
the  time  of  the  Committee  meeting.  He  indicated  that 
the  program  will  be  made  available  to  the  Committee 
prior  to  the  next  session  of  the  General  Assembly. 

Mr.  Jerry  Blanchard,  an  invited  guest,  representing 
Blue  Cross-Blue  Shield  of  Virginia,  discussed  five  major 
proposals  for  national  health  insurance  that  have  been 
or  probably  will  be  introduced  in  Congress.  He  indicated 
that  the  “Medi  Credit”  program  advocated  by  AMA  has 
a great  deal  of  support  in  Congress  but,  even  so,  there 
appears  to  be  little  chance  of  its  passage  during  this 
particular  session  of  Congress. 

He  also  discussed  various  peer  review  proposals — in- 
cluding the  “foundation”  approach.  Health  Maintenance 
Organizations  also  came  in  for  considerable  discussion 
and  it  was  brought  out  that  many  times  such  prepay 
groups  employ  physicians  directly  out  of  residence  pro- 
grams at  comparatively  low  salaries.  This,  coupled  with 
the  fact  that  the  patient  groups  covered  are  by  and  large 
of  working  age,  helps  to  keep  them  financially  sound.  Mr. 
Blanchard  informed  the  Committee  that  effective  peer 
review  is  a fairly  expensive  undertaking  and  that  founda- 
tions must  charge  for  their  services. 

A letter  from  the  Attorney  General  of  Virginia,  hav- 
ing to  do  with  certain  types  of  psychological  testing  activ- 
ities by  employees  of  physicians,  was  brought  to  the 
attention  of  the  Committee.  The  Attorney  General  indi- 
cated that  while  a physician  can  perform  functions 
peculiar  to  the  practice  of  psychology  without  being  li- 
censed as  a psychologist,  it  is  not  legally  permissible  for 
his  employees  to  do  likewise.  Should  this  concept  also  be 
extended  to  other  tests  by  physicians’  assistants?  It  was 
agreed  this  would  pose  a very  definite  problem.  It  was 
felt  that  this  Committee  and  perhaps  the  Medical  Society 
should  pursue  this  matter  further. 

A member  of  the  Committee  once  again  brought  to  the 
attention  of  the  Committee  a Maryland  law  to  reduce 
recidivism.  He  feels  the  law  is  quite  unique  in  the  treat- 
ment of  dangerous  offenders  and  results  thus  far  tend 
to  confirm  the  assumption  that  a segment  of  the  criminal 


population  can  be  identified  which  would  probably  com- 
mit future  crimes  if  released  after  a fixed  sentence.  He 
pointed  out  further,  “It  seems  reasonable  to  commit  so- 
called  ‘‘defective  delinquents”  for  as  long  as  they  are 
deemed  threats  to  society”.  Such  sentences  are  known 
as  indeterminate  sentences  and  are  somewhat  analogous 
to  indefinite  commitments  of  the  mentally  ill. 

A motion  was  made  and  seconded  that  it  be  recom- 
mended to  Council  that  they  consider  the  feasibility  of 
seeking  enactment  of  a law  similar  to  that  of  Maryland. 
However,  the  vote  was  deferred  until  material  concern- 
ing the  law  be  sent  the  Committee  so  that  they  could 
study  it  before  making  a final  decision.  The  Committee 
members  would  then  vote  by  mail  and  a tabulation  of 
the  vote  would  be  made  by  the  Executive  Secretary  of  the 
Medical  Society  of  Virginia.  Results  of  the  vote  would 
determine  whether  the  motion  was  carried. 

Insurance  coverage  for  psychiatric  illness  was  a topic 
of  discussion  by  the  Committee.  It  was  pointed  out  that 
last  year  it  was  the  feeling  of  the  Committee  that  it 
should  be  mandatory  for  all  health  insurance  policies 
written  in  Virginia  to  include  coverage  for  psychiatric 
illness.  After  considerable  discussion,  it  was  once  again 
agreed  to  recommend  that  The  Medical  Society  of  Vir- 
ginia seek  enactment  of  legislation,  through  proper  chan- 
nels, which  would  require  all  health  insurance  carriers 
doing  business  in  Virginia  to  provide  coverage  for  psy- 
chiatric services.  In  lieu  of  this,  it  was  agreed  that  if 
such  legislation  was  not  feasible  at  this  time,  the  Society 
should  seek  legislation  patterned  after  the  Georgia  law, 
that  all  health  carriers  which  do  not  provide  coverage 
for  psychiatric  illness  be  required  to  so  state  in  bold 
print  in  their  policies. 

On  May  26,  1971,  a Seminar  for  the  General  Practi- 
tioner entitled  “The  Law  in  Medical  Malpractice”,  spon- 
sored jointly  by  The  Mental  Health  Committee  of  The 
Medical  Society  of  Virginia,  The  Virginia  Academy  of 
General  Practice  and  The  Neuropsychiatric  Society  of 
Virginia  was  held  at  Westbrook  Psychiatric  Hospital. 
There  were  approximately  ninety  general  practitioners 
and  their  wives  present.  Participants  on  the  program 
were  Dr.  John  R.  Saunders,  Chairman  of  The  Mental 
Health  Committee,  who  acted  as  Moderator  and  three 
panelists,  Dr.  Geoffrey  Mann,  Chief  Medical  Examiner, 
State  of  Virginia;  Mr.  Jack  B.  Russell,  Attorney  at  Law 
and  Dr.  George  M.  Nipe,  Chairman,  State  Liaison  Com- 
mittee to  Virginia  State  Bar  Association. 

The  Committee  was  pleased  to  learn  the  psychiatric 
papers  will  be  included  in  the  scientific  program  of  the 
Society’s  1971  Annual  Meeting. 

The  Chairman  wishes  to  express  to  the  remainder  of 
this  Committee  and  to  Mr.  Robert  I.  Howard,  Executive 
Secretary  of  The  Medical  Society  of  Virginia,  his  appre- 
ciation for  their  cooperation  and  assistance  in  the  for- 
mulation of  this  report. 

John  R.  Saunders,  M.D.,  Chairman 

W.  C.  Buxton,  M.D. 

Emory  F.  Hodges,  Jr.,  M.D. 

William  W.  Martin,  Jr.,  M.D. 

Asad  Masri,  M.D. 

Robert  H.  Thrasher,  M.D. 

R.  Terrell  Wingfield,  M.D. 
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Podiatry 

Your  Committee  held  one  formal  meeting  during  the 
past  year — a joint  session  with  representatives  of  the 
Podiatry  Society  of  Virginia. 

As  a result  of  this  meeting,  we  have  good  reason  to 
believe  that  both  physicians  and  podiatrists  better  under- 
stand the  others’  problems.  We  learn,  for  example,  that 
podiatrists  generally  do  not  seek  hospital  admitting  priv- 
ileges but  resent  very  much  having  to  call  the  Administra- 
tor each  time  they  visit  patients  for  consultation  purposes 
They  do  realize,  however,  that  The  Medical  Society  of 
Virginia  has  no  control  over  hospital  rules  and  regula- 
tions and  can  only  make  recommendations  on  such  matters. 

As  a result,  it  was  the  Committee’s  recommendation 
(approved  by  Council)  that  hospital  staffs  over  the  State 
consider  the  granting  of  consultation  privileges  to  podia- 
trists and  permitting  them  to  visit  patients  when  requested 
by  physicians  without  first  obtaining  permission  of  the 
hospital  Administrator.  Perhaps  we  should  emphasize 
that  the  granting  of  consultation  privileges  would,  in  no 
way,  change  present  admission  policies. 

Your  Committee  has  become  convinced  that  too  few 
physicians  are  completely  knowledgeable  concerning  po- 
diatry and  that  more  education  along  this  line  is  necessary. 

Harold  I.  Nemuth,  M.D.,  Chairman 

H.  Fairfax  Conquest,  M.D. 

H.  Rolf  Noer,  M.D. 

H.  St.  George  Tucker,  M.D. 

Insurance  Review 

Your  Committee  continues  to  receive  an  average  of 
three  cases  per  week  for  review.  While  most  of  these 
cases  originate  with  the  commercial  carriers,  an  increas- 
ing number  is  being  received  from  Medicare  authorities. 

\our  Chairman  attended  three  special  meetings  during 
the  year,  two  of  them  at  the  request  of  the  Regional  Medi- 
care Director.  While  fees  continue  to  be  the  main  con- 
cern, we  find  that  Medicare  is  becoming  more  and  more 
interested  in  utilization  and  practice  patterns.  We  will 
continue  to  refer  as  many  of  these  cases  as  possible  to 
Medicare  committees  of  the  various  component  medical 
societies. 

It  is  becoming  quite  clear  that  a more  sophisticated 
form  of  peer  review  will  soon  be  the  order  of  the  day. 
Legislation  currently  before  the  Congress  certainly  points 
in  that  direction.  Until  such  time,  however,  as  we  have 
some  definite  directives  and  guidelines,  your  Committee 
will  undoubtedly  continue  to  function  as  it  has  in  the  past. 

We  wish  again  to  express  our  appreciation  for  the 
patience  and  understanding  of  those  physicians  whose 
claims  have  been  referred  to  this  Committee  for  review. 

Beverley  B.  Clary,  M.D.,  Chairman 

Aging 

Council,  during  its  meeting  of  January  13,  1971,  directed 
that  a special  Committee  on  Aging  be  appointed  for  the 
express  purpose  of  determining  the  role  of  The  Medical 
Society  of  Virginia  in  connection  with  the  White  House 
Conference  on  Aging  to  be  held  in  Washington  during 
November,  1971.  The  Committee  has  been  mindful  of  its 


responsibility  and  is  pleased  to  report  its  findings  and  rec- 
ommendations: 

1.  It  was  the  consensus  that  the  White  House  Confer- 
ence will  prove  to  be  the  forerunner  of  some  form 
of  National  Health  Insurance — expected  to  be  adopt- 
ed during  1973  or  shortly  thereafter. 

2.  The  National  Health  Insurance  program  adopted 

will  probably  be  a compromise  between  the  AMA 
sponsored  Medicredit  proposal  and  the  so-called 
Kennedy  Bill. 

3.  Medicare,  in  its  present  form,  is  not  providing  care 
to  the  elderly  as  originally  intended  and  should  not 
be  expanded  until  its  original  objectives  have  been 
realized. 

4.  The  Medical  Society  of  Virginia,  in  cooperation 

with  the  State  Department  of  Health,  should  initiate 
an  in-service  training  program  for  all  health  care 
personnel  concerned  with  problems  of  geriatric  pa- 
tients. Regional  training  programs  should  be  spon- 
sored by  component  medical  societies. 

5.  The  training  manual,  developed  from  such  a pro- 
gram, should  be  made  available  to  all  medical  and 

paramedical  groups. 

6.  A specific  curriculum  on  geriatric  management 
should  be  implemented  in  our  State  medical  schools. 

7.  Additional  emphasis  should  be  placed  on  health 
services  in  the  home,  thereby  helping  ease  the  criticat 
shortage  of  medical  manpower  and  facilities. 

8.  A solution  must  be  found  where  housing  and  care 
of  elderly  patients  released  from  State  mental  hos- 
pitals are  concerned.  Many  of  these  patients  are 
now  virtually  homeless. 

9.  Careful  consideration  should  be  given  those  AMA 
guidelines  issued  to  physicians  who  will  participate 
in  the  White  House  Conference  on  Aging.  These 
guidelines  include  the  following  recommendations: 

a.  The  elderly  be  encouraged  to  maintain  a positive 
personal  health  program. 

b.  Means  to  provide  protection  from  catastrophic 
health  care  costs  be  explored,  as  well  as  expan- 
sion of  home  health  services. 

c.  Elimination  of  social  bias  against  the  aged  solely 
on  the  basis  of  age. 

d.  Equal  employment  opportunities  for  the  elderly 
be  provided. 

e.  Flexible  retirement  policies  be  adopted  both  by 
industry  and  government;  and  expansion  and 
improvement  of  private  pension  coverage  be 
encouraged. 

f.  A “formula  for  fulfillment"  for  the  aged  be  en- 
couraged to  include  independence  and  self-esteem, 
work  opportunities,  continuing  participation  in 
family  and  community  life,  adequate  housing, 
adequate  leisure  and  recreation,  continuing  per- 
sonal self-appraisal,  and  availability  of  protective- 
services  and  medical  and  nursing  care. 
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Your  Committee  will  watch  with  great  interest  as  plans 
are  finalized  for  the  White  House  Conference.  Although 
the  extent  of  physician  participation  is  unknown  at  the 
present  time,  we  can  report  that  your  Committee  was  well 
represented  when  the  Governor’s  Conference  on  Aging 
was  held  at  the  State  Capitol  in  June. 

Harold  I.  Nemuth,  M.D.,  Chairman 
Malcolm  H.  Harris,  M.D. 

Robert  E.  Mitchell,  Jr.,  M.D. 

John  P.  Lynch,  M.D. 

F.  J.  Spencer,  M.D., 

Special  Consultant 
Robert  W.  Jessee,  M.D., 

Special  Consultant 

Liaison  to  the  Virginia  League  for 
Planned  Parenthood 

Your  committee  met  once  during  the  year — a joint  affair 
with  representatives  of  The  Virginia  League  for  Planned 
Parenthood.  Included  among  the  matters  discussed  were 
the  following: 

Vasectomies 

The  Committee  was  advised  that  under  the  present 
Virginia  law  vasectomies  are  to  be  performed  in  a li- 
censed hospital.  It  was  pointed  out  that  procedure  can 
easily  be  done  in  the  physician’s  office,  and  it  is  not  nec- 
essary to  have  the  patient  admitted  to  a hospital — having 
a patient  admitted  to  a hospital  places  a tremendous  finan- 
cial burden  on  the  low  income  group — those  who  most 
frequently  request  the  procedure.  It  was  learned  that 
vasectomies  have  been  done  in  the  physician’s  office,  and 
The  Virginia  League  for  Planned  Parenthood  would  like 
to  see  all  unreasonable  barriers  removed  from  the  law 
that  would  make  hospitalization  necessary. 

It  was  further  learned  that  some  of  the  smaller  hos- 
pitals in  the  State  have  written  in  their  by-laws  that  no 
vasectomies  can  be  performed  unless  there  are  at  least 
four  children  in  the  family. 

It  was  requested  by  the  League  that  these  matters  be 
brought  to  the  attention  of  Council  in  the  hope  that  the 
law,  as  it  presently  stands,  can  be  changed  to  permit 
vasectomies  to  be  performed  in  physicians’  offices  and 
that  the  by-laws  of  certain  hospitals  throughout  the  State 
be  brought  up  to  date. 

Abortions 

It  was  reported  that  the  Medical  College  of  Virginia 
is  presently  turning  down  50  requested  abortions  a week. 
Further  pointed  out  was  the  fact  that  due  to  our  present 
law,  people  are  leaving  the  State  and  having  abortions 
performed  in  New  York  and  other  localities  where  the 
law  is  more  liberal.  Discussion  revealed  that  one  half 
of  the  illegitimate  births  in  Virginia  are  by  teen-agers 


and  there  are  presently  21,000  women  in  the  State  seeking 
abortions. 

The  Committee  was  advised  that  The  Virginia  League 
for  Planned  Parenthood  was  receiving  approximately  30 
calls  per  week  asking  for  help  in  obtaining  abortions.  The 
league  would  like  to  see  the  abortion  law  written  as 
liberal  as  possible  and  favors  making  abortions  a personal 
matter  between  patient  and  physician. 

The  League  requested  their  thoughts  on  abortion  be 
brought  to  the  attention  of  Council. 

Physicians’  Assistants 

The  League  was  very  interested  in  the  feasibility  of 
having  physicians’  assistants  associated  in  the  Family 
Planning  Clinics  located  throughout  the  State.  The  Med- 
ical Society  of  Virginia  currently  has  a Committee  on 
Physicians’  Assistants  and  is  studying  all  aspects  regard- 
ing training,  qualifications,  registration,  and  licensing 
of  these  individuals.  The  possibility  exists  that  in  the 
future  there  will  be  assistants  for  gynecologists — not  only 
in  the  physician’s  office,  but  also  possibly  in  various  clinics 
operated  by  the  State  Health  Department.  Should  these 
assistants  be  available  in  clinics,  it  would  give  wider 
latitude  to  nurses  in  providing  birth  control  devices  and 
information. 

Family  Planning  Clinics 

It  was  learned  that  only  15%  of  the  4,000  physicians 
in  private  practice  in  Virginia  are  participating  in  Fam- 
ily Planning  Clinics.  At  the  present  time  these  clinics 
are  only  reaching  50,000  of  the  200,000  women  who  need 
family  planning.  The  Committee  was  advised  that  Vir- 
ginia’s population  has  doubled  since  1930  and  this  popu- 
lation explosion  represents  a serious  health  problem  and 
participation  by  physicians  is  greatly  needed. 

It  was  also  learned  that  in  some  areas  of  the  State 
where  Family  Planning  Clinics  are  located  women  can- 
not receive  help  without  referral  from  a physician.  This 
particularly  poses  a problem  for  the  low  income  group, 
and  many  are  not  being  seen  because  of  the  expense.  It 
is  the  hope  of  the  League  that  Council  will  consider  the 
advisability  of  permitting  patients  to  be  referred  directly 
to  Family  Planning  Clinics. 

Foreign  Physicians 

The  League  is  very  concerned  that  a number  of  British 
physicians  located  in  the  State  are  not,  at  the  present 
time,  licensed  to  practice.  The  thought  was  expressed  that 
possibly  some  special  licensing  by  the  Board  of  Medical 
Examiners  might  be  forthcoming  so  that  these  physicians 
can  work  in  Family  Planning  Clinics  under  the  supervi- 
sion of  local  health  departments. 

James  S.  Harris,  M.D.,  Chairman 

Merritt  W.  Foster,  Jr.,  M.D. 

H.  Hudnall  Ware,  III,  M.D. 
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Woman’s  Auxiliary 


000 


President  Mrs.  Reuben  F.  Simms 

President-Elect  Mrs.  David  B.  Hill 

First  Vice-President  Mrs.  Harold  Williams 

Second  Vice-President  Mrs.  L.  C.  Strong 

Third  Vice-President  Mrs.  William  Reardon 

Recording  Secretary  Mrs.  Donald  Fletcher 

Corresponding  Secretary  Mrs.  Elliott  Oglesby 

Treasurer  Mrs.  Hans  Klapproth 

Publicity  Mrs.  C.  Leon  Jennings,  Jr. 

Forty-Ninth  Annual  Convention 
October  14,  15,  16  and  17,  1971 
Marriott  Motor  Hotel 
Arlington,  Virginia 

A cordial  invitation  is  extended  to  all  members  of  the 
Woman’s  Auxiliary  to  The  Medical  Society  of  Virginia, 
their  guests,  and  the  wives  of  physicians  attending  the 
convention  to  participate  in  the  social  functions  and  to 
attend  the  general  meeting  of  the  Auxiliary.  Members 
and  guests  are  requested  to  register. 

REGISTRATION — Terrace  Room — Main  Floor — 
Marriott  Hotel 

Thursday,  October  14 — 1:00  to  5:00  P.M. 

Friday,  October  15 — 8:00  A.M.  to  Noon 

THURSDAY,  OCTOBER  14,  1971 

3 :00  P.M. — Workshops  for  County  Chairmen  and  mem- 
bers in  Health  Services 
Health  Education 
A.M.A.E.R.F. 

Membership 
VaMPAC — Legislation 

Arlington  and  Potomac  Rooms — Lower  Level 

4:00  P.M. — Pre-Convention  Board  Meeting — Mrs.  Reuben 
Simms,  President,  presiding 

Arlington  and  Potomac  Rooms — Lower  Level 

6:30  P.M. — VaMPAC  Banquet — Persian  Room 

FRIDAY,  OCTOBER  15,  1971 

8:00  A.M. — Continental  Breakfast — Persian  Room  II — 
Members  and  guests 

9:00  A.M. — Formal  Opening  of  the  Forty-Ninth  Annual 
Meeting — Persian  Room  III 
Mrs.  Reuben  Simms,  President,  presiding 
Invocation — Mrs.  Daniel  Anderson,  Chaplain 


Pledge  of  Allegiance  to  the  Flag 
Pledge  of  Loyalty — 

“I  pledge  my  loyalty  and  devotion  to  the  Woman’s 
Auxiliary  to  the  American  Medical  Association. 
I will  support  its  activities,  protect  its  reputation 
and  ever  sustain  its  high  ideals.” 

Address  of  Welcome — Mrs.  Robert  Bregman,  Immediate 
Past  President  of  the  Woman’s  Auxiliary  to  the  Alex- 
andria Medical  Society 

Response — Mrs.  Harold  Williams — 1st  Vice  President 

Presentation  of  Honored  Guests — Mrs.  Reuben  F.  Simms, 
President 

Convention  Announcements — Mrs.  William  J.  Reardon, 
Convention  Chairman 

Convention  Rules  of  Order — Mrs.  Thomas  H.  Hunnicutt, 
Jr.,  Parliamentarian 

Roll  Call — Mrs.  Donald  F.  Fletcher,  Jr.,  Recording  Secre- 
tary 

Minutes  of  the  Forty-Seventh  Annual  Convention — Report 
of  the  Reading  Committee — Mrs.  Thomas  H.  Hunni- 
cutt, Jr. 

Report  of  the  Treasurer — Mrs.  Hans  Klapproth 

Report  of  the  Auditing  Committee — Mrs.  William  J.  Rear- 
don 

Report  of  the  Credentials  Committee — Mrs.  Wallace  Baker 

Recognition  of  State  Officers  and  Committee  Chairmen 

Greeting — William  Hotchkiss,  M.D.,  President-Elect,  The 
Medical  Society  of  Virginia 

Recommendations  from  the  Board 

Report  of  the  Finance  Committee — Mrs.  Robert  D.  Keel- 
ing, Chairman 

Unfinished  and  New  Business 

Greetings  from  Southern  Medical  Association  Auxiliary — 
Mrs.  Ramsay  H.  Moore,  President 

Keynote  Address — Mrs.  G.  Prentiss  Lee,  President  of  the 
Woman’s  Auxiliary  to  the  A.M. A. 

Report  of  Delegates  to  the  Forty-Eighth  Annual  Conven- 
tion of  the  Woman’s  Auxiliary  to  the  A.M. A. — Mrs. 
David  Pecora 

Presentation  of  State  Scrapbook — Mrs.  Frank  N.  Buck,  Sr. 

Presentation  of  State  President's  Scrapbook — Mrs.  Frank 
N.  Buck,  Sr. 

Report  of  Nominating  Committee  — Mrs.  Joseph  M. 
Straughan 

Election  of  Officers 
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12:30  P.M. — Luncheon  at  the  Kennedy  Center 


Courtesy  Resolutions — Mrs.  Robert  Nirschl 
Memorial  Service — Mrs.  Daniel  Anderson,  Chaplain 
Adjournment 

Annual  Luncheon — Westwood  Country  Club,  Vienna 
12:00  Noon — Buses  leave  promptly  for  Club 
12:30 — Hospitality  Time 

1:00  Luncheon — Mrs.  Reuben  F.  Sims,  President,  presiding 

Invocation — Mrs.  Daniel  Anderson,  Chaplain 
Recognition — Honored  guests  and  past  presidents 
Presentation  of  Awards — Mrs.  George  Kelly 
Installation  of  Officers — Mrs.  G.  Prentiss  Lee 
Acceptance — Mrs.  David  B.  Hill 
Presentation  of  President’s  Pin — Mrs.  Reuben  Simms 
Presentation  of  Past  President’s  Pin — Mrs.  Joseph 
Straughan 

Convention  Announcements — Mrs.  William  J.  Rear- 
don 

Shopping  at  Tysons  Corner  Shopping  Center — 

6:30  P.M. — University  of  Virginia  Alumni— Reception 
and  Dinner — Chesapeake  Room 

7:30  P.M. — Medical  College  of  Virginia  Alumni — Recep- 
tion— Potomac  Room 

SATURDAY,  OCTOBER  16,  1971 

8:00  A.M. — Continental  Breakfast  for  Members — Wind- 
jammer Room 

8:00  A. M.— Past  Presidents  Breakfast — South  Room 

9:00  A.M. — Post-Convention  Board  Meeting — Mrs.  David 
Hill,  President,  presiding 

All  new  State  Officers,  Directors,  Committee  Chair- 
men, County  Presidents  and  Presidents-Elect  are  re- 
quested to  attend.  Out-of-State  Auxiliary  guests  are 
invited. 

Presentation — Keys  of  Progress  Skit 

10:30  A.M. — Busses  leave  promptly  for  Kennedy  Center 
for  Performing  Arts 

11:00  A.M. — Tour  of  the  Kennedy  Center  for  the  Per- 
forming Arts 

12:00  P.M. — Hospitality  Time 


3:00  P.M. — Tour  of  the  White  House  with  a greeting  by 
Mrs.  Richard  Nixon 

6:30  P.M. — The  Medical  Society  of  Virginia  Banquet 
Cocktails — Chesapeake  Room 
Dinner — Persian  Room 

From  Your  President 

With  the  Auxiliary  year  1970-71  coming 
to  a close,  your  President  now  looks  back 
and  knows  that  the  fears  and  misgivings  felt 
before  being  installed  in  office  were  need- 
less. The  cooperation  and  efforts  of  the 
Board,  committee  chairmen  and  component 
auxiliaries  have  been  magnificent.  I am  so 
grateful  to  you  and  so  proud  of  Virginia’s 
achievements  this  year. 

I wish  that  I could  note  here  the  out- 
standing work  you  each  have  accomplished. 
When  your  reports  were  compiled  for  Na- 
tional Report,  the  quality  and  quantity  was 
positively  astounding.  This,  however,  will 
be  reported  at  the  annual  state  convention 
in  October. 

You  have  an  exciting  year  to  look  for- 
ward to  in  1971-72  with  Mrs.  David  Hill 
as  your  President.  Becky  has  some  great 
ideas  and  ideals  for  you.  It  will  be  a priv- 
ilege for  you  to  know  her  and  love  her  as 
I do.  We  have  visited  20  out  of  23  aux- 
iliaries. That’s  a lot  of  miles  and  many  days 
and  nights  together. 

Thank  you  for  this  challenge  and  the 
opportunity  to  serve  you  in  this  past  unfor- 
gettable year  in  my  life.  Bless  you  each  and 
everyone. 

Grace  Simms 
(Mrs.  Reuben  F.  Simms) 
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Britain  Revisited 

TN  1965  AND  AGAIN  IN  1966  brief  articles  appeared  in  the  Virginia 
Medical  Monthly  dealing  with  medicine  in  Great  Britain.  This  summer 
a third  visit  was  made  by  the  writer  and  neither  England  nor  nationalized 
medicine  appears  to  have  changed  materially.  The  Daily  Telegraph  on 
July  5 under  "Court  and  Social”  added  a final  sentence  under  "Birthdays” 
reminding  its  readers  that  it  was  "the  anniversary  of  the  start  of  the 
National  Health  Service  in  1948.”  The  23rd  anniversary  passed  quietly 
and  there  was  no  dancing  in  the  streets — in  fact,  this  brief  notation  ap- 
peared to  be  the  only  reference  to  it. 

A proposal  by  the  Conservative  party  is  now  on  the  way  to  reorganize 
the  National  Health  Service  with  a more  "centralized  regional  structure”. 
This  means  the  proposed  scheme  will  be  either  more  centralized  or  more 
decentralized.  The  writer  did  not  remain  in  England  long  enough  to 
find  out  just  what  was  meant,  for  the  English  language  as  spoken  or  writ- 
ten in  the  United  Kingdom  is  not  always  clear  to  the  uninitiated  Ameri- 
can. At  any  rate  the  Labor  party  is  opposed  to  it.  Several  by-products 
of  the  current  debates  were  enlightening.  It  was  reported  that  "the 
average  general  practitioner  in  the  United  Kingdom  in  1969  was  earning 
£ 5,5  50  ($13,300)  a year  . . . now  the  average  G.P.  is  earning  £ 6,500 
($15,600)  a year.”  Labor  spokesmen  pointed  out  that  despite  this  "sub- 
stantial” income  "many  physicians  work  in  hole-and-corner  premises 
and  surgeries.”  These  critics  ask  "when  are  we  going  to  insist  that  these 
are  perfectly  inadequate  facilities,  these  dingy  waiting  rooms,  lack  any 
sanitation,  water,  or  toilets  and  no  provision  at  all  for  the  convenience 
of  patients.”  It  is  sad  to  learn  that  even  in  the  Garden  of  Socialized 
Medicine  the  apple  has  a worm  in  it. 

The  lastest  figures  quoted  on  "Doctors  and  Dentists  remuneration 
(1960)  showed  that  only  1%  of  consultants  earned  more  than  £ 10,000 
($24,000)  per  annum.”  It  was  conceded  that  a "handful  of  abortion- 
ists” no  doubt  now  do  considerably  better.  We  also  learned  that  the  long 
waiting  list  for  those  requiring  hospitalization  continues.  The  writer 
did  not  visit  many  hospitals  but  in  those  inspected,  the  brass  ware  shown 
brightly  and  the  open  cage  elevators  moved  smartly.  Meanwhile,  the 
status  of  the  physician  does  not  appear  to  have  been  bettered  since  the 
last  visit.  When  a stranger  introduces  himself  as  a physician,  he  appears 
to  identify  himself  as  just  another  minor  civil  servant  in  the  mind  of  the 
average  Britisher.  Medicine  is  unquestionably  a drab  business  in  England. 
If  the  Hero  of  Chappaquidick  Bridge  has  his  way,  we  will  have  to  learn 
to  accept  this  same  status  with  as  good  grace  as  possible. 

To  turn  to  more  cheerful  matters,  the  Englishman  still  nurses  his 
arthritis  and  bronchitis  and  the  writer  picked  up  an  acute  case  of  the 
latter  condition  on  arrival,  and  within  36  hours  he  could  bark  with  the 
best  of  them.  Speaking  of  canines,  the  dog  continues  to  be  the  sacred 
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animal  in  England,  just  as  the  cow  is  in  India.  It  is  said  with  considerable 
truth  that  an  Englishman  appears  to  look  on  his  dog  as  an  American 
does  upon  his  own  son  and  the  Britisher  treats  his  son  as  we  would  treat 
our  nephew. 

Every  time  an  American  visits  the  United  Kingdom  he  is  reminded 
that  a population  explosion  must  have  taken  place  sometime  in  the  past 
in  order  to  bring  together  5 0,000,000  people  in  an  area  less  than  one- 
fortieth  the  size  of  the  continental  United  States  even  prior  to  the  Alaska 
purchase.  And  there  are  just  too  many  autos  weaving  back  and  forth 
through  the  narrow  rabbit-warrens  that  are  designated  as  streets  in  down- 
town London.  Britishers  are  more  careful  drivers  than  Americans;  they 
have  to  be.  The  taxi  drivers  may  nip  the  toes  of  a pedestrian  but  he  doesn’t 
mangle  the  foot  of  the  bystander.  The  writer  did  not  see  a single  accident 
and  there  was  no  evidence  of  recent  damage  to  any  auto.  There  are  no 
jalopies  on  the  street  and  the  auto  graveyards  that  dot  the  American  land- 
scape are  not  to  be  seen  in  England. 

There  are  far  more  Rolls  Royces  on  the  streets  than  there  were  a few 
years  ago.  In  fact  they  add  to  the  traffic  problem.  A Londoner  explained 
this  by  the  recent  discovery  that  Rolls  may  be  owned  by  business  houses 
and  used  by  the  executives.  The  famous  radiator  has  been  lowered  so 
far  it  detracts  from  the  newer  models  but  the  tonneau  is  less  boxy  and 
appears  more  graceful.  It  is  a little  disappointing  though  to  find  there 
are  so  many  in  evidence  that  they  are  no  longer  the  status  symbol  they 
were  in  the  past. 

The  Englishman  is  essentially  a docile  person  who  will  queue  up  at  a 
moment’s  notice  without  giving  a thought  to  demonstrating  that  free- 
dom of  action  we  prize  in  America.  Cigarette  smoking  appears  more 
prevalent  in  the  U.K.  than  here.  They  must  not  have  gotten  the  word 
that  smoking  is  injurious  to  beagle  hounds.  They  also  must  have  an  in- 
born sense  of  balance  their  cousins  over  here  have  lost,  for  no  American 
could  carry  the  incredible  amount  of  food  from  plate  to  mouth  on  the 
convex  surface  of  a fork  held  in  the  left  hand  while  gesticulating  grace- 
fully with  the  right  hand. 

British  humor  does  not  appear  to  change  over  the  years.  At  best  it 
appears  wan  and  underprivileged.  To  encounter  humor,  American  style, 
it  becomes  necessary  to  travel  either  north  to  Scotland  or  west  to  Ireland. 
An  exhibit  in  a crypt  in  the  Protestant  Cathedral  of  Dublin  depicts  a 
tragedy  that  befell  a rat  and  a cat  many  years  ago.  In  1870  it  became 
evident  that  something  was  amiss  in  the  lesser  organ  and  the  pipes  were 
dismantled  to  determine  the  cause  of  the  sour  notes.  Tightly  wedged 
between  two  of  the  smaller  pipes  a mummified  rat  was  discovered.  Fur- 
ther investigation  revealed  a likewise  well  preserved,  medium  sized  cat, 
which  had  become  entangled  in  two  of  the  larger  pipes  in  the  act  of 
pouncing  upon  the  rat.  Now  encased  in  a glass  shadow  box,  the  springing 
cat  and  the  cringing  rat  will  doubtless  play  out  this  tableau  of  suspended 
animation  through  centuries  to  come.  The  writer  has  visited  many 
cathedrals  in  England  but  a display  of  this  type  has  never  been  seen.  Per- 
haps things  of  this  sort  do  not  happen  in  Anglican  churches  in  England, 
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but  if  they  had,  they  probably  would  not  have  been  deemed  either  odd 
or  seemly  to  record. 

However  the  picture  is  not  all  dark  for  the  Victoria  Palace  continues 
the  longest  musical  show  in  the  history  of  the  theater.  T he  Magic  of  the 
Minstrels  with  the  subtitle  "The  Black  and  White  Minstrel  Show”  has 
been  playing  for  twelve  years  and  has  been  seen  by  far  more  paying  cus- 
tomers than  have  visited  the  Fidler  on  the  Roof.  It  opens  with  Waiting 
for  the  Robert  E.  Lee  and  closes  with  The  Battle  Hymn  of  the  Republic, 
whatever  significance  that  might  be.  But  the  English  like  it  and  have 
several  shows  on  the  road  as  well  as  the  one  in  London. 

All  this  brings  us  to  the  more  serious  aspects  of  the  recent  trip,  for 
some  of  our  readers  may  wish  to  know  how  the  mini  skirt  now  fares  in 
its  homeland.  The  rising  hemline  has  just  about  reached  its  ultimate.  If 
anyone  wishes  to  verify  this  fact,  it  will  not  be  necessary  to  cross  the 
ocean,  for  whatever  originates  in  England,  whether  it  be  confiscatory 
taxes,  socialized  medicine  or  my  lady’s  fashion,  we  may  rest  assured  it 
will  soon  appear  on  America’s  shores. 


Mr.  Powell  Visits  America 

After  the  foregoing  article  was  prepared,  the 

writer  learned  that  J.  Enoch  Powell,  an  English  attorney,  will  come 
to  America  this  fall  to  tell  physicians  what  socialized  medicine  really 
means.  No  one  is  in  a better  position  to  tell  us  for  he  was  Great  Britain’s 
Minister  of  Health  and  headed  up  the  National  Health  Service  for  three 
years  (1960-63).  From  all  accounts  he  is  a disillusioned  man  and  now 
takes  a dim  view  of  Great  Britain’s  efforts  to  mix  politics,  socialism, 
and  medicine. 

At  this  time  we  know  of  only  one  appearance  in  the  United  States  by 
Mr.  Powell  and  that  will  be  under  the  auspices  of  the  Association  of 
American  Physicians  and  Surgeons  at  the  annual  meeting  in  Clayton, 
Missouri,  just  outside  St.  Louis,  on  October  7-9.  All  members  and  non- 
members are  invited  to  hear  this  illustrious  speaker.  Considerations  of 
distance  will  preclude  many  of  us  from  hearing  Mr.  Powell  but  it  is  hoped 
that  he  may  bring  his  message  a little  closer  to  Virginia  before  he  returns 
to  the  United  Kingdom. 

H.  J.  W. 
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Calendar  of  Events 

National  Conference  on  Physicians  and  Schools — Sponsored  by  American  Med- 
ical Association— LaSalle  Hotel — Chicago — September  30-October  2,  1971. 

“An  In-Depth  View  of  Depression  in  Medical  Practice” — Sponsored  by  the 
Departments  of  Psychiatry  and  Family  Practice  in  Cooperation  with  the  Depart- 
ment of  Continuing  Education,  Medical  College  of  Virginia — Baruch  Auditorium, 
Medical  College  of  Virginia — Richmond — September  22,  1971. 

Forensic  Science  Seminar — Sponsored  by  the  Department  of  Legal  Medicine,  Medi- 
cal College  of  Virginia — Richmond  Academy  of  Medicine  Auditorium — Rich- 
mond— September  24,  1971. 

“Pulmonary  Diseases” — Sponsored  by  the  Virginia  Thoracic  Society  and  the  Divi- 
sion of  Pulmonary  Diseases,  Medical  College  of  Virginia — George  Ben  Johnston 
Auditorium — Medical  College  of  Virginia — October  1,  1971. 

American  Academy  of  General  Practice — Scientific  Assembly — Convention  Hall 
— Miami  Beach,  Florida — October  4-7,  1971. 

“Otolaryngology  for  the  Family  Physician” — Postgraduate  Course  sponsored 
by  Department  of  Otolaryngology,  University  of  Miami  School  of  Medicine — 
Carries  nine  hours  AAGP  credit — Sheraton  Four  Ambassador  Hotel — Miami,. 
Florida — October  8-9,  1971. 

The  Medical  Society  of  Virginia — Annual  Meeting — Marriott  Twin  Bridges 
Motor  Hotel — Arlington — October  14-17,  1971. 

American  Academy  of  Clinical  Toxicology — Annual  Meeting — Marriott  City- 
Line  Motel — Philadelphia,  Pennsylvania — October  19-23,  1971. 

Radiology  and  Nuclear  Medicine  Symposium — Department  of  Radiology,  Memorial 
Hospital,  Danville,  and  Department  of  Radiology,  Duke  University  Medical 
Center,  Durham,  N.  C. — Nurses  Auditorium,  Memorial  Hospital — Danville — 
October  20-22,  1971. 

American  Cancer  Society,  Virginia  Division — Annual  Meeting — Hotel  Roanoke 
— Roanoke — October  21-22,  1971. 

Southern  Medical  Association — Annual  Meeting — Hotel  Fontainbleau — Miami 
Beach,  Florida — November  1-4,  1971. 

“Exercise  and  the  Heart” — Symposium  sponsored  by  President’s  Council  on  Phys- 
ical Fitness  and  Sports,  AMA,  Pennsylvania  Medical  Society  and  Pennsylvania 
Heart  Association- — Host  Farm  Resort  Motel — Lancaster,  Pennsylvania — No- 
vember 8,  1971. 

Virginia  Hospital  Association— Annual  Meeting — Williamsburg — November  11- 
12,  1971. 

American  Medical  Association — Clinical  Session — New  Orleans,  Louisiana — 
November  28-December  1,  1971. 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and  programs 

of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised  of  any  meetings 

scheduled  in  your  area.  This  will  not  only  help  others  avoid  conflicts  but  also  provide 

helpful  information  on  opportunities  for  continuing  education. 
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New  Members. 

The  following  members  were  admitted 
into  The  Medical  Society  of  Virginia  during 
the  month  of  July: 

Walter  Linwood  Blankenbaker,  M.D., 
Charlottesville 

Oscar  Edmunds  Edwards,  M.D.,  Norfolk 
Marco  A.  Caceres,  M.D.,  Emporia 
Ramon  Campo,  M.D.,  Washington,  D.C. 
Charles  Richard  Chamberlain,  Jr.,  M.D., 
Newport  News 

Andrew  Joseph  Chmiel,  M.D., 
Charlottesville 

Athanassios  N.  Chremos,  M.D., 
Richmond 

Vicitr  Chusuei,  M.D.,  McLean 
John  Allen  Dicks  Cooper,  M.D., 
Washington,  D.  C. 

David  Adrian  Draper,  M.D.,  Richmond 
S.  EL  Economon,  M.D.,  Seven  Corners 
Anas  M.  El-Mahdi,  M.D.,  Charlottesville 
Daniel  Herschel  Framm,  M.D., 

Potomac,  Maryland 
Richard  Joseph  Grayson,  Jr.,  M.D., 
Roanoke 

John  Edmund  Harvey,  III,  M.D., 

Falls  Church 

Warren  Bowman  Helwig,  M.D., 
Williamsburg 

Martha  Wyrick  Hogan,  M.D., 

Rockville,  Maryland 

Sharon  Lee  Hostler,  M.D.,  Charlottesville 
William  Thurston  Lady,  M.D., 

Falls  Church 

Remesh  Chandra  Luthra,  M.D.,  Norton 
Malcolm  James  Magovern,  Jr.,  M.D., 
Norfolk 

Carolina  Paredes  Manlapaz,  M.D., 
Alexandria 

Shirley  S.  Martin,  M.D.,  Falls  Church 
Joseph  Thomas  Nichols,  M.D.,  Sterling 
Monira  K.  Rifatt,  M.D.,  Falls  Church 
Charles  Waldo  Scott,  M.D., 

Newport  News 
Ali  Tavacol,  M.D.,  Annandale 
Martin  August  Thiel,  M.D., 

Virginia  Beach 
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Cyrus  Vesuna,  M.D.,  Rockville,  Maryland 
James  Lafayette  Wise,  Jr.,  M.D., 
Providence  Forge 

New  Officers  of  Component  Societies. 

Culpeper  County  Medical  Society — Dr. 
O.  K.  Burnette  is  president  and  Dr.  Delmar 
F.  Weaver,  secretary.  Both  are  from  Cul- 
peper. 

Fredericksburg  Medical  Society  — Dr. 
Louis  B.  Massad  is  president,  Dr.  Jerry  A. 
Trice,  president-elect,  and  Dr.  Larry  E. 
Southward,  secretary-treasurer. 

Mid -Tidewater  Medical  Society — Dr.  H. 
Bland  Hudgins,  Mathews,  is  the  new  presi- 
dent of  this  Society,  and  Dr.  M.  H.  Harris, 
West  Point,  continues  as  secretary. 

Portsmouth  Academy  of  Medicine — Dr. 
W.  B.  Pope,  Jr.,  is  president,  and  Dr.  Frank 
B.  Clare,  secretary. 

Wise  County  Medical  Society — Dr.  E.  F. 
Ingram,  Norton,  is  the  new  president,  and 
Dr.  J.  M.  Straughan,  Wise,  continues  as 
secretary. 

Blue  Shield  of  Virginia. 

Dr.  Matthew  L.  Lacy,  II,  South  Hill,  has 
been  re-elected  chairman  of  the  board  of 
Blue  Shield  of  Virginia.  Dr.  Chester  L. 
Riley,  Winchester,  is  vice-chairman.  Dr. 
John  S.  Thiemeyer,  Norfolk,  was  elected 
vice-president.  Dr.  Thomas  W.  Murrell, 
Jr.,  Richmond,  was  elected  to  the  Executive 
Committee.  Drs.  Murrell  and  Carrington 
Williams,  Jr.,  representing  the  medical  pro- 
fession, were  elected  for  five-year  terms  on 
the  Board.  Dr.  H.  William  Fink,  Norfolk, 
was  elected  to  a four-year  term  and  Dr. 
John  L.  Thornton,  Richmond,  to  a two- 
year  term.  Those  designated  by  The  Med- 
ical Society  of  Virginia  are  Drs.  William  S. 
Terry,  Portsmouth,  and  Dr.  John  H.  Greig, 
Richmond. 

Dr.  Duncan  S.  Owen,  Jr., 

Associate  Professor  of  Medicine,  Medical 
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College  of  Virginia,  has  been  presented  the 
1971  Distinguished  Service  Award  of  the 
Virginia  Chapter  of  the  Arthritis  Founda- 
tion. 

Members  of  Health  Committee. 

Governor  Holton  has  appointed  the  fol- 
lowing members  of  The  Medical  Society  of 
Virginia  to  the  Committee  on  Education  for 
Health  Professions  and  Occupations:  Dr. 
William  Grossmann,  Petersburg;  Dr.  Ken- 
neth Crispell,  University  of  Virginia;  Dr. 
Mason  C.  Andrews,  Norfolk;  and  Dr.  Beryl 
H.  Owens,  Rose  Hill. 

Radiology  and  Nuclear  Medicine  Sympo- 
sium. 

The  third  annual  symposium  on  Radiol- 
ogy and  Nuclear  Medicine  will  be  presented 
by  the  Department  of  Radiology  of  Me- 
morial Hospital,  Danville,  and  the  Depart- 
ment of  Radiology  of  Duke  University 
Medical  Center,  Durham,  North  Carolina, 
October  20-22.  This  will  be  held  in  the 
Nurses  Auditorium  of  the  Memorial  Hos- 
pital. 

The  following  are  members  of  the  fac- 
ulty: Dr.  John  T.  Baggerly,  Danville;  Dr. 
Charles  A.  Bream,  Chapel  Hill,  North  Caro- 
lina; Dr.  Frank  H.  Deland,  Gainesville, 
Florida;  Dr.  Robert  G.  Fraser,  Montreal, 
Canada;  Dr.  John  C.  Harbert,  Washington, 
D.  C. ; Dr.  Richard  G.  Lester,  Durham;  Dr. 
Reed  P.  Rice,  Durham;  Dr.  Joseph  P.  Wha- 
len, New  York;  Dr.  David  H.  Baker,  New 
York;  Mr.  William  H.  Briner,  Durham;  Dr. 
John  A.  Evans,  New  York;  Dr.  Jack  K. 
Goodrich,  Durham;  Dr.  C.  Craig  Harris, 
Durham;  Dr.  Robert  McLelland,  Danville 
and  Durham;  Dr.  James  H.  Scatliff,  Chapel 
Hill,  North  Carolina;  and  Dr.  Joseph  E. 
Whitley,  Winston-Salem,  North  Carolina. 

Full  information  and  a program  may  be 
obtained  from  Dr.  Robert  McLelland,  De- 
partment of  Radiology,  Memorial  Hospital, 
Danville,  Virginia  24541. 


The  American  Board  of  Family  Practice 

Announces  that  it  will  give  its  next  ex- 
amination for  certification  in  various  centers 
throughout  the  United  States.  The  exam- 
ination will  be  over  a two-day  period  on 
April  29-30,  1972.  Information  may  be 
obtained  from  Nicholas  J.  Pisacano,  M.D., 
University  of  Kentucky  Medical  Center, 
Annex  #2,  Room  229,  Lexington,  Ken- 
tucky 405  06. 

The  Tidewater  Psychiatric  Institute 

Was  opened  in  Norfolk  on  June  14th. 
This  is  a 50  bed  private  mental  health  center 
offering  diagnostic,  consultative  and  treat- 
ment services  to  adults  and  adolescents. 

Dr.  Stuart  Ashman  is  medical  director 
of  the  hospital  and  Dr.  Julian  W.  Selig,  Jr., 
is  clinical  director.  Dr.  Robert  F.  Scott  and 
Dr.  David  B.  Kruger  are  also  members  of 
the  staff. 

Automated  Bibliographical  Retrieval 

Service  at  the  U.  Va.  Medical  Library 

During  the  past  eight  months  the  Univer- 
sity of  Virginia  Medical  Library  has  pro- 
vided Virginia  physicians,  nurses,  and  allied 
health  personnel  with  rapid  access  to  medical 
information  via  an  automated  bibliographic 
storage  and  retrieval  system  called  AIM- 
TWX. 

AIM  stands  for  Abridged  Index  Medicus, 
an  index  of  citations  from  122  of  the  most 
frequently  used  English  language  medical 
journals  covering  a five-year  period.  TWX 
refers  to  the  teletype  system  by  which  users 
gain  access  to  the  computer-based  files  in 
Santa  Monica,  California. 

Between  December  7 and  December  18, 
1970,  the  Medical  Library  took  part  in  a 
two  week  trial  period  using  the  AIM-TWX 
system.  All  hospitals  in  Virginia  were  in- 
formed of  this  trial  period  and  invited  to 
send  their  requests  for  information  directly 
to  the  Library. 

Response  was  most  heartening  to  this  in- 
vitation: 50  Virginia  health  practitioners 
received  a total  of  2,013  citations.  Sixty- 
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four  other  personnel  from  the  University  of 
Virginia  and  Medical  College  of  Virginia 
Medical  Centers  received  an  additional  3,330 
citations  from  the  AIM-TWX  computer. 

In  January  1971,  the  Medical  Library 
became  a regular  member  of  the  AIM-TWX 
system.  For  the  period  ending  June  30,  1971, 
12  5 health  practitioners  received  a total  of 
3,593  citations  from  the  computer. 

AIM-TWX  requests  can  be  formulated 
and  retrieved  in  a matter  of  minutes.  The 
system  is  best  suited  for  clinical  problems 
and  provides  a practitioner,  in  a short  period 
of  time,  with  documentation  of  cases  sim- 
ilar to  the  one  in  which  he  is  interested. 
Virginia  physicians,  nurses,  and  allied  health 
personnel  are  urged  to  contact  their  local 
hospital  librarian;  write  the  Medical  Li- 
brary, University  of  Virginia,  Charlottes- 
ville, Virginia  22901 ; or  telephone  924-5063 
in  Charlottesville. 

For  Rent  or  Sale. 

I 

I Modern  fully  equipped  office,  including 
records  availability,  in  Colonial  Heights, 
Virginia.  Lucrative  practice  for  general 
practitioner,  pediatrician,  or  internist.  Very 
considerate  patients,  necessitating  a rare 
house  or  night  call.  Contact  S.  C.  Boyce, 
M.D.,  3303  Boulevard,  Colonial  Heights. 
Phone  526-3833  or  526-1464  (area  code 
703).  (Adv.) 

Otolaryngologist  Wanted. 

For  group  practice  in  Roanoke,  Virginia. 
Must  be  Board-certified  or  eligible.  Clinic 
associated  with  private  hospital.  Salary  very 
competitive,  many  fringe  benefits.  Owner- 
ship potential.  Contact:  Administrator, 
Post  Office  Box  1789,  Roanoke,  Virginia. 
(Adv.) 

Director  of  Medical  Education 

Needed  for  growing  and  progressive  com- 


munity hospital  in  Tidewater  area.  Ap- 
proved General  Practice  Residency  Pro- 
gram. Enthusiastic  and  energetic  physician, 
preferably  Board  Certified  Internist,  contact 
Administrator  for  additional  information. 
Call  (703)  393-1541.  (Adv.) 

Emergency  Room  Physician  Wanted. 

The  Richmond  Memorial  Emergency  De- 
partment desires  an  experienced  general 
practitioner.  This  department  has  been  very 
active  and  growing  since  its  inception  eight 
years  ago.  Three  of  the  four  original  mem- 
bers of  the  physicians  group  have  been  con- 
tinuously in  the  program.  Salary  negotiable 
for  the  first  two  years.  Thereafter,  the  suc- 
cessful applicant  would  participate  in  our 
incentive  sharing  plan  of  income  divisions. 
Contact  Tony  Constant,  M.D.,  Richmond 
Memorial  Hospital,  1300  Westwood  Ave- 
nue, Richmond,  Virginia.  (Adv.) 

General  Medical  Examiner 

Needed  to  provide  examinations  and 
treatment  in  Outpatient  Service  of  hospital. 
U.  S.  licensure  required.  8 68 -bed  GM&S 
Hospital  affiliated  with  Medical  School.  Ex- 
cellent retirement  and  leave  benefits.  Non- 
discrimination in  employment.  Contact 
Chief,  Outpatient  Service,  VA  Hospital, 
Richmond,  Virginia  23219.  Telephone 
(703)  233-9631,  ext.  295.  (Adv.) 

Emergency  Room  Physician. 

351  bed  community  hospital;  Southwest 
Virginia  and  Upper  East  Tennessee  area; 
Tennessee  license  required.  40  to  48  hours 
per  week.  Minimum  guarantee  $30,000  an- 
nually plus  liberal  benefits.  Write  or  call 
Administrator,  Bristol  Memorial  Hospital, 
Bristol,  Tennessee  37620.  Phone  968-1121. 
(Adv.) 
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Dr.  Bernard  Kyle  Mundy, 

Lynchburg,  died  July  1,  at  the  age  of 
fifty-six.  He  received  his  medical  degree 
from  the  University  of  Virginia  in  1939. 
Dr.  Mundy  served  in  the  U.  S.  Army  Med- 
ical Corps  for  three  years  and  received  two 
campaign  stars  and  a purple  heart.  He  be- 
gan his  orthopedic  practice  in  Lynchburg 
in  1946.  Dr.  Kyle  was  orthopedic  surgeon 
and  consultant  for  the  Norfolk  and  West- 
ern Railroad  and  area  government  employees 
and  had  previously  served  as  a consultant  and 
surgeon  for  the  Lynchburg  Training  School 
and  Hospital.  He  was  a member  of  the 
staffs  of  Lynchburg  General-Marshall  Lodge 
Hospitals  and  the  Virginia  Baptist  Hos- 
pital. Dr.  Mundy  had  been  a member  of 


The  Medical  Society  of  Virginia  since  1946. 

His  wife  and  four  daughters  survive  him. 

Dr.  Miletus  Brown  Jarman, 

Hot  Springs,  died  July  12,  at  the  age  of 
eighty.  He  was  a graduate  of  the  Medical 
College  of  Virginia  in  192  5 and  was  one  of 
the  first  medical  directors  at  the  College. 
Dr.  Jarman  left  Richmond  in  1942  and 
moved  back  to  Hot  Springs  where  he  and 
his  wife,  the  late  Dr.  Jeannette  Jarman,  con- 
tinued their  practices.  Dr.  M.  B.  Jarman 
had  retired  from  active  practice  several 
years  ago.  He  had  been  a member  of  The 
Medical  Society  of  Virginia  for  forty-four 
years. 

A sister  survives  him. 
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HAPPY  NEWS! 


I I 


INTRODUCING 

TETRACYN500 

'TETRACYCLINE  HCI,  500-mg  capsules) 

"HE  LOW-COST 
BRAND-NAME  TETRACYCLINE 


' ETRACYN  “ also  available  as  250-mg  capsules 

wfRACYCLINE  HCI) 


J.B.ROERIG  DIVISION 

PFIZER  PHARMACEUTICALS 
NEW  YORK,  N Y.  10017 


THE  GREATEST  SINGLE  THREAT  TO  YOUR  FINANCIAL  STABILITY  IS 


NOW  YOU  CAN  INSURE  AGAINST  THAT  THREAT  WITH 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 

Sponsored  and  Approved 

DISABILITY  INCOME  PLAN 
ADVANTAGES 

■ Pays  up  to  $1,200  a month  ($1,320  with  the  10°/o  Bonus  now  in  force) 

■ Tax-free  money  to  spend  as  you  wish 

■ Coverage  anywhere  in  the  world,  24  hours  a day,  365  days  a year,  while 
practicing,  relaxing  or  traveling 

■ Special  low-cost  plan  designed  for  the  younger  doctors 

■ Guaranteed  Renewable  to  age  65  (you  may  continue  to  age  75) 

■ Few  exclusions  — even  private  flying  is  included 

■ Pays  in  addition  to  any  other  insurance  you  may  carry 

You  can  receive  information  immediately  by  writing  or  phoning  (collect) 
the  administrators.  A minute  of  your  time  now  will  provide  you  and  your  fam- 
ily an  income  when  it’s  needed  most.  Ask  about  “Disability  Income  Protection.” 

Program  administered  by:  DAVID  A.  DYER  INSURANCE  AGENCY 

Medical  Arts  Building 
Roanoke,  Virginia  24011 
Phone:  344-5000 
and 

FRED  W.  HALL-ASSOCIATE 

8924  Orange  Hunt  Lane 
Annandale,  Virginia  22003 
Phone:  461-8087 

Specialists  in  providing  sound,  up-to-date  insurance  protection  for  the  Virginia 
physician. 

Other  Sponsored  and  Approved  Group  Plans  For  Your  Protection  ■ IN-HOSPITAL  IN- 
COME ■ PROFESSIONAL  OVERHEAD  EXPENSE  ■ MAJOR  HOSPITAL  NURSING 
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INVESTMENTS 

It  takes  money  to  make  money. 

Unfortunately,  a doctor  in  private  practice  must  provide  his  own 
"retirement  program"  when  he  is  ready  to  slow  down  and  take 
life  easy.  Which  means  he  must  make  investments  during  the 
years  to  achieve  his  retirement  goal. 

We  would  be  delighted  to  talk  with  you  about  paying  you  the 
original  price  of  the  equipment  in  your  office  in  cash  (for  you  to 
invest  for  the  future),  and  then  lease  the  equipment  back  to  you. 
You  may  expense  the  lease  payments  as  you  would  your  telephone, 
rent,  etc. 

How  much  equipment  do  you  have  in  your  office,  $10- $20- 
$30,000?  What  kind  of  return  can  you  get  on  that  much  money 
through  investing? 

Also,  when  you're  buying  new  equipment,  why  pay  out  all  that 
cash  at  one  time,  lease  it  and  expense  it. 

Call  us  toll  free  in  Virginia  by  dialing  1-800-552-5686 

(Have  the  operator  dial  it  for  you  in  the  Charlottesville  area) 


\ DELTA  LEASING  COMPANY 

1004  N.  THOMPSON  STREET,  RICHMOND,  VIRGINIA  23230  PHONE  703/359-1395 
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ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGuire  clinic,  inc. 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Webster  P.  Barnes,  M.D. 
John  H.  Reed,  Jr.,  M.D. 
Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Endoscopy,  Thoracic  & Vascular 
Surgery 

Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 


Internal  Medicine 

John  P.  Lynch,  M.D. 
William  H.  Harris,  Jr.,  M.D. 
John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
Alice  V.  Thorpe,  M.D. 

David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 
W.  Wayne  Key,  Jr.,  M.D. 

Anesthesiology 

Beverley  Jones,  M.D. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  P.  King,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

G.  E.  Smith,  Jr.,  M.D. 

Physical  Therapy 

Elizabeth  L.  Watson,  R.P.T. 


Hospital  Administrator 

Charles  M.  Green 

Director  of  Nurses — St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N. 

School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 


Clinic  Manager 

S.  Taylor  Ware,  Jr. 

Director  of  Nurses — McGuire  Clinic,  Inc 

Mary  E.  Simmons,  R.N. 


Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 


MRS.  PLYLERS 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947) 


GENE  CLARK  REGIRER  (1912-1962) 


A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  353-3981 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


‘the  Tkxmatal^ekct” 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  teaspoonful  of  elixir  (23%  alcohol ) No.  2 Extentab® 


pscyamine  sulfate 

0.1037 

mg. 

0.1037 

mg. 

0.3111 

mg. 

Inpine  sulfate 

0.0194 

mg. 

0.0194 

mg. 

0.0582 

mg. 

pscine  hydrobromide 

0.0065 

mg. 

0.0065 

mg. 

0.0195 

mg. 

•nobarbita! 

(Vi  gr.)  16.2 

mg. 

(Vi  gr.)  32.4 

mg. 

( V*  gr.  | 48.6 

mg. 

iirning:  may  be  habit  forming) 

Brief  summary.  Side  effects:  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  a hypersensitivity  to 
any  of  the  ingredients. 

/WROBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


LEMON  TREE  SO  VERY  PRETTX 
AND  THE  LEMON  FLOWER  IS  SWEET. 
BUTONE  HUNDRED  EIGHTY  LEMONS. 
IS  IMPOSSIBLE  TO  EAT. 


2 ways  to  provide  a month’s 
therapeutic  supply  of  Vitamin  C: 

180  lemons  or  30  Allbee  with  C 

As  a source  of  ascorbic  acid,  the  lemon  really  hits  a high  C (50  mg.).  But  your  patient  would 
still  have  to  eat  180  lemons  every  month— 6 a day— to  get  a therapeutic  dose.  And  as  the 
calypso  singer  puts  it,  “one  hundred  eighty  lemons  is  impossible  to  eat.”  Fortunately,  a 
bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily)  supplies  as  much  Vitamin  C 
as  all  those  lemons,  plus  full  therapeutic  amounts  of  the  B-complex  vitamins.  For  example, 
as  much  B6  as  two  pounds  of  corn.  Allbee  with  C is  no  lemon!  This  handy  bottle  of  30 
capsules  gives  your  patient  a month’s  supply  at  a very  reasonable  cost.  Also  the  economy 
size  of  100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 

/MROBINS 


30  Capsules 

Allbee  withC 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (V it.  BJ  10  mg 
Pyridoxine  hydro- 
chloride (Vit.  BJ  5 mg 
Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (V it.  C)  300  mg 


/WROBINS 


GUI  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 


isa  1 

||  ] 

‘ 1 

STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Dr.  M.  Kemper  Humphries  III 
Charles  T.  Akers,  Jr. 
Administrator 


A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology.  Otolaryngology, 
Surgery  for  Deafness.  Rhinoplastic  Sur- 
gery, Bronchoscopy  and  Esophagoscopy 


Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance 

For  further  information,  address: 

Administrator,  Box  1789.  Roanoke,  Virginia  24008 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  tor  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

George  S.  Fultz,  Jr.,  M.D.  James  Asa  Shield,  Jr.,  M.D. 

Catherine  T.  Ray,  M.D. 
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SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


James  P King,  M.D. 
William  D.  Keck,  M D 
Morgan  E.  Scott,  M.D. 

David  S.  Sprague,  M.D. 


Edward  E.  Cale,  Jr.,  M.D 
Don  L.  Weston,  M.D. 

J.  William  Ciesen,  M.D 
Delano  W.  Bolter,  M.D. 
Davis  C.  Garrett,  M.D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 

Asst.  Administrator 

AFFILIATED  CLINICS 
Bluefield  Mental  Health  Center  Beckley  Mental  Health  Center 

Federal  Street,  Bluefield,  W.  Va.  109  E Main  Street,  Beckley,  W Va 

David  M Wavne,  M D Leslie  J.  Borbely,  M.D. 

Mental  Health  Clinic 

Professional  Building,  Wise,  Va 
Pierce  D.  Nelson,  M.D. 


Clinical  Psychology: 

Thomas  C Camp,  Ph.D 
Carl  McGraw,  Ph.D. 

James  E.  Dublin,  Ph.D. 
Thomas  M.  Weddig,  Ph.D. 


DOCTORS: 

ADMINISTRATORS: 

Terrace  Hill  ...  An  Extended 
Care  Facility  Accredited  by 
the  J.C.A.H.  and  Approved  by 
Medicare. 

Within  9 minutes  from  any  local  hospital 

• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  • Activities 

• Trained  Dietitian  • Male  Orderlies 

• Air-Conditioned  Rooms 


In  compliance  with  the  Civil  Rights  Act  of  1964 

Accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  an 
Extended  Care  Facility. 

John  P.  Pate 


Member 


Administrator 

rr Understanding  Care” 

Terrace  Hill  Nursing  Home,  ■*. 

2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle  RICHMOND,  VIRGINIA 


Medicine : 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 
William  W.  Martin,  Jr.,  M.D. 
James  R.  Wickham,  M.D. 

Obstetrics  and  Gynecology: 

Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 

Pediatrics: 

Edward  G.  Davis,  Jr.,  M.D. 
Thomas  P.  Overton,  M.D. 

Albert  S.  Thompson,  Jr.,  M.D. 
Edward  J.  Wiley,  M.D. 

Roentgenology  and  Radiology: 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

James  W.  Proffitt,  M.D. 


Anesthesiology : 

William  B.  Moncure,  M.D. 
Heth  Owen,  Jr.,  M.D. 

Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 
Wyatt  S.  Beazley,  III,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Plastic  Surgery : 

Hunter  S.  Jackson,  M.D. 

Ophthalmology,  Otolaryngology: 

Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 

Pathology : 

W.  Scott  Gilmer,  Jr.,  M.D. 

Physical  Therapy: 

William  J.  Cowan,  R.P.T. 

Director : 

Charles  C.  Hough 


Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 

An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond  Virginia 
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TIDEWATER 
PSYCHIATRIC 
INSTITUTE 

1005  Hampton  Boulevard 
Norfolk,  Va.  23507 
(703)622-2341 

The  Tidewater  Psychiatric  Institute 
of  Norfolk,  Va.  announces 
the  opening  of  its  50  bed 
private  mental  health  facility 
for  adults  and  adolescents. 

Tidewater  Psychiatric  Institute  offers  a 
comprehensive  program  of  diagnostic, 
consultative,  and  treatment  services  within 
the  setting  of  a therapeutic  community. 

TREATMENT  PROGRAMS: 

The  basic  treatment  orientation  at  Tidewater 
Psychiatric  Institute  is  psychodynamic 
group  therapy  carried  out  by  treatment 
teams. 

Intermediate  Treatment  Team: 

For  patients  requiring  intermediate 
treatment  of  a few  weeks  or  months. 

Acute  Treatment  Team: 

A crisis  intervention  service  providing 
hospitalization  for  evaluation  and  treatment 
of  acute  disturbances. 

Attending  Physicians  Team : 

For  physicians  who  wish  to  continue  to  treat 
their  hospitalized  patients  within  a 
structured  psychiatric  milieu. 

Rehabilitation  Services: 

Rehabilitation  activities  include  individual 
and  group  counseling,  social  discussion 
groups,  vocational  groups,  special 
education  programs,  and  recreational 
activities. 

Staff  open  to  all  psychiatrists  on  application. 

Stuart  Ashman,  M.D.,  Medical  Director 
Julian  W.  Selig,  Jr.,  M.D.,  Clinical  Director  & 
Attending  Team  Director 
Robert  F.  Scott,  M.D.,  Intermediate  Team  Director 
David  B.  Kruger,  M.D.  Acute  Team  Director 
David  C.  Butler,  HosDital  Administrator 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

oOpo 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 
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Westbrook 

Psychiatric  Hospital,  Inc. 

Richmond, 

Virginia 

FOUNDED 

1911 

PSYCHIATRY 

NEUROLOGY 

REX  BLANKINSHIP,  M.  D. 

GERALD  W.  ATKINSON,  M.  D. 

Chairman,  Advisory  Group 

Associate  in  Neurology 

JOHN  R.  SAUNDERS,  M.  D. 

Medical  Director 

CHILD  PSYCHIATRY 

THOMAS  F.  COATES,  JR.,  M.  D. 

GILBERT  SILVERMAN,  M.  D. 

Assistant  Medical  Director 

Associate  in  Child  Psychiatry 

OWEN  W.  BRODIE,  M.  D. 

Associate  in  Psychiatry 

ADMINISTRATION 

M.  M.  VITOLS,  M.  D. 

H.  R.  WOODALL 

Associate  in  Psychiatry 

Administrator 

- - 

ST.  ELIZABETH’S  HOSPITAL 

James  T.  Gianoulis,  M.D. 

617  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

Austin  I.  Dodson,  Jr.,  M.D. 

Elmer  S.  Robertson,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

James  W.  Pancoast,  M.D. 

J.  Edward  Hill,  M.D. 

Gladstone  E.  Smith,  Jr.,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Pathology 

Leroy  Smith,  M.D. 

William  T.  Stuart,  M.D. 

Ronald  K.  Davis,  M.D. 

Plastic  Surgery 

Urology 

General  Surgery  & Gynecology 

L.  0.  Snead,  Jr.,  M.D. 

Clarry  C.  Trice,  M.D. 

Edward  A.  Zakaib 

Radiology 

General  Medicine 

General  Medicine 

0.  Christian  Bredrup,  Jr.,  M.D. 

George  W.  Reese,  Jr.,  M.D. 

Radiology 

Internal  Medicine 

Jack  A.  Peters,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 
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BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 


Accredited  by  the  Joint  Commission  on  Accreditation  & Approveo  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive),  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jose  A.  Montes,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 


urfiogoes 

fordfegcbups? 


In  a recent  survey,  90%  of 
patients  said  they  would  have 
annual  checkups  if  their 
physicians  told  them  to  do  so. 
This  confirmed  what  we  have 
long  known  — your  key  role, 
doctor,  in  motivating  your 
patients  to  follow  good  health 
practices.  We  alert  the  public 
with  facts  about  cancer.  You 
follow  through  by  urging 
regular  checkups.  A life-saving 
combination. 


American  Cancer 


Society^  > 


It’s  your  professional  privilege 
to  replenish  your  ranks  . . . 


Give  to 

medical  education 
through  AMEP 


American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 
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Woodrow  Wilson  Slept  Here.  At 

Staunton’s  stately  “Manse”,  you  can 
see  the  crib  that  held  a future 
president.  And  the 
home  where  Jessie 
Wilson  gave  birth  to 
the  son  who  later 
gave  birth  to  the 
League  of  Nations 
with  its  vision  of 
world-wide  peace. 


The  General's  Assembly.  Douglas  MacArthur  called 
Norfolk  home,  though  he  was  born  in  Arkansas 
(“while  his  parents  were  away”,  the  Norfolk  paper 
said).  Here,  at  the  MacArthur  Memorial,  you  can  see 
the  possessions  of  this  great  soldier. 
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The  Doll  Who  Spied  For  Dixie.  She  had  a 

head  for  smuggling.  Hollow.  Just  right  for  carry- 
ing medicines  across  Union  lines.  She’s  at  Rich- 
mond’s Confederate  Museum  now.  In  retirement. 


Broadway  In  The  Blue  Ridge.  These  spurs  were 
worn  in  an  early  play  at  Abingdon’s  Barter 
Theatre,  so-called  because  its 

depression-hungry  founders  traded 
seats  for  food.  To  date,  over 
2 million  tickets  have  been 
sold ; most  of  them,  in 
recent  years,  for  cash. 


The  Mighty  In  Miniature.  These  water  color 
miniatures  of  the  first  President  and  his  lady, 
painted  from  life,  are  now  on  view  in  Williams 
burg.  Come  see  them. 

Visit,  write  or  call 

VIRGINIA  STATE  TRAVEL  SERVICE 

9th  & Grace  Streets,  Richmond  23219 
phone: (703) 770-4484 


This  advertisement  is  published  by  Virginia  Medical  Monthly  as  a Public  Service. 


TepanilTen-ta 

■ (continuous  release  form) 

'diethylpropion  hydrochloride,  N.  F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
ess.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
ively  low  incidence  of  CNS  stimulation. 

iontraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
drug;  in  emotionally  unstoble  patients  susceptible  to  drug  abuse. 

Yarning;  Although  generally  safer  than  the  amphetamines,  use  with  greot  caution  in 
ofients  with  severe  hypertension  or  severe  cardiovascular  diseose.  Do  not  use  dur- 
g first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks, 
adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  Therapy,  un- 
| leasont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
Ip  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
H|cca$ionally  couse  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety, 


and  jifteriness.  In  controst,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
orrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  Isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipotion,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  ogronulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meols.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-to7/«/7i/u  s patent  no  3.001.910 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

Q103  2/71 

Specific  therapy  for  night  leg  cramps 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Main  Office  Branch  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES-WE  MAKE  THEM 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


ESTABLISHING  A PROFESSIONAL  CORPORATION 
OR  INTERESTED  IN  A KEOGH  ACT  PLAN? 


JPul  Tkw  VYlsidkaL  Soohiif  oft,  (Jitiqinm, 
Vyi&mJbahA!  /ffaiihsimswi,  (pLan&,  (bis,  fioaitabtsL, . . . 


FOR  INFORMATION  CALL  OR  WRITE: 

The  Trustees  of  The  Medical  Society  of  Virginia 
Members'  Retirement  Plan 

2425  Wilson  Boulevard 
ARLINGTON,  VIRGINIA  22201 

703/525-6700  (collect  calls  accepted) 
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SUSPENSION,  500  mg  per  5 cc 


You’ll  rely  on  MINTEZOL  (Thiabendazole, 
MSD)  often  for  pinworm  disease.  Not  just 
because  that’s  a very  common  helmin- 
thic infestation,  but  because  MINTEZOL 
has  such  a high  degree  of  efficacy. 
MINTEZOL  also  provides  an  unusually 
wide  range  of  action-against  thread- 
worm, hookworm,  whipworm,  and  large 
roundworm  disease.  This  broad  spectrum 
of  activity  makes  it  particularly  effec- 
tive in  these  mixed  worm  infestations. 
MINTEZOL  isn’t  a dye.  So  you  won’t  hear 
complaints  about  stained  teeth,  cloth- 
ing, or  bed  linen.  The  most  frequently 
occurring  side  effects  have  been  ano- 
rexia, nausea,  vomiting,  and  dizziness. 


mm 


si  is* 
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Contraindications:  History  of  hypersensitivity 
to  thiabendazole. 

Warnings:  May  impair  alertness;  operation  of 
automobiles  and  other  activities  made  hazard- 
ous by  diminished  alertness  should  be  avoided. 
If  hypersensitivity  reactions  occur,  drug  should 
be  discontinued  immediately  and  not  resumed; 
erythema  multiforme,  including  Stevens- 
Johnson  syndrome  (with  a fatal  case),  has  been 
associated  with  thiabendazole  therapy  in  chil- 
dren. Safe  use  in  pregnancy  or  lactation  has 
not  been  established. 

Precautions:  Since  thiabendazole  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidneys, 
hepatic  and  renal  function  should  be  carefully 
monitored  in  patients  with  dysfunction  of 
these  organs. 

Adverse  Reactions:  Frequently  encountered 
are  anorexia,  nausea,  vomiting,  and  dizziness. 
Less  frequently,  diarrhea,  epigastric  distress, 


pruritus,  v/eariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus, 
collapse,  abnormal  sensation  in  eyes,  blurring 
of  vision,  hyperirritability,  numbness,  hyper- 
glycemia, xanthopsia,  enuresis,  perianal  rash, 
cholestasis  and  parenchymal  liver  damage, 
hypotension,  and  a transitory  rise  in  cephalin 
flocculation  and  SGOT.  Hypersensitivity  reac- 
tions include:  fever,  facial  flush,  chills,  con- 
junctival injection,  angioedema,  anaphylaxis, 
skin  rashes,  erythema  multiforme  (including 
Stevens-Johnson  syndrome),  and  lymphade- 
nopathy.  Appearance  of  live  Ascaris  in  the 
mouth  and  nose  has  been  reported  on  rare 
occasions. 

Some  patients  may  excrete  a metabolite  which 
imparts  an  odor  to  urine,  much  like  that  which 
occurs  after  ingestion  of  asparagus.  Crystal- 
luria  without  hematuria  has  been  reported  on 
occasion,  but  has  promptly  subsided  with  dis- 


continuation of  therapy;  while  the  etiologic 
role  of  thiabendazole  has  not  been  established, 
the  possibility  of  crystalluria  should  be  kept 
in  mind.  Transient  leukopenia  has  been  re- 
ported in  a few  patients,  but  the  cause  and 
effect  relationship  in  these  cases  has  not 
been  established. 

NOTE:  In  children  weighing  less  than  30 
pounds,  clinical  experience  with  thiabendazole 
for  treatment  of  intestinal  parasitosis  has 
been  limited.  Thus,  the  benefits  of  this  therapy 
should  be  weighed  against  the  possibility  of 
adverse  reactions. 

Supplied:  Suspension,  containing  500  mg  per 
5 cc,  in  bottles  of  120  cc. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co..  Inc.. 
West  Point.  Pa.  19486 


MSD  MERCK  SHARP  & DOHME 
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Roche  Clinical  Laboratories 


Professional 
Consultation 


An  Advanced 
Diagnostic  Center  for 
Standard,  Endocrine^ 
and  Special  Laboratory^ 
Tests^ 


Automated  Diagnostic  Analysis 
for  most  tests 


j 


A New  Commitment  in  Health  Care 


Computerized 
Quality  Control 
k to  prevent  error 


A new  technological  achievement  that 
offers  a broad  scope  of  diagnostic 
testing.  Designed  to  provide  you,  your 
patients  and  your  hospital  with  highest 
quality  test  standards  for  better 
health-care  delivery. 

Simplified  specimen  preparation, 
daily  pickup  or  prepaid  mail,  and 
permanent  report  forms  are  all  part  of 
this  rapid,  accurate  diagnostic  service. 

The  Roche  Professional  Representative 
welcomes  the  opportunity  to  introduce 
our  laboratory  service  to  you.  Please 
fill  in  the  coupon  below  for  additional 
information. 


Personal  Service  through 
Roche  Professional  Representatives 


ROCHE 


A Unique  Professional 
Staff  of  Research 
Scientists  and  Practicing 
Clinicians 


Roche  Clinical  Laboratories 

1 Fairfield  Crescent 

West  Caldwell,  New  Jersey  07006 

Gentlemen: 

I am  interested  in  learning  more  about 
Roche  Clinical  Laboratories  Services. 

D Please  send  the  Roche  Clinical 
Laboratories  Reference  Manual. 

DPIease  have  a Roche  Professional 
Representative  contact  me 


Address  . 

City 

Zip  — , 


State 


Tel  No 


when  manhood  ebbs 

So  due  to  testicular 

SO  vl  I Cl  Vv^vl  hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure... and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 

Halotestin^ 


[fluoxymesterone 

Upjohn] 

oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Halotestin 

fluoxymesterone,  Upjohn) 

hrally  active  androgen  about  5 times  as  potent 
li  anabolic  and  androgenic  activity  as  methyltes- 
bsterone.  Halotestin  (fluoxymesterone)  induces 
| gnificant  retention  of  calcium  and  potassium, 
jt  retention  of  sodium  not  marked.  Doses  below 
3 mg.  daily  have  little  effect  in  producing 
•eatinuria. 

idications  Male:  Replacement  therapy  in  tes- 
cular  hormone  deficiency  states.  Prevents  atro- 
hy  of  the  accessory  male  sex  organs  following 
istration  for  as  long  as  therapy  is  continued, 
npotence  and  male  climacteric  symptoms  when 
je  to  androgen  deficiency.  Primary  eunuchoid- 
m and  eunuchism.  Delayed  puberty  when  es- 
blished  as  not  a simple  familial  trait.  Indicated 
r those  symptoms  of  panhypopituitarism  re- 
ted to  hypogonadism,  however,  appropriate 
trenal  cortical  and  thyroid  hormone  replace- 
ent  therapy  remain  of  primary  importance. 
>ma/e:  Palliation  of  androgen-responsive,  ad- 
nced,  inoperable  breast  cancer  in  women  be- 
een  1 and  5 years  postmenopausal  or  women 
whom  castration  has  shown  the  tumor  to  be 
irmone  dependent.  Prevention  of  postpartum 
east  manifestations  of  pain  and  engorgement; 
I ere  is  no  satisfactory  evidence  that  this  drug 
I events  or  suppresses  lactation  per  se.  In  os- 
I qporosis  androgens  may  be  of  adjunclive 
I lue  to  adequate  considerations  of  diet,  cal- 
I jm  balance,  physiotherapy  and  general  health 
I amoting  measures.  Males  and  Females:  In  the 
I atment  of  protein  depletion  states  which  oc- 
I r in  geriatric  patients,  in  debilitation  states,  in 
I ronic  corticoid  therapy,  resistant  fractures; 
I rptorchidism;  creating  a positive  nitrogen  bai- 
lee, tissue  repair  and  other  anabolic  effects. 

Idrogemc  steroids  may  produce  a response  in 
lastic  anemias,  myelofibrosis,  myelosclerosis, 
nogenic  myeloid  metaplasia  and  hypoplastic 
■emias  due  to  malignancy  or  myelotoxic  drugs. 
Idrogens  are  not  of  value  in  other  anemias, 
ftntraindications  Pregnancy  (may  virilize  fe- 
■tle  fetus),  mammary  carcinoma  in  the  male, 
ftstatic  carcinoma,  severe  liver  disease,  severe 
Bdiorenal  disease  and  severe  persistent  hy- 
Hcalcemia. 

hcautioris  Employ  with  caution  in  young  boys 
I avoid  precocious  sexual  development  and 
I imature  epiphyseal  closure.  Androgens  tend 
fcromote  retention  of  sodium  and  water,  there- 
■e,  watch  for  edema— particularly  in  the  elderly. 
Hidence  and  severity  of  edema  have  been 
nimal  and  have  been  associated  only  with 
I h doses  used  for  palliation  of  breast  cancer. 
Hpercalcemia  may  occur,  particularly  in  patients 
Hi  metastatic  breast  carcinoma;  if  this  occurs 
I drug  should  be  discontinued.  Changes  in 
Hr  function  tests,  such  as  increased  BSP  re- 
Htion  and  SGOT  levels,  can  occur  during  ther- 
H.  Jaundice  has  been  rarely  reported.  If  liver 
Hction  tests  are  altered,  discontinue  medica- 
th  or  reduce  dose.  Priapism  is  indicative  of 
e essive  dosage  and  is  indication  for  tempo- 
rb  withdrawal  of  drug.  When  treating  protein 
cbletion  states  or  osteoporosis,  an  adequate 
dr  should  be  provided  and  prolonged  immobili- 
zlon  avoided  whenever  possible.  When  treating 
apstic  or  hypoplastic  anemias,  androgen  ther- 
a should  not  replace  other  measure  such  as 
Hisfusion,  correction  of  iron  deficiency,  anii- 
Hterial  therapy,  and  the  use  of  corticosteroids. 
£ erse  reactions  Nausea,  dyspepsia,  men- 
Hal  irregularities,  hepatic  dysfunction,  pria- 
ph,  edema,  precocious  sexual  development, 
a premature  epiphyseal  closure  in  young 
plants  have  been  reported.  Male  — Prolonged 
aliinistration  or  excessive  dose  may  cause 
Hbition  of  testicular  function  with  oligospermia 
■ decreased  ejaculation  volume.  Female  — 
L ;e  doses  Or  prolonged  administration  may 
Pjfjce  masculinization  with  signs  such  as  hir- 
skm,  deepening  of  the  voice,  enlargement  of 
if  clitoris,  acne,  and  sometimes,  increased 
■lo. 

S plied  Tablets:  2 mg.,  scored  — bottles  of  100  / 
51  scored  — bottles  of  50. HO  mg.,  scored 
H ttles  of  50. 

F(j  additional  product  information,  see  your 
U,  hn  representative  or  consult  the  package 

H jlar. 
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Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  B12, 

protective  quantities  of 
\ potassium,  in  a palatable  and 
' c,  readily  assimilated  form. 

Debilitating 
gastrointestinal 

conditions  frlTll  1 • Postoperatively 


* **  -Av* 

Supplied  in  bottles  of  2 or  6 fluidounces. 

Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 
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Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients  . 
with  insomnia.1 2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,"  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29,  1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 
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Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
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Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  ail  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia 
If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann -La  Roche  Inc. 
\ / Nutley,  New  Jersey  071 10 
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Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  — except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  ' accidents'’, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax... it’s  predictable 

bisacodyl 


GEIGY  PHARMACEUTICALS.  DIVISION  OF  GEIGV  CHEMICAL  CORPORATION,  ARDSLEY.  NEW  YORK  10S02  UNDER  LICENSE  FROM  BOEHRINGER  INGELHElM  G.  M.  8 M. 
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ding  frequency  and  bacterial  build-up1 

ph  shows  the  theoretical  effect  of  various 
ling  frequencies  on  bacterial  proliferation  in 
urine. 

_ maximum  growth  rate  during  the  overnight  period 
_ voiding  every  31/*  hours 
_ voiding  every  2Vz  hours 
« voiding  every  hour : the  "washout"  effect 
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For  through-the-night  coverage 

I ! fluids.  Frequent  micturition.  It's  hard  to  fault 
Begimen  for  dealing  effectively  with  an  acute 
ller  infection.  Another  fundamental  adjunct  to 
I nent  is  drug  therapy  for  round-the-clock 
Bacterial  coverage.  Coverage  that  may  be  especially 
Bible  during  the  night  hours  of  sleep  when  urinary 
Jtion  favors  bacterial  build-up  in  the  bladder. 

Is  the  coverage  that  Gantanol  (sulfamethoxazole) 
can  provide. 

Controls  susceptible  gram-negative 
■ gram-positive  bacteria 

I in  2 to  3 hours  of  the  initial  2-Gm  adult  dose, 
fl  ive  antibacterial  levels  in  blood  and  urine  begin 
fl  ing  to  control  the  most  common  urinary  tract 
I ers.  Subsequent  1-Gm  b.i.d.  doses  maintain 
I age  your  patient  needs  to  fight  E.  coli  and  other 
■ itible  gram-negative  and  gram-positive 
I gens. 


Your  o 

Mibe  Ganta: 


ptions:  tablets  or  suspension 

nol  Tablets  or  the  pleasant-testing 

tsion.  Either  dosage  form  provides  your  patient 
e all-day,  all-night  coverage  she  needs  to  fight 
I aobstructed  cystitis. 


■ 1 


ces:  1.  O'Grady,  F.,  and  Cattell,  W.  R. : Brit.  J.  Urol., 
1966.  2.  Hinman,  F.,  Jr.,  and  Cox,  C.  E.:  J.  Urol.,  96: 491, 
Lapides,  J.,  et  al:  ].  Urol.,  100  : 552, 1968. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic 
urinary  tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Klebsiella- 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis,  and,  less 
frequently,  Proteus  vulgaris)  and  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response.  Add  aminobenzoic  acid  to  culture  media  of  patients 
receiving  sulfonamides.  Resistant  organisms  present  a current 
problem  to  the  usefulness  of  antibacterial  agents.  Blood  levels 
should  be  measured  in  patients  receiving  sulfonamides  for  seri- 
ous infections,  since  there  may  be  wide  variations  with  identical 
doses;  20  mg/ 100  ml  should  be  the  maximum  total  sulfonamide 
level,  as  adverse  reactions  occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 
less  than  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis) ; pregnancy  at  term  and  dur- 
ing nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  estab- 
lished, and  teratogenicity  potential  has  not  been  thoroughly  in- 
vestigated. Sulfonamides  will  not  eradicate  or  prevent  sequelae 
to  group  A streptococcal  infections,  i.e.,  rheumatic  fever,  glo- 
merulonephritis. Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported;  early  clinical  signs  such  as  sore  throat, 
fever,  pallor,  purpura  or  jaundice  may  indicate  serious  blood 
disorders.  Complete  blood  counts  and  urinalysis  with  careful 
microscopic  examination  are  recommended  frequently  during 
sulfonamide  therapy.  Clinical  data  are  insufficient  on  prolonged 
or  recurrent  therapy  in  chronic  renal  diseases  of  children  under 
6 years. 

Precautions:  Use  with  caution  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma  and 
in  gIucose-6-phosphate  dehydrogenase-deficient  individuals.  In 
the  latter,  dose-related  hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and  methemoglobinemia; 
allergic  reactions:  erythema  multiforme  (Stevens-Johnson 
syndrome),  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reac- 
tions, periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis;  gastro- 
intestinal reactions:  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis  and  stomatitis;  C.N.S.  reactions: 
headache,  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia;  and 
miscellaneous  reactions:  drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon. 

Due  to  certain  chemical  similarities  with  some  goitrogens,  diu- 
retics (acetazolamide  and  thiazides)  and  oral  hypoglycemic 
agents,  sulfonamides  have  caused  rare  instances  of  goiter  pro- 
duction, diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows : t 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b.i.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children—  0.5  Gm 
(1  tab  or  teasp.)/ 20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/ 20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/ kg/ 24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspension 
contains  0.5  Gm  sulfamethoxazole. 

In  nonobstructed  urinary  tract  infections 

Gantanol  b.i.d. 

(sulfamethoxazole) 

12  hours  of  therapy  with  every  dose 

/nnrur\  Roche  Laboratories 
( ROCHE  / Division  of  Hoffmann-La  Roche  Inc 
\ / Nutley.  N J 07110 


For  the 
prevention 
of  the 
gripping 
pain  of 
angina 


% 


Per  it  rateS  A 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 

Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNERCHILCOTT 

Morris  Plains,  New  Jersey  07950 


PE-GP-1 1 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Main  Office  Branch  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES-WE  MAKE  THEM 


Volume  98,  October,  1971 


9 


THE  GREATEST  SINGLE  THREAT  TO  YOUR  FINANCIAL  STABILITY  IS 


NOW  YOU  CAN  INSURE  AGAINST  THAT  THREAT  WITH 
THE  MEDICAL  SOCIETY  OF  VIRGINIA 

(and  its  component  societies)  Sponsored  and  Approved 

DISABILITY  INCOME  PLAN 
ADVANTAGES 

■ Pays  up  to  $1,200  a month  ($1,320  with  the  10%  Bonus  now  in  force) 

■ Tax-free  money  to  spend  as  you  wish 

■ Coverage  anywhere  in  the  world,  24  hours  a day,  365  days  a year,  while 
practicing,  relaxing  or  traveling 

■ Special  low-cost  plan  designed  for  the  younger  doctors 

■ Renewable  to  age  65  (you  may  continue  coverage  to  age  75) 

■ Conversion  privilege 

■ Few  exclusions  — even  private  flying  is  included 

■ Pays  in  addition  to  any  other  insurance  you  may  carry 

You  can  receive  information  immediately  by  writing  or  phoning  the  ad- 
ministrators. A minute  of  your  time  now  will  provide  you  and  your  family  an 
income  when  it’s  needed  most. 

Program  administered  by:  DAVID  A.  DYER  INSURANCE  AGENCY 

Medical  Arts  Building 
Roanoke,  Virginia  24011 
Phone:  344-5000 

and 

FRED  W.  HALL-ASSOCIATE 

8924  Orange  Hunt  Lane 
Annandale,  Virginia  22003 
Phone:  461-8087 

Specialists  in  providing  sound,  up-to-date  insurance  protection  for  the  Virginia 
physician. 

Other  Sponsored  and  Approved  Group  Plans  For  Your  Protection  ■ IN-HOSPITAL  IN- 
COME ■ PROFESSIONAL  OVERHEAD  EXPENSE  ■ MAJOR  HOSPITAL  NURSING 
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Virginia  Medical  Monthly 


repa  ni  I Ten  -tary 

® (continuous  release  form) 

diethylpropion  hydrochloride,  N.  F.) 


A/hen  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
upport  for  the  weight  control  program  you  recommend. 

3EPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
5ss.  Weight  loss  is  significant  — gradual— yet  there  is  a rela- 
vely  low  incidence  of  CNS  stimulation. 

ontroindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
s drug,-  in  emotionolly  unstable  patients  susceptible  to  drug  obuse. 

'arning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
1 3tients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
9 first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Inverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  therapy,  un- 
eosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
casionally  couse  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety, 
d jitteriness.  In  contrast,  CNS  depression  hos  been  reported.  In  o few  epileptics 
increase  in  convulsive  episodes  hos  been  reported.  Sympathomimetic  co rdio- 

_zzzzim 


arrhythmia,  polpitotion.  and  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  on  isolated  experience,  which  hos  not  been 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  os  rash, 
urticaria,  ecchymosis.  and  erythema.  Gastrointestinal  effects  such  os  diorrhea, 
constipation,  nauseo,  vomiting,  and  abdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  morrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstruol  upset,  hoir  loss,  muscle  pain,  decreased 
libido,  dysuria,  ond  polyurio 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg  toblet 
doily,  swallowed  whole,  in  midmorning  (10  a.m.),  TEPANIL  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meals.  If  desired,  on  odditionol  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended. 


N MERRELL- NATIONAL  LABORATORIES 

Merrell  ) Division  of  Richardson* Merrell  Inc. 
y Cincinnati,  Ohio  45215 


1-3325  (2876  ) 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  Including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  os  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  eors,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

MERRELL-  NATIONAL  LABORATORIES 
Division  of  Richardson- Merrell  Inc. 

Cincinnati,  Ohio  45215 

1-3323  (2377) 

Specific  therapy  for  night  leg  cramps 


(Svierreip) 


INVESTMENTS 

It  takes  money  to  make  money. 

Unfortunately,  a doctor  in  private  practice  must  provide  his  own 
"retirement  program"  when  he  is  ready  to  slow  down  and  take 
life  easy.  Which  means  he  must  make  investments  during  tu.e 
years  to  achieve  his  retirement  goal. 

We  would  be  delighted  to  talk  with  you  about  paying  you  the 
original  price  of  the  equipment  in  your  office  in  cash  (for  ycu  to 
invest  for  the  future),  and  then  lease  the  equipment  back  to  you. 
You  may  expense  the  lease  payments  as  you  would  your  telephone, 
rent,  etc. 

How  much  equipment  do  you  have  in  your  office,  $10- $20- 
$30,000?  What  kind  of  return  can  you  get  on  that  much  money 
through  investing? 

Also,  when  you're  buying  new  equipment,  why  pay  out  all  that 
cash  at  one  time,  lease  it  and  expense  it. 

Call  us  toll  free  in  Virginia  by  dialing  1-800-552-5686 

(Have  the  operator  dial  it  for  you  in  the  Charlottesville  area) 


\ DELTA  LEASING  COMPANY 

1004  N.  THOMPSON  STREET,  RICHMOND,  VIRGINIA  23230  PHONE  703/359-13S5 
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Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 
antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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Lincocin* 

{lincomycin 

hy<*ocMof.«a 

Eqwv  to  300  mj- 

0350 

3Gm.  per  10  cc. 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


(lincomycin  hydrochloride, 
Upjohn) 


For  further  prescribing  information,  please  see  following  page. 
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(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylocoe 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

*Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and, 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 

PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hy|  i;r 
sion  following  parenteral  administ  o 
have  been  reported,  particularly  aft  fo 
rapid  I.V.  administration.  Rare  insi  a 
of  cardiopulmonary  arrest  have  be  re 
ported  after  too  rapid  I.V.  administr  br 
If  4.0  grams  or  more  administerec  V 
dilute  in  500  ml.  of  fluid  and  adm  te 
no  faster  than  100  ml.  per  hour.  ;r< 
reactions—  Excellent  local  tolerance  m 
onstrated  to  intramuscularly  admini  re 
Lincocin.  Reports  of  pain  followi  in 
jection  have  been  infrequent.  Ir  ve 
nous  administration  of  Lincocin  25' 
to  500  ml.  of  5%  glucose  in  d to 
water  or  normal  saline  has  produe  m 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  5<  U 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  mi-  ane 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 mi— 60  ml.  ai  pin 
bottles. 


For  additional  product  informatlo  'on 
suit  the  package  insert  or  see  your  l olv 
representative. 

JA71-1203  MED  B-5-SR  ( L-6 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 
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Learn  f 
Sanskrit 


Read 
“War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 
Alternative  to  the  long  unpleasant  wait:  Fleet  k Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B,  FLEET  CO  , INC. 
Lynchburg,  Va.  24505 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N.:  Med  Times  91 :45,  Jan.,  1963  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12  295.  Mar  , 1964  4 Baydoun  A B 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A.,  Flores.  A.  and  Weiss.  J.:  Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz.  E.  D : Western  J Surg  72:177,  May-June,  1964 
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SUSPENSION,  500  mg  per  5 cc 


You’ll  rely  on  MINTEZOL  (Thiabendazole 
MSD)  often  for  pinworm  disease.  Not  just  | 
because  that’s  a very  common  helmin 
thic  infestation,  but  because  MINTEZOL  i 
has  such  a high  degree  of  efficacy. 
MINTEZOL  also  provides  an  unusually  j 
wide  range  of  action-against  thread  i 
worm,  hookworm,  whipworm,  and  large  > 
roundworm  disease.  This  broad  spectrurr  * 
of  activity  makes  it  particularly  effec  1 
tive  in  these  mixed  worm  infestations. 
MINTEZOL  isn’t  a dye.  So  you  won’t  heai 
complaints  about  stained  teeth,  cloth  • 
ing,  or  bed  linen.  The  most  frequently ' | 
occurring  side  effects  have  been  anc  | 
rexia,  nausea,  vomiting,  and  dizziness.  1 


Contraindications:  History  of  hypersensitivity 
to  thiabendazole. 

Warnings:  May  impair  alertness;  operation  of 
automobiles  and  other  activities  made  hazard- 
ous by  diminished  alertness  should  be  avoided. 
If  hypersensitivity  reactions  occur,  drug  should 
be  discontinued  immediately  and  not  resumed; 
erythema  multiforme,  including  Stevens- 
Johnson  syndrome  (with  a fatal  case),  has  been 
associated  with  thiabendazole  therapy  in  chil- 
dren. Safe  use  in  pregnancy  or  lactation  has 
not  been  established. 

Precautions:  Since  thiabendazole  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidneys, 
hepatic  and  renal  function  should  be  carefully 
monitored  in  patients  with  dysfunction  of 
these  organs. 

Adverse  Reactions:  Frequently  encountered 
are  anorexia,  nausea,  vomiting,  and  dizziness. 
Less  frequently,  diarrhea,  epigastric  distress, 


pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus, 
collapse,  abnormal  sensation  in  eyes,  blurring 
of  vision,  hyperirritability,  numbness,  hyper- 
glycemia, xanthopsia,  enuresis,  perianal  rash, 
cholestasis  and  parenchymal  liver  damage, 
hypotension,  and  a transitory  rise  in  cephalin 
flocculation  and  SGOT.  Hypersensitivity  reac- 
tions include:  fever,  facial  flush,  chills,  con- 
junctival injection,  angioedema,  anaphylaxis, 
skin  rashes,  erythema  multiforme  (including 
Stevens-Johnson  syndrome),  and  lymphade- 
nopathy.  Appearance  of  live  Ascaris  in  the 
mouth  and  nose  has  been  reported  on  rare 
occasions. 

Some  patients  may  excrete  a metabolite  which 
imparts  an  odor  to  urine,  much  like  that  which 
occurs  after  ingestion  of  asparagus.  Crystal- 
luria  without  hematuria  has  been  reported  on 
occasion,  but  has  promptly  subsided  with  dis- 


continuation of  therapy;  while  the  etiologic 
role  of  thiabendazole  has  not  been  established, 
the  possibility  of  crystalluria  should  be  kept 
in  mind.  Transient  leukopenia  has  been  re- 
ported in  a few  patients,  but  the  cause  and 
effect  relationship  in  these  cases  has  not 
been  established. 

NOTE:  In  children  weighing  less  than  30 
pounds,  clinical  experience  with  thiabendazole 
for  treatment  of  intestinal  parasitosis  has 
been  limited.  Thus,  the  benefits  of  this  therapy 
should  be  weighed  against  the  possibility  of 
adverse  reactions. 

Supplied:  Suspension,  containing  500  mg  per 
5 cc,  in  bottles  of  120  cc. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc., 
West  Point,  Pa.  19486 


MSD  MERCK  SHARP  & DOHME 


Peoples . . . always  ready  to  serve  your 
patient... with  all-night 
prescription  center  drug  stores. 
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Southside  Plaza/McGuire  Circle  at  Belt 
Blvd.  and  Hall  St.,  Richmond  BE  2-4566 

Barracks  Rd.  Center/Emmett  St. 

& Barracks  Rd.,  Charlottesville  293-9151 

Ward’s  Corner/Gramby  St.  & 

Little  Creek  Rd.,  Norfolk  588-5421 

Boulevard  and  Broad  Sts.,  Richmond  359-2497 

Lee  Highway  & Old  Dominion  Dr 522-0011 

...  and  5 other  stores  in  the  Metropolitan  Wash- 
ington area. 


In  the  small  hours  of  the  evening  or  morning — 
when  your  patient  can’t  wait  to  have  his  prescrip- 
tion filled — call  the  Peoples  pharmacist  at  one  of 
the  numbers  listed  here.  He’s  ready  to  help  when 
it’s  too  early  for  anyone  else  to  lend  a hand. 

He’s  a good  man  to  know.  Any  time. 

Since  1905.  Peoples  has  filled  over  125  million 
prescriptions.  The 
next  one  we  fill  is 
just  as  important 
to  us  as  all  those 

in  between.  prescription  drug  stores 


WHEN  NEEDED,  RECOMMEND  A PEOPLES  “SAFETY  CAP"  PRESCRIPTION  CONTAINER  FOR  FAMILIES  WITH  SMALL  CHILDREN. 
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Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8Vo. 


/I'H'DOBINS 

A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 


The  concert  was  fust  underway, 
When  to  the  conductor's  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear, 

The  maestro  no  longer  could  stay. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job  . , . 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 

combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
GI  hypermotility  and  help  relieve  the  distressing  discomforts 
which  so  often  accompany  diarrhea.  Certainly  it's  less 
expensive  and  more  convenient  than  taking  two  medications. 
And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 
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IRobitussirvOM’ 


clear  the  tract 
with  the 


Robitussin  Line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “ flu ” 

Robitussin 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-Cf 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go’’ 

Cough  Calmers 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussiri5“Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs: 


Robitussin” 

extra 

benefit 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 


chart 


Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 


ROBITUSSIN- 

ROBITUSSIN  A-C* 

ROBITUSSIN-DM 

ROBITUSSIN-PE- 

COUGH  CALMERS™ 

i c 

| Q 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


/MTDOBINS 


codeine,  grY2  or  grl 

Helps  overpower  pal 


Each  tablet  contains:  aspirin  gr.  3xh} 
phenacetin  gr.  2V2,  caffeine  gr.  V2. 

No.  3 contains  codeine  phosphate*  (32.4  mg.)  gr.  V2. 

No.  4 contains  codeine  phosphate*  (64.8  mg.)  gr.  1. dj 
(Warning— may  be  habit  forming.)  V 

Empirin  Compound  with  Codeine  is  now  classified  in  Schedule  III 
Available  on  oral  prescription  and  may  be  refilled  5 time?%k 
within  6 months,  unless  restricted  by  State  law. 

Complete  literature  available  on  request  from  Professional  Services  De 


/Sip  / Burroughs  Wellcome  C.ii 

m / Research  Triangle  ParW 
Wellcome  / North  Carolina  27709  ■» 


HAPPY  NEWS! 
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MTRODUCING 

ETRACYN500 

TETRACYCLINE  HCI,  500-mg  capsules) 

HE  LOW-COSI 

RAND-NAME  TETRACYCLINE 


TRACYN  also  available  as  250-mg  capsules 

TRACYCLINE  HCI) 


J B.ROERIG  DIVISION  ’ 

PFIZER  PHARMACEUTICALS 
NEW  YORK,  N.Y.  10017 


tiiin 


Same  price  as 
150-ml.  size* 


Two  dosage 
strengths- 
125  mg./5ml. 
and- 

250  mg./5  ml. 


V-Cillin  K,  Pediatric 

potassium 


phenoxymethyl 

penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company  ■ 
Indianapolis,  Indiana  46206 


* Based  on  Lilly  selling  price  to  wholesalers. 
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Guest  Editorial . . . . 


Thoughts  on  Nursing 

/^\F  ALL  THE  PERSONNEL  SHORTAGES  in  the  health  care  field, 
perhaps  the  most  severe  is  in  nursing.  This  deficit  has  been  getting 
progressively  worse  since  the  days  of  World  War  II.  At  the  present  time 
we  hear  of  floors  closing  for  lack  of  nurses  in  some  of  the  biggest  and 
best  hospitals  in  the  State.  Many  reasons  have  been  cited  for  the  lack  of 
adequate  numbers  of  nurses.  Among  these  are  the  following: 

1.  Difficulty  and  expense  of  preparation.  In  this  regard  time  is  often 
a bigger  factor  than  money. 

2.  Irregular  hours  of  work. 

3.  Menial  tasks — probably  not  as  significant  as  in  years  past. 

4.  High  index  of  marriageability  of  nurses.  Many  physicians  can  at- 
test to  this.  When  they  do  marry  a significant  percentage  retire 
from  nursing — at  least  until  they  get  their  families  raised. 


The  scholarships,  child  care  units  and  other  innovations,  which  have 
been  devised  in  an  attempt  to  overcome  the  above  factors,  are  beyond 
the  scope  of  this  brief  article.  Suffice  it  to  say  that  each  has  been  worth- 
while and  has  helped  to  keep  this  problem  from  getting  that  much  worse. 
However,  they  have  failed  collectively  in  their  overall  common  purpose. 
The  crunch  of  nursing  shortage  becomes  progressively  more  acute. 

In  my  judgment  we  are  chipping  around  the  edge  of  the  problem  and 
studiously  avoiding  the  central  controlling  factor  which  is  still  out  of 
line.  This  factor  is  the  good  old  American  dollar — or  what  is  left  of  it — 
after  almost  40  years  of  spendthrift  inflationary  federal  governments 
has  taken  its  relentless  toll. 

Every  job,  occupation  or  profession  sets  its  own  wage  scale.  In  a free 
economy  the  market  place  will  feed  every  significant  variable  into  the 
equation.  The  training  period,  work  hours,  retirement  and  fringe  bene- 
fits, social  opportunities  and  many  other  things  will  be  automatically 
weighed,  in  arriving  at  what  the  job  is  worth  in  dollars.  The  employer 
can  arrive  at  this  figure  by  trial  and  error. 


If  attempts  are  made  to  hold  this  figure  down  artificially,  as  in  the 
past  by  necessarily  close  budgeted  hospital  administrators,  available  per- 
sonnel will  remain  in  short  supply.  If  on  the  other  hand  wage  levels  are 
artificially  forced  upward  beyond  a normal  value  line,  as  by  a powerful 
labor  union,  there  is  likely  to  be  an  excess  of  personnel  with  resulting 
unemployment  in  all  but  peak  periods  of  economic  activity.  Some  unions 
cope  with  this  problem  by  rigidly  controlling  new  apprentices  and  ulti- 
mate members. 

The  above  facts  may  be  unpalatable  to  hospital  administrators  and  to 
all  of  us  who  are  concerned  with  the  costs  of  medical  care,  but  they  are 
immutable. 

There  is  evidence  that  this  is  being  recognized  and  appropriate  correc- 
tive steps  are  being  taken.  The  starting  monthly  salary  for  a registered 
nurse  in  Tidewater  has  moved  from  $325  to  $580  in  the  past  five  years — 
an  increase  of  79%.  It  will  undoubtedly  have  to  move  considerably 
higher  before  the  shortage  is  alleviated. 

When  patients  are  advised  that  "special  nurses  around  the  clock”  cost 
$90  a day  many  are  horrified.  (Many,  of  course,  are  covered  by  third 
party  payers  and  couldn’t  care  less.  They  often  think  that  this  makes  it 
free.)  The  concerned  ones  are  appeased  to  some  extent  when  it  is  pointed 
out  that  this  comes  to  less  than  $4  an  hour. 

After  the  1967  riots  in  Detroit,  the  Ford  Motor  Company  opened  hir- 
ing centers  in  the  ghetto  areas.  Hard  core  unemployed  and  previously 
unemployable  people  were  given  jobs  such  as  sweeping  factory  floors  at 
$3.25  to  $3.8  5 per  hour.  Many  of  these  people  could  not  even  read.  To 
equate  their  services  with  those  of  a registered  nurse  is  economic  insanity 
of  the  highest  order.  The  wage  level  of  union  labor  is  considerably  higher 
than  this. 

The  only  way  we  will  ever  solve  the  nursing  shortage  is  to  pay  what 
the  job  demands.  It  is  really  false  economy  to  have  patients  waiting  in 
hospital  beds  four  or  five  days  because  there  is  no  room  on  the  operating 
schedule.  But  it  is  happening  every  day.  To  send  them  home  and  readmit 
is  not  inexpensive  when  one  considers  administrative  costs,  routine  lab- 
oratory requirements,  complete  records  for  each  admission  and  all  the 
other  necessary  red  tape.  And  this  ignores  the  adverse  psychological  effect 
and  inconvenience  to  the  patient  and  his  family.  How  much  more  effi- 
cient it  would  be  if  there  were  two  or  three  more  surgical  nurses  so  that 
another  operating  room  could  be  kept  open  in  the  afternoon. 

So,  I say,  let  us  support  our  professional  sisters  in  every  way.  Improved 
economic  status  will  bring  an  increase  in  numbers.  This  will  increase 
competition  and  will  be  followed  by  improved  quality  of  care. 

As  in  all  other  endeavors,  you  will  get  about  what  you  pay  for. 

W.  S.  Hotchkiss,  M.D. 
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Some  Aspects  of  the  Confederate  Medical  Service 


The  military  surgeon  of  the  Con- 
federacy had  many  handicaps  but 
he  did  his  best  for  the  sick  and 
wounded  during  the  tear  for 
Southern  independence. 


"Man  may  escape  from  Rope  and  Gun,” 
Nay  some  have  outlived  the  Doctors  Pill.” 

SO  SINGS  Captain  MacHeath  in  the  Beg- 
gars Opera.  Let  me  add  the  further  re- 
mark of  Lieutenant  Dwight  serving  in  the 
Georgia  campaign  of  1864:  "Besides  the 
fighters  in  our  camps  there  is  a population 
constitutionally  opposed  to  warfare — cooks, 
ambulance  nurses,  stretcher  bearers,  shirks, 
and  sometimes  surgeons,  who  all  come  under 
the  class  technically  called  bummers .” 

This  somewhat  cynical  view  of  the  pro- 
fession has  been  shared  by  the  common 
soldier  of  every  time  and  country.  But 
however  skeptical  he  may  be  in  health,  when 
laid  low  by  disease  or  wounds  he  expects 
prompt  and  skillful  attention  and  the  knowl- 
edge that  this  is  available  is  of  great  impor- 
tance to  morale;  it  is  my  purpose  to  show 
that  the  Confederate  Army  was  satisfactor- 
ily cared  for  in  this  respect. 

Study  of  the  medical  history  of  the  Con- 
federacy is  made  difficult  by  a paucity  of 
recorded  material,  especially  of  an  official 
nature.  On  that  fatal  2nd  of  April,  1865, 
when  half  of  Richmond  was  ablaze,  a house 
in  Bank  Street  containing  the  archives  of  the 
Medical  Department  was  among  the  first 
to  be  destroyed,  so  increasing  the  difficulties 
of  the  future  historian.  On  the  Federal  side 


MICHAEL  BRADMORE,  F.R.C.S. 
Portsmouth,  England 

voluminous  case  notes  and  reports  were  pre- 
served and  from  1879  onwards  were  pub- 
lished by  the  Surgeon-General’s  Office  in 
the  massive  "Medical  and  Surgical  History 
of  the  War  of  the  Rebellion”.  Nevertheless 
many  documents  such  as  letter-books,  cir- 
culars and  hospital  reports  are  to  be  found 
in  the  National  Archives,  in  university  li- 
braries and  in  private  hands.  These,  together 
with  narratives  by  participants  and  contem- 
porary journals  enable  us  to  piece  together 
the  story  of  the  Department,  necessarily  an 
incomplete  one. 

A proud  medical  tradition  existed  in  the 
ante-bellum  South;  the  names  of  Ephraim 
McDowell  of  Kentucky  in  surgery,  Craw- 
ford Long  of  Georgia  in  anaesthesia  and 
Marion  Sims  of  South  Carolina  in  gynae- 
cology are  honored  by  present  day  physi- 
cians as  pioneers  in  their  subjects.  The  first 
Southern  Medical  School  was  established  at 
Charleston  in  1824  and  by  1861  there  were 
twenty-one  in  the  seceding  states.  A number 
of  doctors  went  north  for  their  training, 
the  schools  of  Philadelphia  being  specially 
favoured.  The  usual  duration  of  the  course 
at  a first-class  school  was  two  years,  com- 
pleted by  apprenticeship  to  an  established 
practitioner.  With  the  exception  of  the 
Medical  College  of  Virginia,  which  gradu- 
ated 400  alumni  during  the  war,  the  south- 
ern schools  closed  their  doors  early  in  the 
struggle. 

As  part  of  the  military  organisation  of 
the  new  nation,  a Medical  Department  was 
set  up,  headed  by  a Surgeon-General  with 
the  pay  and  status  of  a colonel  of  cavalry. 
He  was  joined  by  three  surgeons  and 
twenty-one  assistant  surgeons  who  had  re- 
signed from  the  United  States  service.  When 
it  was  seen  that  a long  war  requiring  a large 
army  was  in  prospect,  the  original  modest 
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establishment  was  increased  and  authorisa- 
tion given  for  the  employment  of  contract 
surgeons  on  a temporary  basis.  In  the  rush 
to  enlist  before  the  war  should  be  over  many 
doctors  joined  as  combatants,  later  assuming 
professional  duties  when  the  shortage  of 
skilled  medical  men  became  apparent;  but 
others  remained  in  the  executive  branch  and 
Patton  Anderson,  Jerome  Robertson  and 
Richard  Gano  rose  to  General  rank. 

Various  bills  to  amend  the  medical  service 
were  introduced  into  Congress  and  the  Sen- 
ate in  the  course  of  the  war,  and  in  the  final 
structure  the  Department  was  headed  by  the 
Surgeon-General  with  six  surgeons  working 
in  his  office.  Each  large  hospital  had  a medi- 
cal director  or  chief  surgeon  and  medical 
inspectors  were  appointed  to  supervise  both 
the  hospital  and  field  services;  doctors  were 
employed  also  in  charge  of  laboratories  for 
drug  processing  and  manufacture  and  as 
medical  purveyors  in  charge  of  supply 
depots.  A system  of  reports  and  returns 
similar  to  that  of  the  U.S.  Army  was 
instituted. 

In  the  field,  each  Army  had  its  Medical 
Director,  and  each  corps  and  division  had  an 
equivalent  officer  in  charge  of  its  medical 
arrangements.  At  regimental  level  the  es- 
tablishment was  one  surgeon  and  one  as- 
sistant surgeon  to  each  formation  though 
many  units  had  to  manage  with  one  officer 
only;  the  senior  regimental  surgeon  in  each 
brigade  assumed  its  medical  direction. 

As  laid  down  in  the  Dress  Manual  the 
M.O.  appeared  as  a resplendent  figure  in  a 
gray  uniform  with  black  facings,  blue  trou- 
sers with  a black  strip  edged  with  gold,  a 
single  star  on  the  collar,  and  topped  with 
a cap  bearing  the  letter  "M.S.”  embroidered 
in  gold.  Such  gay  trappings  were  rarely 
seen  after  the  first  few  months  of  the  con- 
flict. 

The  man  chosen  to  head  this  array  from 
July  1861  was  Samuel  Preston  Moore  of 
South  Carolina.  A surgeon  in  the  "old  army” 
and  an  able  administrator,  his  insistence  on 
the  letter  of  the  regulations  did  not  endear 


him  to  his  colleagues,  members  of  a notori- 
ously individualistic  profession,  while  his 
opposition  to  liberal  furloughs  rendered  him 
less  than  popular  with  the  rank  and  file.  As 
Dr.  Porcher  puts  it,  "he  stood  'in  terrorem’ 
over  the  surgeon  whatever  his  rank  and 
wherever  he  might  be — from  Richmond  to 
the  Trans-Mississippi  and  to  the  extremest 
verge  of  the  Confederate  States.  And  though 
appearing  to  be  cold  and  forbidding  we  do 
not  think  that  Surgeon  Moore  was  cruel, 
arbitrary  or  insensible  to  conviction.  We 
have  ourselves  experienced  some  of  his  stern 
rulings  which  were  afterwards  fully  com- 
pensated for.” 

Whatever  Dr.  Moore’s  shortcomings  in 
respect  of  sympathy  and  warmth  of  person- 
ality he  proved  a most  efficient  head  of  his 
Department.  As  with  Gorgas  of  the  Ord- 
nance Bureau  he  had  to  create  his  organi- 
sation "out  of  nothing”  and  in  each  case  the 
Confederacy  was  fortunate  in  its  choice. 
Unlike  the  analogous  appointment  on  the 
Union  side  (held  by  three  men  in  the  course 
of  the  war),  no  rival  appeared  to  the  Con- 
federate Surgeon-General.  His  only  tangi- 
ble memorial  is  a tablet  on  his  house  on  West 
Grace  Street;  a move  to  erect  a permanent 
monument  in  1911  failed  for  lack  of  funds; 
perhaps  it  is  not  now  too  late. 

Apart  from  the  handful  of  men  formerly 
in  the  U.S.  Army  the  personnel  of  the  Med- 
ical Department  was  enlisted  from  the  civ- 
ilian practitioners  of  the  seceding  states. 
Naturally  their  individual  qualifications  and 
competence  were  variable.  Examining 
boards  were  however  soon  instituted  to  re- 
port on  the  candidates  for  assistant  surgeon 
and  several  unsatisfactory  persons  were  thus 
ejected.  The  standard  of  the  contract  sur- 
geons was  more  difficult  to  maintain;  Phoebe 
Pember  refers  to  one  in  her  division  of 
Chimborazo  Hospital  whose  previous  em- 
ployment had  been  behind  the  bar  of  a 
Georgia  tavern. 

In  all  the  Confederacy  employed  about 

3.000  surgeons  responsible  for  the  care  of 

600.000  fighting  men  and  270,000  Federal 
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prisoners.  Dr.  Joseph  Jones  estimated  that 
a third  of  the  Confederate  forces  died  dur- 
ing the  war,  50,000  battle  casualties  and 
150,000  from  disease. 

The  Association  of  Army  and  Navy  Sur- 
geons of  the  Confederate  States  was  formed 
under  Dr.  Moore’s  chairmanship  in  August 
1864  and  met  regularly  until  March  of 
1865.  The  minutes  have  been  preserved  and 
include  case  reports  of  some  interest  today 
such  as  excision  of  the  hip  (with  clinical 
photographs)  nerve  injuries  from  gunshot 
wounds  and  a case  of  femoral  compression 
for  fifteen  days  for  anterior  tibial  hemor- 
rhage. 

The  establishment  of  hospitals  was  an 
early  duty  of  the  Department.  As  late  as 
the  Seven  Days  campaign  a large  number 
of  small  hospitals,  usually  administered  by 
private  charity  existed  in  Richmond  and 
were  obviously  uneconomic  and  difficult  to 
control.  Most  were  abolished — a notable 
exception  being  the  Robertson  Hospital  at 
Third  and  Main  under  Captain  Sally  Tomp- 
kins, C.S.A. — and  larger  units  took  their 
place.  The  Chimborazo  Hospital  occupied 
most  of  the  area  of  the  present  Park  of  that 
name;  headed  by  Dr.  James  B.  McCaw  its 
capacity  was  stated  to  be  over  6,000,  though 
the  average  occupancy  was  half  this  figure. 
The  Winder  and  Jackson  Hospitals  sprawled 
over  a large  tract  south  of  Cary  Street  and 
east  of  the  present  William  Byrd  Park;  sev- 
eral ward  buildings  have  been  converted 
into  present  day  homes.  A number  of  ware- 
house and  factory  buildings  then  in  use  as 
military  hospitals  can  still  be  identified  in 
the  eastern  part  of  the  city,  particularly 
along  East  Franklin  between  16th  and  2 5 th 
streets. 

Other  hospital  complexes  in  the  Com- 
monwealth were  established  at  Charlottes- 
ville (associated  with  the  University  of  Vir- 
ginia), Lynchburg,  Danville  and  Liberty, 
while  the  Petersburg  hospitals  were  almost 
in  the  front  line  during  the  ten  month  siege 
of  that  city. 

In  the  West,  following  the  medical  de- 


bacle of  Shiloh,  hospitals  were  opened  at 
Chattanooga,  Atlanta  and  Marietta  under 
the  capable  direction  of  Samuel  Stout,  Di- 
rector of  that  Department.  On  account  of 
the  more  fluid  nature  of  the  western  fighting 
successive  relocation  was  necessary  with  im- 
pressment of  private  buildings,  schools  and 
churches.  As  far  as  possible  men  from  the 
same  state  were  sent  to  a single  hospital  in 
conformity  with  the  basic  philosophy  of  the 
Confederacy.  To  meet  the  needs  of  wounded 
and  sick  soldiers  proceeding  on  furlough, 
way  hospitals  were  established  throughout 
the  country;  here  they  could  be  lodged  and 
have  minor  treatment  such  as  attention  to 
dressings.  The  medical  service  and  particu- 
larly the  hospital  department  owed  much  to 
voluntary  help  from  womenfolk.  I have 
mentioned  Captain  Tompkins,  another  was 
Juliet  Hopkins  of  Alabama  who  was  herself 
wounded  on  the  field  of  Seven  Pines  during 
her  ministrations,  while  several  national  and 
state  relief  societies  were  formed,  inspired 
by  the  women  of  the  Confederacy.  The 
Richmond  Ambulance  Committee  com- 
posed of  leading  citizens  took  a prominent 
part  in  the  evacuation  and  care  of  wounded 
in  the  Virginia  theatre. 

Disease  caused  many  more  hospital  admis- 
sions and  deaths  than  wounds  in  battle.  For 
instance,  of  77,000  consecutive  admissions 
to  Chimborazo,  63,000  were  for  sickness 
only  and  only  14,000  for  wounds.  Many 
unfit  men  were  enrolled  prior  to  the  estab- 
lishment of  medical  examination,  and  later 
in  the  war  with  the  Confederacy  desperate 
for  man-power,  even  the  modest  standards 
prescribed  were  lowered.  Loss  of  an  eye  or 
one  or  two  fingers,  deafness,  rupture,  and 
a host  of  other  ills  were  deemed  insufficient 
for  exemption.  In  the  earlier  months  the 
standard  of  examination  was  perhaps  less 
sketchy  than  in  the  North,  where  on  one 
occasion  it  consisted  of  the  whole  regiment 
marching  past  the  investigating  surgeon  in 
the  rain,  while  400  women  had  to  be  released 
from  the  Federal  Army  after  their  accept- 
ance as  soldiers. 
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The  Confederate  recruit,  predominantly 
from  rural  areas,  was  an  easy  victim  to 
"childhood”  illnesses  such  as  measles  and 
mumps,  the  complications  of  the  former 
causing  an  appreciable  mortality.  The  main 
ill  affecting  the  soldier,  however,  was  the 
dysenteric  group  of  diseases  or  "alvine 
fluxes”  in  contemporary  terminology.  They 
were  ubiquitous  and  beset  both  sides,  but 
incidence  and  mortality  were  apparently 
higher  in  the  Confederate  armies  due  to  their 
poorer  diet  and  inferior  sanitary  conditions. 
It  seems  that  both  bacillary  and  protozoal 
dysentery  flourished  and  assumed  a chronic 
phase  in  whole  regiments,  forming  an  un- 
quiet background  to  the  soldiers  other  dis- 
comforts. As  one  surgeon  put  it,  "whatever 
else  a patient  had,  he  had  diarrhea.”  Recur- 
rent outbreaks  of  typhoid  fever  particularly 
in  the  early  part  of  the  war  were  associated 
with  a high  death-rate,  as  was  smallpox  in 
spite  of  widespread  vaccination,  human  vac- 
cinia scabs  being  ordinarily  used.  Surgeon 
Terrell  describes  his  management  of  the 
smallpox  hospital  at  Lynchburg — the  walls 
painted  black  to  save  the  patient’s  eyes,  sores 
dressed  with  a mixture  of  linseed  oil  and 
limewater  and  the  floors  sanded  to  prevent 
odour:  his  mortality  was  reduced  to  five  per 
cent. 

Malaria  was  also  a problem,  especially  in 
the  Gulf  States,  Georgia  and  South  Carolina 
where  the  disease  was  endemic.  Shortage  of 
quinine  for  treatment  and  prophylaxis  led 
to  the  search  for  substitutes  such  as  turpen- 
tine and  dogwood.  Venereal  disease  in  both 
its  main  forms  was  not  rare.  Only  cases 
with  complications  were  admitted  to  hos- 
pital, treatment  being  usually  carried  out 
in  the  field.  For  instance  the  10th  Alabama 
Regiment  (to  name  only  one)  had  68  new 
cases  in  July  1861  when  camped  near  Rich- 
mond. Finally  we  note  a high  incidence  of 
deficiency  disease  particularly  scurvy.  Al- 
though the  need  was  recognised,  the  supply 
of  vegetables  was  irregular  especially  in  the 
devastated  areas  of  Virginia  and  troops  were 
encouraged  in  general  orders  to  gather  sas- 


safras and  other  wild  herbs  to  add  to  their 
diet.  A curious  effect  mentioned  by  Robert 
Stiles  was  nightblindness,  presumably  from 
vitamin  A deficiency. 

The  standard  of  field  hygiene  or  "camp 
police”  in  the  Confederate  Army  appears 
to  have  been  deplorable.  Regulations  for  the 
construction  and  use  of  latrines  or  "sinks” 
and  the  disposal  of  garbage  were  frequently 
promulgated  and  as  consistently  ignored  by 
the  individualistic  Southerner.  Lack  of  co- 
operation by  commanding  officers  in  enforc- 
ing sanitary  measures  was  often  alleged 
though  General  Lee  himself  set  a good  ex- 
ample in  this  regard.  Of  course  the  impor- 
tance of  flies  and  other  such  vectors  in  the 
spread  of  disease  (especially  dysentery)  was 
not  then  realised.  Infestation  by  lice — the 
pervasive  "grayback” — was  universal  in  the 
East  and  West.  Nor  was  this  confined  to 
the  rank  and  file  and  medical  men  them- 
selves suffered  the  indignity  of  a verminous 
person  and  clothing  as  Surgeon  Welch  tells 
us.  Scabies  was  common  and  its  treatment 
by  sulfur  ointment  understood.  Lee  him- 
self referred  to  the  shortage  of  soap  in  his 
army  and  the  consequent  increase  in  skin 
disease;  at  the  same  time  according  to  war 
clerk  J.B.  Jones  a large  supply  was  stored 
in  Richmond. 

Susceptibility  to  disease  in  the  Confed- 
erate soldier  was  enhanced  by  the  twin  evils 
of  poor  food  and  exposure.  The  inadequacy 
of  even  the  official  ration  by  modern  stand- 
ards needs  no  emphasis,  while  in  some  places 
as  in  the  Sharpsburg  campaign  and  the  last 
grim  months  at  Petersburg,  the  army  was 
in  a state  of  virtual  starvation.  Lack  of  suf- 
ficient clothing  and  of  tents,  particularly 
in  winter  campaigning  added  to  the  mens’ 
sufferings.  Flarrowing  instances  of  soldiers 
frozen  to  death  were  seen  in  the  West  Vir- 
ginia theater  of  late  ’61  and  at  the  siege  of 
Fort  Donaldson.  On  the  other  hand  heat- 
stroke caused  casualties  in  the  Seven  Days 
and  the  battles  round  Atlanta  in  1864. 

The  care  of  those  wounded  in  battle  was 
organised  at  an  early  stage.  About  thirty 
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men  of  each  regiment  were  detailed  as  an 
infirmary  corps.  The  squad  wore  special 
insignia — Fremantle  refers  to  the  red  badge 
of  the  corps — and  were  under  the  orders  of 
the  assistant  surgeon.  According  to  Stiles 
the  chaplain  sometimes  voluntarily  assumed 
charge  of  the  litter  corps.  As  far  as  possible, 
they  were  supplied  with  bandages,  splints 
and  stimulants.  Wounded  men  made  their 
way  or  were  taken  to  an  aid  post  or  if  the 
topography  allowed  direct  to  a brigade  or 
divisional  hospital.  Sometimes  collection  of 
wounded  from  between  the  lines  had  to 
await  a truce;  we  remember  also  the  horrors 
of  the  Wilderness  when  many  helpless  men 
of  both  sides  perished  by  fire  when  the  woods 
were  set  alight  by  artillery. 

At  the  field  infirmaries,  marked  by  a 
yellow  flag,  emergency  surgery,  mainly  am- 
putation, was  carried  out.  Many  veterans 
of  both  sides  have  recorded  their  dismal  im- 
pressions: the  groans  of  the  dying,  the  sur- 
geons covered  with  blood  hard  at  work,  the 
piles  of  severed  arms  and  legs  growing  stead- 
ily. Sam  Watkins  creates  the  scene  in  his 
usual  arresting  style: 

"It  was  the  only  field  hospital  that  I saw 
during  the  whole  war,  and  I have  no  desire 
to  see  another.  Those  hollow-eyed  and 
sunken-cheeked  sufferers  shot  in  every  con- 
ceivable part  of  the  body;  some  shrieking 
and  calling  upon  their  mothers;  some  laugh- 
ing the  hard,  cackling  laugh  of  the  sufferer 
without  hope,  and  some  cursing  like  troopers 
and  some  writhing  and  groaning  as  their 
wounds  were  being  bandaged  and  dressed. 
I saw  a man  of  the  27th  who  had  lost  his 
right  hand,  another  his  leg,  then  another 
who  was  laid  open,  and  I could  see  his  brain 
thump,  and  another  with  his  jaw  shot  off, 
in  fact  wounded  in  every  manner  possible.” 

The  great  majority  of  wounds  were  caused 
by  small  arms  fire,  each  side  using  a conical 
bullet  a little  over  half  an  inch  in  diameter. 
Travelling  at  relatively  low  velocity  it  car- 
ried clothing  and  other  material  into  the 


tissues  and  as  the  soft  lead  deformed  easily 
a frightful  exit  wound  resulted. 

The  evacuation  of  wounded  at  best  a try- 
ing business  under  mid- 19th  century  con- 
ditions was  severely  handicapped  by  trans- 
port shortage  by  both  road  and  rail.  The 
official  allowance  of  ambulances  was  four  to 
a regiment — two  each  of  the  four-  and  two- 
wheeled types.  Naturally,  this  was  rarely 
reached — the  two-wheeler  (nicknamed 
'avalanches’  by  the  Federals)  being  very 
unsatisfactory  in  any  case.  Inclement  weath- 
er and  harassing  activities  by  the  enemy 
added  to  the  general  misery  as  during  the 
retreat  from  Gettysburg  related  in  General 
Imboden’s  vivid  account.  He  tells  of  the 
defense  of  Williamsport  before  the  river 
crossing  by  his  small  command,  together 
with  a scratch  formation  of  teamsters  and 
waggoners,  officered  by  wounded  line  offi- 
cers from  the  ambulance  column!  These 
were  men  indeed. 

Having  survived  such  ordeals  and  arrived 
in  hospital  what  standard  of  care  and  treat- 
ment did  the  soldier  receive?  I have  referred 
to  the  establishment  of  hospitals  in  Rich- 
mond and  elsewhere.  Sometimes  converted 
buildings  were  used,  more  often  they  were 
built  as  a number  of  detached  wards  on  the 
"pavilion”  system,  free  ventilation  being 
almost  a shibboleth  of  that  era.  Assistant 
surgeons  were  assigned  to  wards  with  a 
number  of  detailed  men  as  nurses.  These 
last  were  given  no  special  training  and  the 
best  were  haled  off  at  intervals  to  reinforce 
the  fighting  armies.  Many  duties  were  per- 
formed by  convalescents  including  the  fur- 
nishing of  a hospital  guard  for  local  defense. 
Surgeon  Satchwell  in  charge  of  the  Wilson, 
North  Carolina,  hospital  gives  an  ironic  ac- 
count of  his  formation  when  threatened  by 
an  enemy  advance.  "The  citizens  flew  to 
their  trunks  and  wardrobes,  the  militia  flew 
to  the  woods  and  the  'Hospital  Defenders’ 
composed  of  the  halt  and  the  maimed  and 
the  blind,  of  those  who  had  divers  miseries  in 
the  back,  the  bowels  and  the  breast  flew  to 
arms — to  rally  in  defense  of  their  bunks, 
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their  rations  and  all  they  hold  dear  (and 
what  is  there  not  dear  now!)”  Perhaps  in- 
timidated by  this  indomitable  band  the  ene- 
my withdrew. 

Hospital  stewards,  wardmasters  and  a 
variety  of  tradesmen  were  employed,  and 
nursing  was  also  carried  out  by  the  sick 
man’s  own  relatives  especially  with  officers. 
Otherwise  the  only  feminine  influence,  apart 
from  Sisters  of  Charity  in  some  hospitals 
was  through  the  appointment  of  Matrons 
from  the  fall  of  1862.  The  reforms  initiated 
by  Florence  Nightingale  had  not  taken  root 
and  nursing  was  hardly  a respectable  female 
occupation,  and  adopted  only  under  the 
stimulus  of  compassion  and  patriotism.  Paid 
at  the  rate  of  forty  dollars  a month  their 
duties  included,  besides  the  usual  supervision 
of  diet,  linen  and  so  on,  the  dispensation  of 
the  sought-after  whiskey  ration;  aptly 
termed  by  the  classically  minded  Mrs.  Pem- 
ber  the  "Dragonship  of  the  Hesperides”. 

It  is  one  of  the  tragedies  of  the  Civil  War 
that  the  antiseptic  revolution  of  Lister  came 
about  immediately  after  its  conclusion;  he 
treated  the  first  patient  by  this  system  in 
May  1865  and  published  his  work  in  1867. 
Accordingly  during  the  war,  surgeons  oper- 
ated in  ordinary  clothes,  using  unsterile  in- 
struments and  dressings.  The  majority  of 
wounds  necessarily  became  infected  and 
this  was  regarded  as  inevitable.  The  creamy 
"laudable  pus”  indicating  localisation  was 
hailed  with  gratification  as  showing  a better 
prognosis  than  the  watery  discharge  of 
mixed  infection  tending  to  spread  widely 
within  the  body  and  cause  fatal  septicaemia 
— a too  frequent  result  of  wounds  and  oper- 
ations of  that  era.  Spreading  gangrene  was 
another  common  complication  and  was 
treated  by  the  application  of  bromine  or 
concentrated  acid — a heroic  mode  of  treat- 
ment feelingly  described  by  William  Fletch- 
er, one  of  its  victims.  Tetanus  seems  sur- 
prisingly rare,  perhaps  because  most  of  the 
fighting  was  on  uncultivated  land. 

The  usual  anaesthetic  was  chloroform  and 
although  we  now  look  on  it  as  an  agent  to 


be  used  with  caution  deaths  ascribable  to  its 
use  were  remarkably  few. 

In  hospital  as  in  the  field  the  principal 
operation  was  amputation  but  the  mortality 
of  such  secondary  interventions  was  very 
large,  e.g.,  71%  in  mid-thigh  cases.  In 
wounds  involving  joints,  resection  was  at- 
tempted in  order  to  save  the  limb  with  some 
success  especially  in  the  upper  extremity. 

For  instance  Surgeon  Wailes  carried  out  such 
a procedure  in  the  field  in  a case  of  gunshot 
wound  of  the  shoulder,  using  improvised 
instruments  with  a satisfactory  result.  A 
Richmond  surgeon,  James  Bolton  of  How- 
ards Grove  Hospital,  invented  an  ingenious 
form  of  bone  fixation  in  fractures  by  which 
holes  were  drilled  on  each  side,  and  pins 
passed  through  were  connected  together  by 
a rod  parallel  to  the  limb  so  preserving 
length  and  alignment;  an  anticipation  of 
Roger  Anderson  "well-leg”  traction. 

Head  wounds  caused  a high  mortality  as 
did  wounds  of  the  chest,  though  some 
Southern  surgeons,  following  the  lead  of 
Benjamin  Howard  of  the  Union  Army  j 
practised  the  modern  method  of  occlusive  ; 
dressing.  As  a thoracic  surgeon  I am  tempted 
to  dilate  at  length  on  chest  injuries  but  will 
confine  myself  to  two  case  reports,  culled 
from  the  "Medical  and  Surgical  History” 
and  described  in  rotund  nineteenth  century  | 
prose: 

Mr.  R.D.Q.  aged  22  of  'scrofulous  tem- 
perament’ was  leaning  on  his  gun  when 
it  exploded,  tearing  a hole  in  the  chest 
of  some  3 to  4 inches  diameter  carrying 
in  with  the  shot  the  whole  of  a heavy 
English  gold  lever  watch. 

After  describing  immediate  treatment, 
the  report  continues: 

...  in  a fortnight  sufficient  adhesions  were 
established  to  permit  exposure  of  the 
wound  and  to  remove  the  metal  face  of 
the  watch  from  about  six  inches  deep  at 
the  bottom  of  the  wound.  The  heart  and 
aorta  were  exposed  to  the  view  and  touch. 
Suppuration  was  enormous,  haemorrhages  hf 
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frequent.  Sustained  by  every  article  of 
food  calculated  to  satisfy  an  inordinate 
appetite  the  patient’s  recovery  was  slow. 

A broncho-pleural  fistula  then  formed  for 
we  read:  .... 

fragments  of  watch  ....  continued  for 
some  time  to  be  expectorated.  Mr.  Q. 
possesses  now  every  part  of  the  watch  ex- 
cept the  hands,  a considerable  portion  of 
small  works  having  been  expectorated. 

Whether  the  watch  was  reconstructed  with 
a new  pair  of  hands  is  not  recorded. 

The  second  case  concerns  Major  Rober- 
deau  Wheat  of  the  Louisiana  Tigers  who 
was  wounded  at  First  Manassas  by  a ball 
which  entered  one  axilla  and  emerged  from 
the  other  traversing  the  chest: 

Soon  haemorrhage  caused  great  oppression 
and  finally  fainting.  When  he  partially 
recovered  his  consciousness  he  found  him- 
self surrounded  by  his  men,  who  believing 
him  dead,  had  stripped  his  body  of  every 
vestige  of  rank  so  as  to  prevent  recogni- 
tion by  the  enemy.  One  of  the  men  (a 
powerful  sergeant)  determined  to  save 
the  body  from  indignities  had  seized  the 
Major’s  arms  at  the  wrists  and  with  the 
assistance  of  a comrade  had  slung  the  body 
over  his  back,  drawing  the  arms  of  the 
supposed  dead  man  over  each  shoulder 
and  in  this  position  started  off  from  the 
battlefield.  Major  Wheat  was  himself  a 
powerful  man  and  his  weight,  in  addition 
to  his  chest  being  forcibly  drawn  against 
the  broad  back  of  the  sergeant  so  in- 
creased the  pressure  on  his  lungs  as  nearly 
to  extinguish  the  flickering  spark  of  re- 
maining life,  when  he  suddenly  felt  a 
gush  of  blood  and  air  from  both  arm-pits 
followed  by  such  immediate  relief  that 
he  found  his  breath  returning,  and  when 
he  reached  the  ambulance  wagon  he  could 
stand  up.  Arriving  at  the  hospital,  he 
could  walk  with  assistance. 

Obviously  the  Major  had  sustained  a bilateral 
haemopneumothorax  with  gross  interference 


with  respiration.  When  the  contained  blood 
and  air  were  expelled  by  the  involuntary 
treatment  adopted,  normal  expansion  of  the 
lungs  was  possible.  It  is  sad  to  record  that 
this  gallant  officer  was  killed  the  following 
year  at  Gaines  Mill,  only  surviving  to  ex- 
claim, "Bury  me  on  the  field,  boys.” 

Penetrating  abdominal  wounds  with  per- 
foration of  a hollow  viscus  were  almost 
invariably  fatal,  though  some  surgeons  rec- 
ognised the  need  for  exploration  and  repair 
of  the  injured  organs.  Dr.  Kinloch  of  South 
Carolina  (in  the  "History”)  describes  a 
remarkable  case  of  end  to  end  anastomosis 
of  bowel  following  a gunshot  wound;  his 
operative  description  has  quite  a modern 
ring.  Generally,  however,  reliance  was  placed 
on  rest  and  large  doses  of  opium  in  abdom- 
inal wounds  and  this  conservative  manage- 
ment persisted  until  the  end  of  the  century. 
Colonel  Snowden  Andrews  of  Jackson’s  ar- 
tillery sustained  a dreadful  wound  before 
Second  Manassas,  a shell  fragment  carrying 
away  part  of  his  abdominal  wall  with  mas- 
sive prolapse  of  viscera.  Miraculously  peri- 
tonitis did  not  develop  and  though  he  had 
to  wear  a silver  shield  for  the  rest  of  his  life 
he  recovered  to  be  wounded  again  in  the 
Gettysburg  campaign,  finally  living  into  the 
twentieth  century  as  a respected  Baltimore 
attorney.  In  the  same  battle  the  gallant  Phil 
Kearney  was  not  so  fortunate.  He  blundered 
into  the  Confederate  line  and  scorning  to 
surrender  galloped  off  lying  prone  on  his 
horse’s  neck,  but  was  brought  down.  "No 
trace  of  wound  was  found,  the  bullet  hav- 
ing entered  the  fundament.”  (Poague).  Al- 
bert Sidney  Johnston’s  fatal  wound  at  Shiloh 
was  caused  by  a ball  injuring  the  femoral 
artery.  He  continued  to  direct  the  battle 
then  fell  dead  from  blood  loss.  Had  his 
surgeon  Dr.  Yandell  been  present  his  life 
might  have  been  saved,  but  Johnston  had 
chivalrously  ordered  him  to  establish  a hos- 
pital for  wounded  Federals. 

The  usual  dressing  for  wounds  was  cotton 
lint  dipped  into  cold  water.  An  attempt 
was  usually  made  to  extract  the  bullet  and 
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any  clothing  or  foreign  material  forced  into 
the  wound.  A contemporary  article  re- 
minded the  surgeon  that  a ball  may  pouch 
the  clothing  and  be  removed  when  the  pa- 
tient is  undressed. 

"In  one  instance  an  officer  endured  the 
rough  poking  patiently  for  a considerable 
time.  Enquiring  'What  are  you  doing’  he 
met  the  reply,  'Searching  for  the  bullet’  with 
the  ejaculation  'I  wish  you  had  said  so  earlier 
because  you  will  find  it  in  my  waistcoat 
pocket!’  ” 

The  establishment  of  the  blockade  be- 
coming gradually  but  remorselessly  more 
effective  caused  the  government  embarrass- 
ment with  medical  supplies  as  with  other 
necessities  of  war.  The  main  source  of  sup- 
ply none  the  less  was  from  abroad  and  par- 
ticularly from  England.  Major  Huse  alone 
shipped  £13,000  worth  of  medical  supplies 
in  the  first  two  years  and  £30,000  of  the 
famous  (or  infamous)  Erlanger  loan  was 
earmarked  for  the  Medical  Department. 
Examination  of  cargo  manifests  at  Nassau 
and  Bermuda  show  a wide  variety  of  drugs 
and  instruments  in  blockade-runners  mer- 
chandise: one  such  vessel  was  the  historic 
schooner  "America”  nine  years  after  her 
triumph  over  the  British  at  Cowes. 

A second  source  was  trade  with  the  Fed- 
eral of  medicine  in  exchange  for  cotton. 
This  system,  extended  to  include  many  other 
supplies,  centered  in  New  Orleans  and  Mem- 
phis and  was  under  the  charge  of  Surgeon 
Richard  Potts:  lack  of  co-ordination  be- 
tween the  different  bureaux  hampered  his 
activities.  A goodly  contribution  came  from 
capture,  and  as  medicines  were  declared 
contraband,  frank  smuggling  was  of  course 
also  employed.  No  account  of  the  subject 
fails  to  mention  the  part  played  by  women 
sympathisers,  utilising  the  hoop  skirts  and 
multitudinous  petticoats  of  the  time  to  carry 
consignments  of  drugs  across  the  lines;  and 
on  one  occasion  a coffin  filled  with  drugs 
was  borne  in  solemn  procession  past  the  rev- 
erent Federals  on  the  way  to  Van  Dorn’s 
army.  It  is  interesting  to  note  that  when 


Dr.  Gardner  of  New  York  rose  at  the  1863 
meeting  of  the  American  Medical  Associa- 
tion in  Chicago  to  propose  removal  of  medi- 
cines from  the  contraband  list,  he  was  hissed 
from  the  hall. 

The  natural  resources  of  the  Southern 
States  were  levied  for  drug  manufacture  and 
the  processing  of  indigenous  remedies.  Pro- 
fessor Porcher  published  a book  with  the 
polyonymous  title  "Resources  of  the  South- 
ern Fields  and  Forests,  Medical  Economical 
and  Agricultural,  being  also  a Medical 
Botany  of  the  Southern  States  with  prac- 
tical information  on  the  useful  properties 
of  the  Trees,  Plants  and  Shrubs.”  In  addi- 
tion to  growing  medicinal  plants  the  stay- 
at-home  population  (of  course  almost  en- 
tirely womenfolk)  were  exhorted  also  to 
collect  their  urine  for  its  niter  content,  used 
in  gunpowder  manufacture;  a request  which 
inspired  the  composition  of  a number  of 
robust  ballads  and  their  circulation  in  the 
Confederate  Army. 

The  evidence  concerning  alleged  shortage 
of  medical  supplies  is  conflicting.  A report 
of  the  Surgeon-General  dated  as  late  as  Feb- 
ruary 1865  declares  the  position  to  be  satis- 
factory though  importation  was  by  then 
negligible.  It  seems  that  the  provision  of 
such  essential  drugs  as  morphine  and  chloro- 
form was  adequate.  Instruments  and  text- 
books were  definitely  scarce;  an  attempt  to 
meet  the  latter  need  resulted  in  the  publica- 
tion in  1861  of  a manual  of  military  surgery 
by  J.  D.  Chisolm  of  Charleston,  drawing  on 
his  experience  after  the  Italian  campaign  of 
18  59.  Most  Southern  medical  journals  per- 
ished at  the  beginning  of  the  war,  but  in 
1864,  the  "Confederate  States  Medical  and 
Surgical  Journal”  was  launched,  inspired  by 
Dr.  Moore.  Fourteen  numbers  were  issued 
until  March  1865,  and  copies  are  now  ex- 
ceedingly rare. 

To  end  this  somewhat  discursive  survey 
the  relationship  of  medical  officers  with  the 
executive  branch  and  with  the  enemy 
(terms  almost  synonymous)  may  be  briefly 
discussed.  Many  Medical  Directors  deplored 
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the  tendency  of  commanding  officers  to 
delay  in  the  communication  of  plans  to 
them  so  making  improvisation  of  arrange- 
ments for  the  care  of  sick  and  wounded 
men  more  difficult.  Jackson  was  the  arch- 
offender in  this  regard,  but  Lafayette  Guild, 
Lee’s  medical  head  also  complained  that 
"everything  is  done  hurriedly  and  myste- 
riously”— a tribute  perhaps  to  his  chief  abil- 
ity to  hoodwink  his  own  antagonists.  Others 
considered  that  the  status  of  the  medical 
officer  suffered  in  comparison  with  the  ex- 
ecutive soldier.  This  was  felt  also  on  the 
Union  side — listen  to  Medical  Director 
Hewitt  of  the  Army  of  the  Ohio.  "If  the 
purely  military  portion  of  the  service 
chooses  the  standard  of  the  middle  ages, 
when  barbers,  farriers  and  sow  gelders  as  a 
rule  constituted  the  medical  staffs  of  armies, 
they  ought  not  to  complain  when  they  have 
the  misfortune  to  fall  into  the  hands  of 
medical  officers  of  a quality  and  character 
little  superior  to  the  leeches  of  the  days  of 
Pepin,  Clovis  and  Charlemagne.” 

A convention  for  exchange  of  surgeons 
was  entered  by  General  Lee  and  General 
McClellan  in  June  1862  and  the  arrange- 
ment worked  fairly  well  throughout  the 
war.  A hiatus  developed  in  late  ’63  over  a 

(dispute  concerning  a Union  surgeon  alleged 
to  have  committed  a murder  and  (perhaps 
worse)  stolen  a horse.  On  his  exchange  be- 
ing refused  the  whole  system  was  inter- 
rupted. His  escape  helped  to  resolve  the 
problem  and  115  Confederate  surgeons  were 
exchanged  on  the  resumption  of  the  cartel. 
Treatment  of  enemy  wounded  was  in  accord 
with  civilized  practice  though  Confederate 
material  shortages  often  made  an  equal 
standard  impossible.  The  same  observation 
applies  to  sick  prisoners,  even  the  Anderson- 
ville  prison  hospital  was  administered  as 
efficiently  as  conditions  allowed  and  the  re- 
sponsibility for  the  atrocious  conditions 
there  was  that  of  other  departments.  On 
balance  the  proportion  of  deaths  was  some- 
what higher  in  Northern  prisons  throughout 
the  war. 


It  is  not  possible  to  pick  out  individual 
surgeons  for  extended  appreciation  or  to 
discuss  civil  medicine  in  the  Confederacy 
(worthy  of  research)  or  the  naval  medical 
service.  On  the  latter  subject,  however,  a 
tribute  must  be  paid  to  my  compatriot  Sur- 
geon David  Llewellyn  of  the  C.S.S.  Alabama 
who  lost  his  life  in  the  battle  off  Cherbourg. 
"It  was  his  privilege  to  accompany  the 
wounded  men,  in  the  boats,  to  the  'Kear- 
sarge’  but  he  did  not  do  so.”  There  is  a tablet 
to  his  memory  in  the  hall  of  Charing  Cross 
Medical  School  in  London,  and  another  in 
Easton  Church  Wiltshire  of  which  his  father 
was  Rector. 

But  in  the  end  we  must  return  to  the 
anonymous,  unsung  and  perhaps  unhonored 
medical  officer  of  the  Confederate  States 
Army.  Sharing  with  his  comrades  the  ad- 
verse factors  of  numbers  and  material  ranged 
against  him,  he  had  to  display  resource  and 
initiative.  In  the  oft-quoted  words  of  Hun- 
ter McGuire — "The  pliant  bark  of  a tree 
made  for  him  a good  tourniquet;  the  juice 
of  the  green  persimmon  a styptic;  a knitting 
needle  with  its  point  sharply  bent  a tena- 
culum; and  a penknife  in  his  hand  a scalpel. 
I have  seen  him  break  off  one  prong  of  a 
common  table  fork,  bend  the  point  of  the 
prong  and  with  it  elevate  the  bone  of  a de- 
pressed fracture  of  the  skull  and  save  life.” 

In  more  prosaic  language  praise  was  also 
bestowed  by  the  President  when  he  says: — 

"It  would  be  quite  beyond  my  power  to 
do  justice  to  the  skill  and  knowledge  with 
which  the  Medical  Corps  performed  their 
arduous  task,  and  I regret  that  I have  no 
report  from  the  Surgeon-General  which 
would  enable  me  to  do  justice  to  the  officers 
of  this  corps  as  well  in  regard  to  their  hu- 
manity as  to  their  professional  skill.” 

Chapter  38  of  the  book  of  Ecclesiasticus 
in  the  Apocrypha  commences:  — 

"Honour  a physician  with  the  honour 
due  unto  him.”  But  in  relation  to  the  med- 
ical officers  of  both  sides  I would  prefer  to 
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end  with  a passage  from  Chapter  44  of  the 
same  Book: — 

"There  be  of  them,  that  have  left  a name 
behind  them,  that  their  praises  might  be 
reported. 

"And  some  there  be  which  have  no  me- 
morial; which  are  perished  as  though  they 
had  never  been;  and  are  become  as  though 
they  had  never  been  born,  and  their  children 
after  them.  But  these  were  merciful  men; 

whose  righteousness  hath  not  been  forgot- 

)> 

ten. 

I wish  to  thank  Dr.  Frank  S.  Johns  and  Dr.  Harry 
J.  Warthen,  both  of  Richmond,  for  stimulating  my 
interest  in  Confederate  medicine  during  my  visits 
to  that  city. 

Bibliography 

Dwight,  Henry  O.:  Harper’s  Magazine,  October 
1864. 

Porcher,  Francis  P.:  Confederate  Veteran  XXXIII 
407.  1925. 

Pember,  Phoebe:  A Southern  Woman’s  Story.  New 
York,  1879. 


Jones,  Joseph:  Southern  Historical  Society  Papers 
XX.  115.  1892. 

Stiles,  Robert:  Four  Years  under  Marse  Robert.  New 
York,  1903. 

Terrell,  John  J.:  Confederate  Veteran  XXXIX.  457. 
1931. 

Welch,  Spencer  G.:  A Confederate  Surgeon’s  Letters 
to  His  Wife.  Marietta,  19  54. 

Fremantle,  James  (Col.) : Three  Months  in  the  South- 
ern States.  London,  1864. 

Watkins,  Sam.  R.:  Co.  Aytch.  (1st  Tennessee).  Jack- 
son,  Tenn.  1952. 

Imboden,  Gen.  John  D.:  Battles  and  Leaders  of  the 
Civil  War.  II,  420. 

Fletcher,  W.  A.:  Rebel  Private  Front  and  Rear.  Aus- 
tin, Texas,  19  54. 

Wailes,  J.:  Confederate  Veteran.  XXV,  107,  1917. 

U.S.  Surgeon-General:  Medical  and  Surgical  History 
of  the  War  of  the  Rebellion.  Vol.  2.  Part  1. 
(Surgical)  pgs.  597,  598,  626.  1879. 

Poague,  Wm.  T.:  Gunner  with  Stonewall.  Jackson, 
Tenn.  1957. 

McGuire,  H.  H.:  Southern  Historical  Society  Papers. 
XVII,  7,  1 8 89. 


1 1 Carmarthen  Avenue 
Cosham,  Portsmouth,  England 


Let’s  Reminisce! 

Messrs.  Lee  £5  Shepards  "All  Around  the  Year  1893  Calendar,” 

Prepared  in  colors  by  Mrs.  J.  Pauline  Sunter,  is  a gem  for  the  parlor, 
etc.  It  represents  quaint  little  lads  and  lassies  for  each  month,  in  charm- 
ing attitudes,  while  the  lines  on  the  cards  combine  to  form  a pleasing  love 
story.  This  calendar  for  1893  is  printed  on  separate  heavy  card-boards 
454  x 5 /z  inches  for  each  month,  with  gilt  edges,  chain,  tassels  and  rings. 
Boxed.  Price,  5 0 cents.  Address  Publishers,  * * * * * for  this  artistic 
calendar,  suitable  for  Christmas  or  New  Year’s  gift  to  wife,  sweetheart 
or  friend.  (Virginia  Medical  Monthly,  December  1892 ) 


544 


Virginia  Medical  Monthly 


The  Case  of  Psychiatry  and  Medicine 

A Brief  of  Divorcement 


It  is  hoped  that  the  day  will  never 
come  when  psychiatry  is  taken 
over  by  non-medical  “ practition- 
ers’\ 


FEW  YEARS  AGO,  Stefan  Zweig 
wrote  a book  which  he  called  "Mental 
Healers”.  Portrayed  in  this  volume  were 
Sigmund  Freud,  Mary  Baker  Eddy,  and 
Mesmer.  Of  these  three  people,  two,  Mes- 
mer  and  Freud,  were  graduates  of  medicine 
from  Vienna.  Mary  Baker  Eddy,  of  Bos- 
ton, took  over  from  Phineas  Parkhurst 
Quimby  the  essence  of  Christian  Science, 
and  elaborated  and  exploited  it.  Since  the 
time  of  Mary  Baker  Eddy,  many  more  di- 
verse and  non-medical  mental  healers  have 
appeared  in  our  culture.  Their  number  is 
legion.  The  extent  of  this  is  such  that  it  is 
doubtful  that  the  M.D.  degree  will  be  a 
necessary  qualification  for  those  who  handle 
psychiatric  problems  in  the  future  with  the 
possible  exception  of  forensic  psychiatrists, 
professors  in  universities  and  research  estab- 
lishments, and  child  psychiatrists.  It  may 
well  be  that  these  latter  categories  will  be 
the  only  ones  who  will  have  the  M.D.  degree. 

The  inroads  of  clinical  psychologists, 
psychiatric  social  workers,  sociologists,  an- 
thropologists, and  other  disciplines  have 
largely  taken  over  functions  formerly  the 
province  of  the  psychiatrists.  Phenomenol- 
ogy, nosology,  pathology  and  psychopathol- 
ogy, disciplines  with  which  the  psychiatrist 
approached  the  solution  of  his  problems, 


PERCY  G.  HAMLIN,  M.D. 
Charlottesville,  Virginia 

have  been  largely  relegated  to  an  obscure 
background.  At  this  time  it  is  unfashionable 
to  concentrate  on  the  individual.  The  study 
of  the  environment  is  paramount.  The 
individual’s  life  history  and  that  of  his  an- 
cestors is  now  considered  relatively  unim- 
portant. It  is  the  here  and  now  only. 

Two  thousand  years  ago,  Aristotle  asked 
how  the  mind  was  attached  to  the  body. 
This  question  still  puzzles  us.  In  Macbeth, 
Shakespeare  asked  again.  Macbeth  (Act  V 
Scene  III)  asked  the  doctor  attending  Lady 
Macbeth,  "canst  thou  not  minister  to  a 
mind  diseased;  pluck  from  the  memory  a 
rooted  sorrow,  raze  out  the  written  troubles 
of  the  brain?  . . .” 

That  the  brain  is  the  organ  of  the  mind 
we  have  to  accept  as  a fact.  Mind  is  always 
an  inference  from  behavior,  and  that  is 
sometimes  difficult  to  interpret.  Wilder  Pen- 
field  found  that  on  certain  points  of  the 
brain’s  surface,  an  electric  current  will  call 
up  to  the  individual  a familiar  scene,  not 
always  the  same  scene.  It  would  appear  that 
though  there  is  matter  that  exists  apart  from 
mind,  we  do  not  know  of  mind  that  exists 
apart  from  matter.  That  is  if  we  accept  as 
a definition  of  mind,  thoughts,  memory, 
feelings,  reasoning  and  so  on.  It  is  difficult 
to  bring  these  into  the  class  of  physical 
things. 

When  this  writer  worked  in  one  of  the 
large  mental  hospitals  on  the  West  Coast,  a 
well-trained  and  intelligent  clinical  psychol- 
ogist, a Ph.D.,  on  the  staff  spoke  somewhat 
contemptuously  of  one  of  our  better  psychi- 
atric journals  because  its  title  carried  the 
words  "diseases  of  the  nervous  system”. 
This,  of  course,  indicated  that  he  regarded 
unequivocally  schizophrenia,  affective  de- 
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pressions,  personality  deviations  and  all  of 
our  standard  classifications  not  as  diseases  at 
all  but  as  distortions  and  elaborations  of  the 
unconscious.  His  orientation  and  that  of 
almost  all  of  his  colleagues  was  altogether 
Freudian. 

Somatic  medicine,  that  of  the  clinical  lab- 
oratory, the  x-ray  laboratory,  isotope  scan- 
ning is  objective  and  relatively  simple  com- 
pared to  the  two-and-seventy  jarring  Sects 
that  plague  present-day  psychiatric  litera- 
ture. 

Psychiatrists  (originally  called  alienists) 
came  out  of  the  mental  hospitals.  Mental 
hospitals  were  headed  by  medical  doctors. 
These  medical  men  were  the  original  psy- 
chiatrists. Psychiatry  has  now  moved  to  the 
community.  The  preponderance  of  the 
interest  seems  to  be  in  the  so-called  commu- 
nity psychiatry.  Various  types  of  disorders 
are  seen  and  treated  by  non-medical  person- 
nel. A great  many  people  thus  treated  never 
see  a psychiatrist  who  is  a medical  man  un- 
less or  until  some  legal  complication  devel- 
ops. The  patients  themselves  are  saturated 
with  Freudian  or  neo-Freudian  theory. 
Jung,  Adler,  and  other  giants  are  given  only 
grudging  mention  or  no  mention  at  all. 

Sir  Dennis  Hill,  of  the  Maudsley-Univer- 
sity  of  London  Hospital,  in  a recent  article 
cited  in  Roche’s  Frontiers  of  Clinical  Psy- 
chiatry, November  16,  1969,  wrote  of 

changes  in  British  psychiatric  education.  His 
quoted  words  highlighted  the  schism  be- 
tween the  conventional  medicd  and  psy- 
chiatric viewpoints,  ".  . . it  should  not  be 
necessary  for  the  psychiatrist  of  the  future 
to  win  acceptance  from  medical  colleagues 
or  to  maintain  his  own  self-esteem  by  the 
fact  that  he  possesses  the  diplomas  they  do 
together  with  his  own  in  addition.”  Further 
quoting  from  the  same  source,  "Recent  rec- 
ommendations of  the  Royal  Commission  on 
Medical  Education  for  the  postgraduate 
education  leading  to  membership  in  profes- 
sional bodies  and  based  on  'recognition  that 
the  successful  candidate  had  taken  general 
vocational  training  for  his  career’,  will  make 


membership  in  the  College  of  Physicians,  as 
at  present,  unsuitable  for  psychiatrists.  For 
the  latter  to  take  three  years  of  professional 
training  for  medicine  itself  before  entering 
psychiatry  is  an  unnecessary  requirement...” 

This  appears  to  me  to  indicate  unequiv- 
ocally the  widened  gap  between  psychiatry 
as  it  is  now  constituted  and  is  apparently 
projected,  and  other  medical  men.  It  is  true 
that  this  is  an  analysis  of  the  British  situa- 
tion but  British  and  American  psychiatry 
are  and  have  been  a hair’s-breadth  away 
from  each  other.  It  would  seem  to  follow 
that  if  psychiatry  and  medicine  have  not 
already  separated,  they  are  but  a short  way 
from  a legal  divorce. 

Dr.  Lederer,  M.D.,  then  head  of  the  De- 
partment of  Psychiatry  at  the  Medical  Col- 
lege of  Virginia,  Richmond,  in  that  school’s 
Quarterly  (Vol.  4,  No.  4,  1968,  Page  182 
et  seq)  has  this  to  say,  "not  many  years  ago 
it  would  have  been  easy  to  define  psychiatry 
as  the  medical  discipline  concerned  with  the 
diagnosis  and  treatment  of  the  mentally  ill. 
In  the  past  decade  almost  every  part  of  this 
definition  has  been  challenged  and  by  some 
totally  rejected.  There  is  the  extreme  posi- 
tion taken  by  Dr.  Thomas  Szasz  who  rejects 
the  very  notion  of  mental  illness.  Less  un- 
usual objections  either  question  our  system 
of  diagnosis  or  look  coldly  on  our  treatment 
procedures.” 

What  about  the  grey  area,  the  point 
where  the  brook  and  river  meet?  Who  is 
to  be  responsible  for  diagnosis  and  treatment 
in  the  conditions  which  have  physical  or 
heredogenetic  elements  and  psychotic,  neu- 
rotic or  other  psychic  components  as  well 
as  the  acknowledged  physical  ones  inter- 
locking the  one  with  the  other.  Who  takes 
care  of  epilepsy  and  its  variants,  psychic 
changes  in  brain  tumor,  Korsakov’s,  Hun- 
tington’s Chorea,  arteriosclerotic  vascular 
brain  pathological  changes,  general  paraly- 
sis, etc.?  Will  an  M.D.  function  in  these 
areas?  Or  are  they  to  be  entrusted  to  one 
of  the  many  sects  among  the  new  mental 
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healers?  We  will  have  to  hold  our  collective 
breath  until  this  is  to  be  decided. 

A few  years  ago  at  a medical  meeting  in 
San  Francisco,  I heard  McDonald  Critchley 
relate  a story  of  Dr.  Huntington  after 
whom  Huntington’s  Chorea  is  named.  Dr. 
Huntington’s  father  was  a physician  who 
practiced  in  and  around  Huntington,  Long 
Island,  N.Y.  Dr.  George  Huntington,  when 
a lad,  used  to  accompany  his  father  in  the 
buggy  to  make  the  rounds.  There  was  a 
colony  of  people  in  the  neighborhood  with 
hereditary  chorea,  all  said  to  have  been 
traced  from  ancestors  from  a single  county 
in  England.  Dr.  George  Huntington  noted 
these  people  going  along  the  road  with 
writhing  contortioned  movements  of  the 
thorax  and  upper  extremities.  He  also  ap- 
parently noted  that  many  had  deep  emo- 
tional depression.  There  was  a belief  firmly 
rooted  in  the  community  that  they  were 
all  descended  from  the  soldiers  who  mocked 
the  sufferings  of  Christ  on  the  Cross.  Hence, 
the  depression.  Is  the  recognition  and  han- 
dling of  this  not  the  province  of  the  physi- 
cian? Are  we  to  discard  completely  the 
psychological  insights  that  medicine,  M.D.’s, 
gave  to  mental  phenomena?  I refer  to  Eng- 
lish-speaking psychiatrists.  Russian  psychi- 
atry is  largely  based  on  Pavlov’s  theories. 
Those  who  read  Griesinger  in  the  excellent 
English  translation  of  the  New  Sydenham 
Society,  London  1867,  can  answer  this  for 
themselves.  If  they  do  not  care  to  go  into 
it  that  deeply,  they  can  take  Gregory  Zil- 
boorg’s  word  (History  of  Medical  Psychol- 
ogy, Norton  1941)  for  it. 

A few  years  ago  when  I was  on  the  psy- 
chiatric panel  of  the  criminal  division  of  the 
Los  Angeles  County  Superior  Court,  I at- 
tended a Medical-Legal  Symposium  held  by 
the  department  of  one  of  our  universities 
in  Chicago.  This  well  organized  and  well 
administered  gathering  brought  together 
leading  teachers  from  the  medical,  including 
psychiatrists,  and  legal  professions  from  all 
over  the  United  States.  One  speaker,  a 
virile  Texas  surgeon,  in  his  own  modestly 
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charming  way,  gave  forth  the  following 
subtle  barb.  "The  surgeon  knows  a lot  and 
does  a lot;  the  internist  knows  a lot  and 
does  something,  but  the  psychiatrist  doesn’t 
know  anything  and  doesn’t  do  anything.” 

Present  day  American  psychiatrists  and 
their  entourage  have  left  the  hospitals  and 
taken  positions  in  the  community.  General 
medicine  more  and  more  gravitates  from  the 
home  to  the  clinic  and  hospital.  Sir  William 
Osier  is  reputed  to  have  remarked,  "To 
practice  medicine  without  books  is  to  sail 
an  uncharted  sea.  To  practice  medicine 
without  a hospital  is  not  to  go  to  sea  at  all.” 

Existential  Psychiatry  (ontoanalysis) , 
which  now  occupies  a considerable  segment 
of  the  mental  health  scene,  "has  openly  re- 
jected the  suggestion  of  compromise  with 
classical  medicine,  made  not  only  by  its  col- 
leagues but  also  by  Freud.”  (Lederer)  It  is 
difficult  to  see  how  Karl  Jasper  can  be  con- 
sidered closely  related  to  this  group  when 
we  become  acquainted  with  the  wisdom  and 
medical  knowledge  and  psychiatric  insight 
of  his  General  Psychopathology.  This  valu- 
able book  is  now  available  in  English  trans- 
lation (1963)  from  the  University  of  Chi- 
cago Press. 

We  can  hope  that  if  and  when  the  di- 
vorce of  American  Psychiatry  from  medi- 
cine is  consummated  that  then  amidst  the 
knowledge  found  in  the  two-and-twenty 
jarring  Sects  that  medicine  will  make  a sec- 
ond marriage  in  her  house  (Omar  Khayam) 
and  wed  university  and  research  M.D.s 
equipped  for  teaching  legitimate  psychiatry 
to  medical  students,  graduate  and  under- 
graduate, and  also  to  forensic  and  child  psy- 
chiatrists and  to  such  others  who  do  not 
reject  the  medical  model. 

Bibliography 

1.  Existential  Psychiatry — Vol.  1,  No.  1,  1966. 

2.  Garrison,  History  of  Medicine,  W.  B.  Saunders, 

Philadelphia. 

3.  Griesinger,  W.,  M.D.:  Mental  Pathology  and 

Therapeutics  (English  Translation)  New  Sy- 
denham Society,  London  1867. 

4.  Jasper,  Karl:  General  Psychopathology.  English 


547 


Translation,  University  of  Chicago  Press, 
1963. 

5.  Lederer,  Henry  D.,  M.D.:  Present  Day  Psychia- 

try. Medical  College  of  Virginia  Quarterly, 
4:  4,  1968. 

6.  Physical  Basis  of  Mind,  Oxford,  New  York, 

Macmillan,  1950. 


7.  Pavlov,  Ivan  P.:  Experimental  Psychology  and 

Other  Essays.  Philosophical  Library,  New 
York,  19  57  (English  Translation). 

8.  Wahl,  Jean:  Philosophical  Library,  New  York, 

1949.  (“A  Short  History  of  Existentialism”) 
614  Rugby  Road 
Charlottesville,  Virginia  22903 


The  AM  A — Why? 


There  are  some  physicians  who  raise  the 
question  posed  as  the  title  of  this  short  ar- 
ticle. There  is  only  one  answer  and  that  is 
a question — Do  the  physicians  of  the  United 
States  want  a major  national  professional 
association  or  not?  If  the  answer  is  no  there 
are  other  decisions  to  be  made.  If  it  is  not 
worth  $9.16  a month  to  have  the  A.M.A. 
doing  what  it  has  done  to  preserve  medicine 
as  a profession,  who  do  they  want  to  do  these 
things?  Who  would  they  like  to  see  represent 
physicians  in  the  accreditation  of  medical 
schools,  in  post-graduate  education,  and 
continuing  education?  To  whom  should  the 
responsibility  be  given  to  develop  and  hold 
and  arbitrate  medical  ethics?  Who  is  to 
represent  the  interests  of  the  physicians  in 
the  accreditation  of  hospitals  and  in  the  es- 
tablishment of  essentials  for  training  allied 
health  personnel?  Who  will  support  more 
money  for  medical  schools  and  students  both 
in  and  out  of  Congress?  Who  will  conduct 
meetings  and  offer  leadership  in  such  areas 
as  occupational  health,  the  cost  of  health 
care,  the  fight  against  pollution,  as  well  as 


the  creation  of  professionally  conducted 
systems  of  peer  review  and  utilization  sys- 
tems? Who  will  speak  for  medicine  in  sup- 
porting regional  medical  programs,  compre- 
hensive health  planning,  Hill-Burton,  fam- 
ily planning,  migrant  workers  health  pro- 
grams? Who  will  speak  for  medicine  in 
dealing  with  Congress  in  attempting  to  find 
a way  of  preserving  freedom  of  the  physi- 
cians just  as  well  as  freedom  of  the  patients? 
No  small  self-oriented  group  can  do  it.  If, 
however,  as  Michaelson  writes  "the  A.M.A. 
can  be  discredited  and  destroyed”  the  main 
strong  bulwark  to  the  freedom  of  medicine 
will  disappear  forever.  The  A.M.A.  is  not 
a building — it  is  the  individual  physician  in 
his  own  setting  with  his  financial  support 
by  his  dues  and  his  desires  being  reflected 
through  his  local  Society  to  his  Delegates 
and  hence  onto  the  national  scene  through 
the  A.M.A. 

C.  Willard  Camalier,  Jr.,  M.D. 

Delegate  to  the  A.M.A. 

(Reprinted  from  The  Medical  Society  of 
D.C.  News) 
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Cardiac  Pacemakers  in  the  Community  Hospital 

Ten  Years'  Experience  with  97  Patients 


The  transvenous  cardiac  pace- 
maker has  become  indispensable. 
The  demand  type  is  popular  for 
routine  use. 


ARDIAC  PACEMAKERS  have  re- 
duced the  one  year  mortality  of  medi- 
cally managed  acquired  heart  block  from 
an  estimated  50%  to  12%  and  are  now 
used  almost  routinely  for  Stokes-Adams 
syndrome,  heart  block  with  symptomatic 
bradycardia,  varying  arrythmias  with  un- 
stable pump  efficiency  in  acute  myocardial 
infarction,  and  overdrive.' 

Our  first  transvenous  pacemaker  was  im- 
planted in  1959'  using  a single  endocardiac 
electrode  and  an  indifferent  lead  sutured  to 
the  chest  wall  of  a 74  year  old  man  with 
Stokes-Adams  syndrome.  The  battery  source 
was  the  size  of  a portable  radio  and  carried 
in  a canvas  sling  around  the  patient’s  neck. 
The  patient  responded  well  to  this  crude 
solution  and  except  for  several  emergency 
"soldering”  jobs  survived  for  almost  five 
years  thereafter  without  a threatening 
Stokes-Adams  attack. 

Zoll  in  I960,12  Chardack  in  1961, 2 and 
many  others  have  contributed  greatly  to 
the  technology  and  further  understanding 
of  the  units.  Sowton  in  196710'11  reported 
the  results  of  1,500  patients  treated  by  pace- 
maker implantation.  It  is  estimated  that 
20,000  pacemakers  are  currently  in  use  with 
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5,000  new  pacemakers  being  implanted 
yearly. 

The  community  hospital  with  its  coro- 
nary care  unit  and  trained,  interested  phy- 
sicians now  plays  a leading  role  in  this  field 
and  we  are  presenting  our  experience  and 
education  with  97  patients  having  cardiac 
pacemakers  over  a ten  year  period. 

Selection  of  Pacemaker 

Satisfactory  cardiac  pacing  often  depends 
upon  correct  selection  of  one  of  the  four 
available  types  of  pacemakers.  The  types 
used  are  1.  Asynchronous,  2.  Atrial  syn- 
chronous, 3.  Ventricular  synchronous,  4. 
Demand. 

1.  The  asynchronous  or  fixed  rate  unit 
emits  an  electrical  impulse  at  a fixed  rate 
preset  by  the  manufacturer.  This  was  the 
first  type  of  implantable  pacemaker  devel- 
oped and  substitutes  a cardiac  rate  at  higher 
level  than  the  idioventricular  rate  of  com- 
plete heart  block.  Most  of  these  units  now 
available  have  a rate  and  amplitude  control 
which  can  be  manipulated  by  the  physician. 
Fixed  rate  pacers  are  still  used  in  large  num- 
bers, but  they  may  develop  competition  if 
the  patient  has  a return  of  his  own  conduc- 
tion. With  a fixed  rate  there  is  no  physio- 
logical increase  in  cardiac  rate  with  activity 
or  decrease  with  rest. 

2.  The  atrial  synchronous  pacemaker  picks 
up  the  atrial  depolarization  signal  through 
an  electrode  attached  to  the  atrial  wall. 
After  receiving  this  atrial  signal  it  emits 
an  electrical  stimulus  from  the  pacemaker 
to  the  ventricle — thus  in  effect  synchroniz- 
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ing  the  atrial  and  ventricular  contraction 
as  in  the  normal  physiological  state.  The 
disadvantage  of  this  unit  is  that  thoracotomy 
insertion  is  required  rather  than  the  more 
simple  and  less  painful  transvenous  route. 

3.  The  ventricular  synchronous  (stand- 
by) pacemaker  avoids  competitive  rhythms 
by  sensing  normally  occurring  QRS  com- 
plexes and  immediately  discharging  into  the 
absolute  refractory  period.  When  such  a 
spontaneous  QRS  complex  fails  to  occur, 
the  pacemaker  discharges  at  its  preset  escape 
interval  and  produces  a beat.  After  each 
beat  the  unit  does  not  sense  or  pace  for  a 
refractory  period  of  0.4  seconds  and  thus 
avoids  rapid  stimulation  or  discharging  upon 
an  early  premature  beat. 

4.  The  demand  pacemaker  utilizes  the 
principle  of  R wave  suppression.  If  ven- 
tricular depolarization  is  perceived  by  the 
preset  interval,  the  pacemaker  impulse  is 
suppressed.  When  no  ventricular  depolari- 
zation is  perceived  in  this  interval,  the  pace- 
maker fires  and  functions  as  a fixed  rate 
unit.  This  unit  also  does  not  compete  with 
ventricular  depolarization  originating  in  the 
heart.14 

Clinical  Material 

Chart  I 

Pacemaker  Experience 
October  1959  to  October  1969 


1.  Thoracotomy  implantations  27  patients. 

2.  Permanent  transvenous  fixed-rate 

pacemakers 17  patients. 

3.  Permanent  transvenous  demand 

pacemakers 28  patients. 


4.  Temporary  transvenous  demand  pacing  25  patients. 

97  patients  were  treated  surgically  for 
heart  block  from  October  1959  to  October 
1969.  Initially,  thoracotomy  and  direct 
myocardial  implantation  was  used  in  27 
patients.  However,  the  problem  with  wire 
breakage,  electrode  tip — myocardial  separa- 
tion and  those  postoperative  complications 
associated  with  any  thoracotomy  made  the 
endocardial  transvenous  route  immediately 
popular  when  introduced.  We  now  reserve 
the  thoracotomy  implantation  only  for  the 
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occasional  patient  when  it  is  impossible  to 
obtain  correct  endocardial  positioning  of 
the  electrodes  or  apparent  endocardial 
thresholds  for  stimulation  are  too  high. 

Our  experience  with  emergency  tem- 
porary transvenous  pacing  has  consisted  of 
25  patients  with  unstable  cardiac  states  after 
myocardial  infarction,  usually  going  in  and 
out  of  various  degrees  of  heart  block  and 
necessitating  endocardial  electrodes  and  de- 
mand pacing  with  an  external  unit  either 
prophylactically  or  to  prevent  pump  fail- 
ure. The  vast  majority  of  these  patients 
recover  satisfactory  AV  conduction  and  do 
not  require  permanent  pacing.  Seventeen 
patients  have  had  implanted  fixed  rate 
transvenous  pacemakers  because  of  known 
long  term  complete  heart  block.  For  the 
past  18  months  we  have  used  the  implanted 
transvenous  demand  pacemaker  (Med- 
tronic) almost  exclusively  and  placed  them 
in  28  patients. 

Our  selection  of  the  demand  pacemaker 
for  routine  use  is  based  on  the  fact  that  % 
to  Z$  of  patients  who  require  continuous 
pacing  may  revert  to  normal  A-V  transmis- 
sion or  second  degree  A-V  block.8,6  The 
fixed  rate  pacemaker  may  result  in  compe- 
tition in  these  patients  resulting  in  palpita- 
tions, swings  in  blood  pressure,  and  reported 
instances  of  fatal  ventricular  arrhyth- 
mias.9'13,4,12  Our  selection  of  the  transvenous 
route  is  now  quite  standard  among  Ameri- 
can cardiologists  and  surgeons.1,5,7  This  pro- 
cedure is  now  entirely  satisfactory  provided 
certain  requirements  are  met,  i.e.,  the  car- 
diologist-surgeon team  clearly  understands 
their  mutual  obligations  and  a routine  is 
established  not  only  for  the  surgical  pro- 
cedure itself,  but  also  between  the  radiology 
and  surgical  departments,  the  coronary  care 
unit,  and  the  nursing  office. 

Methods  and  Routine 

An  implantable  and  an  external  demand 
pacemaker  are  kept  available  at  all  times 
in  the  coronary  care  unit  and  are  replaced 
immediately  upon  use.  The  cardiologist 
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concerned  calls  the  surgeon  and  requests 
temporary  transvenous  electrode  implanta- 
tion. This  request  receives  priority  and  is 
attended  to  at  once.  A pre-arranged  team 
is  called  consisting  of  radiologist  and  tech- 
nician, cardiologist  and  coronary  care  nurse, 
operating  room  scrub  and  circulating 
nurses,  and  surgeon.  For  elective  permanent 
transvenous  pacemaker  insertion  the  same 
team  is  gathered  but  at  an  elective  time 
which  is  usually  early  afternoon  when  the 
radiology  load  is  light.  To  facilitate  arrange- 
ments one  call  only  is  necessary  on  the  part 
of  the  surgeon.  The  nursing  office  makes 
all  arrangements. 

The  patient  arrives  at  the  radiology  de- 
partment with  IV  fluids  running  since  Lido- 
caine  or  other  IV  drugs  are  often  needed. 
The  continuous  cathode  EKG  is  attached 
and  the  image  intensifier  utilized.  A de- 
fibrillator is  available  next  to  the  patient. 


Fig.  1.  Demand  transvenous  pacemaker  (Medtronic  Mod- 
el 58+1)  consisting  of  pulse  generator  (battery  unit) 
and  transvenous  catheter. 


For  temporary  transvenous  pacing  we  use 
the  right  external  jugular  vein  or,  less  fre- 
quently, the  antecubital  vein.  For  perma- 
nent transvenous  pacing  the  left  cephalic 
vein  is  now  utilized  since  the  pulse  generator 
(battery  unit)  pocket  can  be  placed  in  the 
same  area  avoiding  a tunnel  over  or  under 
the  clavical  and  two  incisions.  The  entire 
procedure  is  done  under  local  anesthesia. 


Passage  of  the  electrode  into  the  right 
ventricle  through  the  tricuspid  valve  is  per- 
formed using  the  image  intensifier  and  T.V. 
attachment.  Usually  several  passes  are  nec- 
essary to  obtain  correct  position.  The  elec- 
trode tip  must  go  across  the  ventricle  in  a 
transverse  direction  and  fix  in  a trabeculae. 
If  the  tip  moves  upward  it  invariably  works 
its  way  into  the  outflow  tract  and  into  the 
pulmonary  artery.  Transverse  or  downward 
position  of  the  electrode  tip  is  mandatory. 
At  this  point  in  the  procedure  the  EKG  may 
show  PVC’s  in  disturbing  numbers.  The 
electrode  guide  wires  are  then  removed  and 
threshold  measurement  of  the  electrode  tip 
is  performed.  This  test  using  the  external 
pacemaker  is  important  to  predict  satisfac- 
tory demand  pacemaker  function.  A de- 
mand pacemaker  should  sense  any  naturally 
occurring  beats  and  pace  at  a 1 milliampere 
threshold. 


Fig.  2.  Fixed  rate  pacemaker  (Medtronic  Model  5870  C) 
seen  on  chest  x-ray.  Note  correct  position  of  catheter 
tip  in  apex  of  right  ventricle. 


If  the  threshold  is  satisfactory,  the  elec- 
trode catheter  is  connected  to  the  pulse  gen- 
erator (battery  unit).  The  EKG  immedi- 
ately reveals  myocardial  capture.  If  fluoros- 
copy again  shows  the  electrode  tip  to  be 
in  proper  position,  the  electrode  catheter 
is  securely  tied  into  the  vein  by  non- 
absorbable sutures  and  the  pulse  generator 
placed  in  the  subcutaneous  pocket.  The 
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cardiologist  continues  to  monitor  both  EKG 
and  the  patient  throughout  the  procedure. 
He  is  an  invaluable  member  of  this  team 
since  the  surgeon  cannot  properly  do  his 
work  and  monitor  the  EKG  and  patient  as 
well. 

After  all  incisions  are  closed  the  patient 
is  asked  to  perform  Valsalva  and  turn  from 
right  to  left.  The  stability  of  this  system 
should  be  such  that  no  movements  can 
change  electrode  position  or  myocardial 
capture.  A lateral  x-ray  or  fluoroscopic  view 


Fig.  3.  Lateral  chest  x-ray  demonstrating  again  correct 
position  of  catheter  tip  in  apex  of  right  ventricle. 


is  obtained  to  make  sure  the  electrode  tip 
is  not  in  the  coronary  sinus.  This  occurs 
rarely  and  is  not  an  acceptable  position. 
Patients  and  their  families  are  instructed  in 
pulse  monitoring  upon  discharge.  Pulse 
checks  are  made  twice  daily  and  any  change 
of  two  beats  per  minute  is  reported  to  the 
physician.  The  patient  returns  at  two  month 
intervals  for  follow-up.  Pacemaker  life  is 
unfortunately  somewhat  variable  averaging 
about  21  months  for  demand  pacemakers 


and  28  months  for  fixed  rate  models  in  our 
experience.  The  manufacturer  claims  long- 
er function  with  their  most  recent  model. 

Summary 

Having  been  fortunately  involved  in  the 
original  pacemaker  efforts  (Dr.  deNiord), 
we  have  been  impressed  with  the  electronic 
development  over  the  past  12  years  allow- 
ing successful  and  relatively  simple  surgical 
insertion  of  transvenous  demand  pace- 
makers. The  rarity  of  infected  pockets,  sat- 
isfactory myocardial  capture  in  most  cases, 
and  virtual  absence  of  mortality  and  mor- 
bidity makes  us  enthusiastic  advocates  of 
the  transvenous  route.  We  emphasize  the 
team  effort  between  cardiologist  and  sur- 
geon and  the  establishment  of  a routine  pre- 
arranged plan  whereby  the  coronary  care 
unit,  operating  room,  and  radiology  depart- 
ment can  be  utilized  early  and  quickly. 
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Addendum:  We  are  now  utilizing  the 
Medtronic  Model  5942  transvenous  pace- 
maker which  is  protected  from  outside  elec- 
trical interference  (such  as  microwave 
ovens)  by  a light  titanium  housing.  Battery 
life  is  hopefully  three  years  with  this  new 
model. 


1911  Thomson  Drive 
Lynchburg,  Virginia  24501 
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Retro  Pharyngeal  Abscess  Following 
Endotracheal  Anesthesia  for  Thyroid  Surgery 


Great  care  must  be  taken  not  to 
perforate  the  pharynx  during  in- 
tubation for  endotracheal  anes- 
thesia. 


'T'HIS  IS  A CONDITION  which  had 
-*■  never  been  seen  by  any  of  us,  nor  the 
staff  of  our  hospital,  and  which  seems  to 
merit  a report.  A Medlar  search  of  the 
world  literature  revealed  one  case  with  death 
due  to  mediastinal  phlegmon  presumably 
due  to  the  same  cause. * 

The  patient  is  a Negro  female,  Memorial 
Hospital  Case  # 394637,  44  years  of  age, 
who  presented  with  the  complaint  of  lump 
in  the  neck  and  a sensation  of  choking.  On 
examination,  she  was  large  and  obese,  5 '6", 
246  pounds,  with  a thick  short  neck.  There 
was  a mass  in  the  area  of  the  left  thyroid 
about  an  inch  across.  Routine  x-ray  showed 
some  deviation  of  the  trachea  to  the  right. 
Radioactive  scan  showed  a cold  nodule  cor- 
responding to  the  area.  Elective  surgery 
was  scheduled. 

During  induction  there  was  considerable 
difficulty  with  intubation  and,  after  repeated 
attempts  resulting  in  some  bleeding,  a consul- 
tant was  called  and  a nasopharyngeal  tra- 
cheal tube  introduced  with  no  further 
difficulty.  During  intubation,  however,  it 
was  necessary  to  apply  a large  amount  of 
intermittent  pressure  to  her  chest. 

* Chiri  A.:  Listorto  G.:  Minerva  Anest.  33,370-3, 
May  67  (ITA). 
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MARTIN  DONELSON,  JR.,  M.D. 

JOHN  M.  STONEBURNER,  M.D. 
CORNELIS  M.  ROL,  M.D. 

Danville,  Virginia 

The  surgery  went  well,  taking  30  minutes 
to  remove  a 3 cm  thyroid  nodule.  Lobec- 
tomy was  not  done,  nor  were  the  deep 
fascial  planes  on  either  side  opened.  Drains 
were  left  in  the  fossa  and  were  removed 
on  the  following  day,  there  being  very  little 
drainage.  No  prophylactic  antibiotics  were 
used.  A portable  chest  x-ray  was  made  in 
the  recovery  room  on  orders  of  the  anes- 
thetist to  rule  out  the  presence  of  medias- 
tinal air.  The  patient  was  allowed  the  usual 
liquids  progressing  to  diet  as  tolerated. 

She  was  hoarse  the  following  day,  but  this 
cleared  up  on  the  second  day  and  she  spoke 
normally.  On  the  second  day  she  began 
to  run  a fever  and  by  the  third  and  fourth 
days  this  progressed  at  103°  F with  a slight 
induration  of  the  wound  and  fullness  in  the 
neck.  Antibiotics  were  begun  early  on  the 
third  day.  On  the  fourth  day  the  stitches 
were  removed  and  warm  compresses  were 
applied  to  the  neck.  She  had  a complete 
dysphagia  but  no  true  dyspnea  although  she 
held  her  head  rather  carefully  in  order  to 
maintain  a good  airway.  Otolaryngological 
consultation  was  secured. 

On  the  fifth  day  soft  tissue  x-rays  of  the 
neck  were  ordered  which  showed  a typical 
x-ray  picture  (see  illustrations)  of  retro- 
pharyngeal abscess  with  gas.  The  patient’s 
dysphagia  was  relentless  and  complete  de- 
spite the  fact  that  her  temperature  was 
down  somewhat.  There  was  little  dyspnea. 
The  presence  of  superior  mediastinal  en- 
croachment was  noted  and  a thoracic  sur- 
geon was  called  in.  Immediate  surgery  was 
decided  upon. 


Virginia  Medical  Monthly 


Under  local  anesthesia  the  thyroid  inci- 
sion was  opened  sufficiently  to  perform  a 
tracheostomy.  At  this  point  intravenous 


Fig.  1 


Enovar  anesthesia  was  induced.  A left  in- 
ferior incision  was  made  just  anterior  to  the 
sternocleido  muscle.  The  carotid  sheath  was 


Fig.  2 


retracted  upward  to  avoid  the  thyroid 
wound.  The  retro-esophageal  space  was  ex- 


posed and  the  abscess  entered  into  laterally. 
There  was  a flow  of  about  four  to  five  ounces 
of  pus  under  great  pressure.  Multiple  penrose 
drains  were  introduced  retro-pharyngeally 
and  well  down  into  the  superior  mediasti- 
num. The  culture  returned  sterile;  on  the 
fifth  day  it  showed  pseudomonas  aeruginosa 
and  aerobacter  aerogenes. 

The  patient  was  kept  NPO  for  four  days 
after  which  a nasogastric  tube  was  intro- 
duced and  tube  feedings  were  begun.  She 
felt  well  the  following  day  but  it  was  felt 
well  to  keep  her  NPO  because  of  possible 
persistence  of  the  fistula.  She  was  begun  on 
massive  antibiotics  and  received  supportive 
and  inhalation  therapy,  being  kept  in  the 
Intensive  Care  Unit  for  ten  days. 

Clear  liquids  were  begun  on  the  11th  day 
and  the  drains  were  removed  on  the  10th 
day  after  progressive  shortening. 

She  developed  a small  but  definite  salivary 
fistula  which  could  not  be  demonstrated 
radiologically.  It  closed  in  two  to  three 
days. 

Her  total  hospitalization  was  thirty-four 
days.  The  tracheostomy  tube  was  retained 
until  two  days  before  discharge.  At  the 
time  of  discharge  her  voice  was  hoarse,  swal- 
lowing was  normal  and  her  wounds  were 
almost  healed.  There  was  weakness  in  the 
left  vocal  cord. 

This  case  was  discussed  at  the  next  Me- 
morial Hospital  Surgical  Staff  meeting  eight 
days  post  operative  and  it  was  noted  that 
many  large  series  of  intratracheal  anesthesias 
have  been  reported  without  this  complica- 
tion. 

The  management  was  considered  satisfac- 
tory except  that  given  a reasonable  doubt 
of  pharyngeal  perforation,  this  case  might 
have  been  kept  NPO  and  given  prophylactic 
antibiotics.  This  could  have  prevented  or, 
on  the  other  hand,  might  have  masked  retro- 
pharyngeal infection.  The  anatomy  of  this 
area  is  such  that  an  infection  in  this  space, 
left  undrained,  causes  mediastinitis  which  is 
frequently  fatal. 

( Continued  on  page  564) 
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Acute  Suppurative  Thyroiditis  Due  to 
Salmonella  Enteritides 


JONATHAN  A.  vanHEERDEN,  M.B.,  F.R.C.S. 
PATRICK  O’CONNELL,  M.B. 

Winchester,  Virginia 


This  is  a rare  infection.  The  pa- 
tient teas  treated  with  surgical 
drainage  and  antibiotics.  She 
made  a good  recovery. 


EXCEPT  for  the  commonly  encountered 
Hashimoto’s  thyroiditis  (struma  lym- 
phomatosa),  thyroiditides  are  rarely  en- 
countered in  clinical  practice.  From  a prac- 
tical standpoint,  the  following  classification 
encompasses  the  clinical  and  pathological 
variation  of  thyroiditis: 

A.  Acute: 

(1)  Nonsuppurative  thyroiditis  (de 
Quervain’s  thyroiditis,  giant-cell 
on  pseudotuberculous  thyroiditis, 
acute  non-specific  thyroiditis, 
granulomatous  thyroiditis.) 

(May  occur  in  subacute  form  as 
well.) 

(2)  Suppurative  Thyroiditis 
B.  Chronic: 

(1)  Hashimoto’s  thyroiditis  (struma 
lymphomatosa,  lymphocytic  goi- 
ter, lymphadenoid  goiter.) 

(2)  Reidels  thyroiditis  (fibrous  or 
ligneous  thyroiditis,  fibrous  inva- 
sive thyroiditis,  iron-hard  thy- 
roiditis.) 

From  the  Departments  of  Surgery  and  Pathology 
in  the  Winchester  Memorial  Hospital. 


The  rarest  form  of  thyroiditis  is  the  acute 
suppurative  variety.  In  Hendrick’s  series 
of  117  cases  of  thyroiditis,  this  form  ac- 
counts for  only  5.1%.  In  view  of  its  prox- 
imity to  the  upper  respiratory  tract,  it  is 
strange  that  acute  thyroiditis  does  not  occur 
more  often — suggesting  a relative  resistance 
of  this  gland  to  infection.  This  fact  was 
demonstrated  by  Womack  and  Cole2  in 
1931  when  they  injected  bacteria  directly 
into  the  superior  thyroid  artery  of  dogs — 
thyroid  abscesses  occurred  infrequently.  In 
most  reported  cases  of  acute  suppurative 
thyroiditis,  the  infecting  organism  has  been 
either  the  staphylococcus  or  streptococcus 
embolising  from  a primary  site  of  infection. 
Infections  due  to  E.  Coli  and  salmonella 
typhosa  have  been  reported1  but  we  have 
been  unable  to  find  a case  report  of  infection 
due  to  salmonella  enteritides. 

Salmonella  infection  is  almost  always  due 
to  ingestion  of  contaminated  material.  The 
organisms  enter  the  tissues  via  the  intestinal 
lymphatics.  Most  members  of  the  group 
cause  acute  gastroenteritis  but  occasionally 
septicemia  or  pyemia  is  part  of  the  picture. 
Enteric  fever  is  in  essence  a septicemia  due 
to  an  organism  of  the  Salmonella  group  and 
is  the  common  manifestation  of  infection 
with  Salmonella  typhi,  Salmonella  paratyphi 
A and  Salmonella  paratyphi  B.  Several  oth- 
er salmonellae  which  cause  septicemia  also 
frequently  give  rise  to  pyemic  lesions  in  the 
internal  organs.  The  chief  of  these  are  Sal- 
monella choleraesuis,  Salmonella  paratyphi 
C and  Salmonella  enteritides. 

This  present  organism  was  reported  as  a 
Group  D Salmonella  and  the  further  iden- 


556 


Virginia  Medical  Monthly 


tification  was  carried  out  at  the  State  Health 
Department  laboratory  in  Richmond,  Vir- 
ginia. 

Case  History 


Stool  culture  Negative. 

Serum  salmonella  agglutination: 

On  admission:  Tivo  weeks  later: 


A fifty-one  year  old  white  farmer’s  wife 
presented  to  her  local  doctor  with  "flu”  and 
a "lump  in  the  neck”.  After  two  weeks  of 
conservative  treatment,  no  improvement 
had  occurred  and  she  was  referred  for  fur- 
ther evaluation. 

Physical  examination  was  negative  except 
for  the  neck.  Situated  in  the  suprasternal 
area  was  a butterfly-shaped,  erythematous, 
tender,  tensely  cystic  mass  confirming  to 
the  outline  of  the  thyroid  gland.  A needle 
was  inserted  into  this  mass  and  foul  pus  (20 
cc.)  obtained. 

The  patient  was  admitted  to  the  hospital 
and  formal  surgical  incision  and  drainage  of 
the  gland  performed.  At  this  time,  5 0 cc. 
of  pus  was  obtained.  She  was  placed  on 
Ampicillin  tablets  5 00  mg.  qid,  and  the 
drains  removed  on  the  fourth  postoperative 
day.  The  swelling  dramatically  subsided  and 
two  weeks  later,  minimal  thyroid  enlarge- 
ment was  encountered. 

Pertinent  Laboratory  Data: 

On  admission:  White  call  count 

9,000/  mm.3 

Segmented  neutro- 
phils 83%. 

Cultures  of  pus  x3:  Salmonella  Group  D 

sensitive  to  all  com- 
monly used  antibi- 
otics. 


Group  A — negative 

Group  B — 

agglutination  1/40 

Group  C — negative 

Group  D — 

agglutination  1/80 

Group  E — 

agglutination  1/80 


A — negative 

B— 1/20 
C — negative 

D— 1/80 

E— 1/40 


Follow-up: 

Six  weeks  later,  the  patient  was  entirely 
asymptomatic.  The  thyroid  gland  was  non- 
tender and  only  slightly  diffusely  enlarged. 


Summary 

A case  of  acute  suppurative  thyroiditis 
due  to  salmonella  enteritides  is  presented. 
No  obvious  site  of  infection  could  be  de- 
termined. A brief  survey  of  the  thyroidi- 
tides  is  presented.  The  treatment  of  choice 
in  those  rarely  encountered  cases  would  seem 
to  be  prompt  surgical  drainage  followed  by 
appropriate  antibiotic  therapy. 
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Correspondence .... 


The  Pregnant  School  Girl  in  Virginia. 

Dear  Mr.  Editor: 

I read,  with  rising  indignation,  "The 
Pregnant  School  Girl  in  Virginia”,  by  Mir- 
iam C.  Birdwhistell,  MSSW,  Ed.D.,  Virginia 
Medical  Monthly,  July,  1971.  I do  not 
know  what  the  letters,  MSSW,  stand  for, 
but  I suspect  that  one  of  the  S’s  and  one 
of  the  W’s  imply  social  worker.  That  being 
the  case,  not  one  word  in  this  article  is  ut- 
tered about  individual  responsibility  for 
one’s  action.  Finally,  Miss  Birdwhistell 
would  have  her  readers  swallow  this  bit  of 
parasitic  economics  "There  are  federal  pro- 
grams (Medicaid  in  particular)  which  can 
be  called  on  to  pay  the  cost  of  such  pro- 
cedures (to  aid  and  comfort  these  wayward 
girls)  so  no  one  need  be  financially  discrim- 
inated against  in  such  instances.  No  one. 
Miss  Birdwhistell?  The  degree  of  Ed.D. 
surely  cannot  be  that  hollow. 

Sincerely  yours, 

John  A.  Gill,  M.D. 

July  27,  1971 

5 500  Monument  Avenue 
Richmond,  'Virginia  2)226 

Antiviral  Chemotherapy. 

To  The  Editor: 

This  Journal  published  a paper  in  its  July, 
1971,  issue  on  "Antiviral  Chemotherapy” 
by  Dr.  Jack  M.  Gwaltney.  Although  the 
paper  does  not  recommend  treatment  of 
herpes  keratitis  by  the  general  medical  prac- 
titioner, the  treatment  is  described  in  suffi- 
cient detail  to  make  it  appear  technically 
feasible  and  prompts  me  to  make  some  ad- 


ditional remarks  concerning  herpes  simplex 
keratitis. 

I would  hope  physicians  seeing  patients 
with  inflamed  eyes  which  are  unresponsive 
to  topical  antibiotic  treatment  will  resist 
the  temptation  to  prescribe  5-iodo-2'-deo- 
syuridine  (IDU)  on  an  empirical  basis. 
Empirical  use  could  lead  to  an  additional 
delay  in  instituting  proper  treatment  of 
misdiagnosed  corneas  and  result  in  more 
corneal  scarring  or  even  perforation  with 
loss  of  the  eye.  Usually,  one  needs  a slit  lamp 
to  make  the  diagnosis  clinically  and  also  to 
follow  the  course  of  the  disease. 

According  to  Liabson  and  Leopold,1  26% 
of  the  cases  of  herpetic  keratitis  undergo 
spontaneous  cure.  Those  cases  which  do  not 
regress  can  be  treated  with  IDU  or  superfi- 
cial debridement  of  the  corneal  lesion,  the 
last  being  preferred  by  many  ophthalmolo- 
gists. After  successful  treatment  with  IDU, 
a corneal  nebulae  may  be  present  for  a short 
time  which  does  not  require  additional  treat- 
ment and  possibly  could  be  confused  with 
a corneal  ulcer. 

The  use  of  IDU  without  the  proper  use 
of  the  slit  lamp  for  clinical  evaluation  and 
knowledge  of  the  characteristics  of  herpetic 
keratitis  does  not  provide  the  best  ophthal- 
mic patient  care  in  this  condition. 

Sincerely, 

Robert  G.  King,  Jr.,  M.D. 

August  4,  1971 

Department  of  Ophthalmology 
Health  Sciences  Division 
Virginia  Commonwealth  University 


1.  Laibson,  P.  R.  and  Leopold,  I.  H.:  An  Evaluation 
of  Double-Blind  IDU  Therapy  in  One  Hun- 
dred Cases  of  Herpetic  Keratitis.  Trans  Am. 
Acad.  Ophthal.  and  Otol.  68:  22-34,  1964. 
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Lobular  Carcinoma  In  Situ,  an  Uncom- 
mon Form  of  Mammary  Cancer 

Simultaneous  papers,  one  by  Foote  and 
Stewart,  and  the  other  by  Muir  in  1941, 
thrust  upon  the  clinician  the  diagnosis  of 
lobular  carcinoma  in  situ  of  the  female 
mammary  gland.1 Both  describe  the  evo- 
lution of  cancer  within  the  mammary 
lobule  (its  entering  intralobular  duct  with 
the  dozen  or  more  terminal  ducts  branching 
from  it).  The  carcinomatous  change  oc- 
curred within  the  actual  lobule  or  anywhere 
along  the  intralobular  duct.  The  lesion  had 
probably  been  described  previously  by  Mc- 
Farland and  Deaver  in  1917  but  these  au- 
thors attached  no  significance  to  it."  Ewing 
in  his  book  on  Neoplastic  Diseases  (1919) 
also  described  the  lesion  and  considered  it 
precancerous."  Since  the  emphasis  on  rec- 
ognition of  this  lesion  by  the  Stewart  and 
Foote  paper,  three  basic  questions  have  been 
of  concern  to  clinicians  in  dealing  with  this 
neoplasm.  1.  Is  it  cancer?  2.  If  so,  what  is 
its  biologic  behavior?  3.  What  is  the  treat- 
ment for  it? 

The  evidence  that  it  is  in  fact  cancer  rests 
on  the  sequence  of  development  from  nor- 
mal lobules  through  lobular  hyperplasia; 
atypical  lobular  hyperplasia;  increase  in  the 
size  of  the  lobules  by  proliferation  of  uni- 
form cells  so  that  the  lobules  appear  to  be 

Frable,  William,  M.D.,  Professor  of  Pathology, 
Medical  College  of  Virginia  ( Health  Sciences  Division 
of  Virginia  Commonwealth  University). 

Sponsored  by  the  Professional  Education  Commit- 
tee, Virginia  Division,  American  Cancer  Society. 


WILLIAM  J.  LRABLE,  M.D. 

Richmond,  Virginia 

"stuffed”,  and  finally  lobular  break-up  with 
evidence  of  invasion  by  small  round  malig- 
nant cells  into  the  adjacent  stroma.  (Ligure 
1.  a,  b,  c,  d.)  A second  line  of  evidence  con- 
cerns the  follow-up  of  patients  with  a diag- 
nosis of  lobular  carcinoma  in  situ  who  have 
received  only  local  excision. 

The  significant  follow-up  series  in  that  of 
46  patients  reported  by  Hutter  and  Loote  in 
1969.  These  patients  were  treated  from 
1941  to  195  2 for  lobular  carcinoma  in  situ. 
Forty  of  the  46  patients  had  local  excision 
"lumpectomy”.  The  period  of  follow-up  is 
a minimum  of  10  years  and  ranges  from  two 
to  23  years.  Fifteen  of  the  46  patients  de- 
veloped cancer  in  the  ipsilateral  breast.  Cal- 
culated on  an  actuarial  basis  for  20  years  of 
risk,  cumulative  risk  of  developing  cancer 
in  this  group  of  patients  is  greater  than 
3 5%.  Of  the  patients  who  have  developed 
invasive  cancer  in  this  series,  two  are  dead 
and  two  are  living  with  metastasis  at  the 
time  of  the  report.2 

Clinically,  the  discovery  of  lobular  car- 
cinoma in  situ  is  usually  a surprise.  There 
are  no  clinical  clues,  and  the  patient  seeks 
medical  advice  because  of  an  unrelated 
breast  condition,  fibrocystic  disease,  mastitis, 
etc.  Therefore,  when  the  diagnosis  of  can- 
cer is  made,  neither  the  patient  nor  the  doc- 
tor is  psychologically  prepared.  To  add  to 
the  problem,  frozen  sections,  routinely  per- 
formed on  breast  biopsies,  will  usually  miss 
the  area  of  involvement.  The  use  of  the 
cryostat  has  improved  this  situation.  The 
pathologist  is  encouraged  to  select  grossly 
bland  areas  of  the  breast  biopsy  as  these  are 
more  likely  to  yield  diagnostic  areas  of  lobu- 
lar carcinoma.  Prior  to  19  5 0 at  Memorial 
Center  for  Cancer  in  New  York,  the  detec- 
tion of  lobular  carcinoma  in  situ  in  per- 
manent section  material  was  one-fourth  of 
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the  rate  after  1960.  The  policy  on  breast 
biopsies  before  19  5 0 was  embedding  one  or 
two  blocks  of  tissue.  The  current  rate  is  10 
blocks  or  more  from  each  breast  biopsy 
specimen.  The  increase  in  diagnosis  of  lob- 


tine  biopsy  of  the  upper  outer  quadrant  of 
the  opposite  breast.  The  detection  rate  of 
lobular  carcinoma  in  situ  in  this  random 
biopsy  procedure  was  in  excess  of  30%.  This 
rate  has  remained  constant  over  at  least  a 


Fig.  la.  Normal  mammary  lobules.  H & E x 248. 
b.  Lobular  Hyperplasia,  some  of  it  atypical.  A & E x 388. 


c.  Lobular  carcinoma  in  situ.  H & E x 248. 
d.  Infiltrating  lobular  carcinoma  beneath  edge  of  lobular 
carcinoma  in  situ.  H & E x 388. 


ular  carcinoma  in  situ  can  logically  bs  as- 
signed to  this  increased  sampling  procedure.'1 

Also  of  importance  in  relation  to  lobular 
carcinoma  in  situ  is  bilaterality  of  the  dis- 
ease. In  studying  mastectomy  specimens 
from  a large  group  of  lobular  carcinomas 
treated  by  simple  mastectomy,  pathologists 
at  Memorial  Center  for  Cancer  were  im- 
pressed by  the  multiple  quadrant  involve- 
ment in  the  breast.  Because  of  this,  in  the 
mid  195  0’s,  they  began  to  recommend  rou- 


10  year  period  of  study.4"'  From  the  study 
of  Hutter  and  Foote  noted  above,  in  the  1 5 
patients  who  developed  mammary  cancer, 
there  were  20  cancers.  Five  patients  then, 
developed  bilateral  breast  cancer.  This  too, 
is  a strikingly  high  incidence  of  nearly  30% 
bilaterality  in  this  small  series. " 

Exactly  where  to  biopsy  has  been  of  con- 
cern in  dealing  with  the  contralateral  breast. 
To  answer  this  question,  Lambird  and  Shelly 
plotted  the  spatial  distribution  of  lobular 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 
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Break  the 
ulcer  circuit 
Ito  hyperacidity, 

hypermotility  and 
ulcer  pain. 


Pro-Banthine 

propantheline  bromide 

R Relief  Factor  in  Peptic  Ulcer 


Worry,  frustration,  job  pressure — all 
set  up  excessive  vagal  currents  in 
|patients  with  peptic  ulcer. 

Pro-Banthine”insulates"  the  stom- 
lach,  the  duodenum  and  the  lower 
[intestinal  tract  — the  sites  where 
Ithese  destructive  currents  take  their 
(toll. 

This  "insulation"  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
mvironment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 


provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 

By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  Junctional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 


hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  tor 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Etlects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis, 
hesitancy  of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may  be  re- 
quired. Pro-Banthine  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum:type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the 
patient's  requirement  and  may  be  up  to  30  mg. 
or  more  every  six  hours,  intramuscularly  or  in- 
travenously. ig.| 
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Melieues  stuffy  and  runny  noses - promptly. 
Mak£5  your  patients  u?orld'a  little  sunnier . 


carcinoma  in  situ  in  nine  breasts  removed 
by  simple  mastectomy.  In  their  study  50% 
of  the  disease  was  found  within  5 cm.  of 
the  nipple,  all  in  the  upper  quadrants  and 
in  a peripheral  radial  distribution  with  skip 
areas  between  radii  in  the  breast.  On  the 
basis  of  this  study  they  recommended  a cir- 
cumareolar  incision  from  9 to  3 o’clock. 
Then  a segment  of  breast  tissue  is  removed 
3 to  4 cm.  from  the  nipple,  1-2  cm.  thick 
and  also  including  the  area  from  9 to  3 
o’clock  or  the  upper  quadrants  of  the  breast. 
If  this  tissue  is  entirely  examined  the  chance 
of  finding  lobular  carcinoma  in  situ  if  pres- 
ent in  the  biopsy  is  greater  than  90%. 

Treatment  of  lobular  carcinoma  in  situ 
has  consisted  usually  of  simple  mastectomy 
with  or  without  a dissection  of  the  lower 
mammary  nodes  but  without  removal  of 
the  pectoral  muscles.  A small  number  of 
physicians  still  regard  the  disease  of  no  con- 
sequence and  simply  perform  "lumpec- 
tomy”. The  policy  of  simple  mastectomy 
with  or  without  removal  of  the  low  axillary 
nodes  has  produced  100%  cures  in  150  pa- 
tients treated  at  Memorial  Center  for  Can- 
cer. At  the  time  of  mastectomy  a careful 
gross  examination  of  the  breast  by  the  pa- 
thologist is  made  to  identify  areas  of  possible 
infiltrating  cancer.  If  this  is  found  (it  is 
rare),  then  the  operation  can  be  extended 
at  that  time. ' 
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Comment 

This  is  an  excellent  review  of  a pathologic 
entity  that  is  being  described  with  increas- 
ing frequency.  There  are  some  real  questions 
that  have  been  raised  such  as  the  true  ac- 
curacy of  this  diagnosis,  whether  atypical 
lobular  hyperplasia  is  a true  premalignant 
lesion,  and  why  we  are  not  seeing  more 
women  with  invasive  carcinoma  who  had 
previous  breast  biopsies  for  benign  disease 
15  to  20  years  ago. 

There  can  be  no  doubt  that  this  lesion 
is  frequently  multicentric  and  bilateral  and 
often  progressive  in  some  patients  but  prob- 
ably not  all  patients.  It  does  afford  an  op- 
portunity to  practice  the  type  of  cancer 
detection  we  all  strive  for  to  diagnose  the 
cancer  in  a stage  of  its  development  while 
it  is  asymptomatic  and  can  be  completely 
irradicated.  We  would  heartily  endorse  the 
total  removal  of  the  involved  breast  (simple 
mastectomy)  and  biopsy  of  the  opposite 
breast  as  described  by  the  author. 

We  are  indebted  to  Dr.  Frable  for  giving 
us  such  a clear  discussion  of  this  timely 
subject. 

T he  Editors 
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The  Virginia  Regional  Medical  Program 


VRMP  News  Briefs 

In  an  effort  to  improve  planning  for  post 
hospital  care  of  the  patient,  a program  of 
discharge  planning  has  been  developed  by 
the  Bureau  of  Public  Health,  the  Virginia 
Regional  Medical  Program,  and  Region  III 
HEW  Community  Health  Service,  in  coop- 
eration with  the  Community  Hospital  of 
Roanoke  Valley,  Roanoke. 

This  demonstration  program  will  estab- 
lish a Liaison  Nurse  for  Discharge  Planning 
in  a community  hospital  for  one  year.  The 
nurse  will  assist  the  medical  and  nursing 
staff  and  other  hospital  personnel  in  assessing 
patient  needs,  developing  a post-hospital 
plan  of  care,  and  utilizing  community 
resources. 

The  VRMP  is  cooperating  with  the 
Sickle  Cell  Anemia  Awareness  Program, 
under  the  leadership  of  the  Governor’s  Spe- 
cial Assistant,  William  Robertson,  and  Dr. 
Robert  B.  Scott,  Associate  Professor  of  He- 
matology, MCV. 

The  program  seeks  to  screen  the  black 
population  and  to  disseminate  information 
on  sickle  cell  disease  to  carriers  of  the  sickle 
cell  trait  and  to  health  professionals.  VRMP 
community  liaison  staff  have  been  oriented 
so  that  they  can  provide  information  and 
can  assist  in  organizing  screening  programs 
on  a sub-regional  basis. 

Funding  has  been  requested  for  a proposal 
to  improve  care  of  patients  with  end  stage 
kidney  disease.  The  project  is  under  the 
direction  of  Dr.  David  M.  Hume,  Chair- 
man, Department  of  Surgery,  MCV.  The 
plan  seeks  to  develop  a network  of  com- 
munity hospitals  to  cooperate  with  Univer- 


EUGENE  REYES  PEREZ,  M.D. 
Richmond,  Virginia 

sity  transplant  centers  in  procurement  of 
cadaver  organs. 

Kidney  training  programs  in  hospitals  for 
physicians,  nurses,  technicians,  hospital  ad- 
ministrators, and  patients  would  be  expand- 
ed. Other  aspects  are  the  establishment  of 
satellite  dialysis  centers  remote  from  the 
university  center  and  the  application  of 
home  dialysis  techniques  for  those  patients 
suitable  for  home  care. 

A Statewide  Conference  on  Electrical 
Hazards  in  Hospitals  will  be  held  at  the 
Hotel  Roanoke  in  Roanoke  on  19  and  20 
October,  1971.  Co-sponsored  by  the  Vir- 
ginia Hospital  Association  and  the  Virginia 
Regional  Medical  Program,  the  conference 
will  be  geared  to  physicians,  nurses,  hospital 
administrators,  hospital  engineers,  and  allied 
health  personnel. 

The  VRMP  and  the  School  of  Allied 
Health,  MCV,  are  co-sponsoring  a State 
Conference  for  Allied  Health  Personnel  at 
the  Williamsburg  Lodge  in  Williamsburg 
on  28  November  through  1 December, 
1971.  Governor  A.  Linwood  Holton  will 
be  among  the  participants. 

Health,  manpower,  facilities  and  services 
in  Virginia  have  been  surveyed  by  a thirty- 
three  member  Coordinated  Health  Survey 
Committee.  The  activity  was  spearheaded 
by  the  Virginia  Regional  Medical  Program, 
Comprehensive  Health  Planning  and  the 
Virginia  Council  on  Health  and  Medical 
Care. 

Information  obtained  from  health  pro- 
fessionals is  now  being  compiled.  It  will  be 
housed  in  a central  location,  and  will  be 
available  to  health  agencies,  institutions,  and 
professional  societies  upon  request. 


562 


Virginia  Medical  Monthly 


Medicare  - Part  B — 


Deceased  Beneficiary  Claims  & 

Recent  Medicare  Contacts  With  Physicians 


Deceased  Beneficiary  Claims 

Where  the  Medicare  enrollee  has  executed 
the  assignment  of  benefits  prior  to  his  death 
it  continues  to  be  effective  after  his  death 
and  payment  may  be  made  to  the  assignee 
accordingly. 

Where  the  bill  is  unpaid — payment  may 
be  made  to  the  physician  or  supplier  pro- 
vided he  agrees  to  accept  the  "reasonable 
charge”  as  determined  by  the  carrier.  The 
physician  may  signify  this  agreement  by 
completing  Item  12  of  the  SSA  1490  (indi- 
cating acceptance  of  the  assignment  of  the 
patient’s  bill)  or  by  submitting  a signed 
statement  to  this  effect.  In  such  case  the 
beneficiary’s  or  his  representative’s  signature 
is  not  required.  If  the  physician  does  not 
make  this  agreement  the  Medicare  Carrier  is 
prohibited  from  making  payment  on  unpaid 
bills.  Additionally  a claim  from  the  physi- 
cian for  services  must  be  substantiated  by 
evidence  that  the  services  were  rendered. 

Where  the  bill  is  paid — payment  will  be 
made  to  the  person  or  persons  who  paid  for 
the  services.  If  services  were  paid  by  the 
enrollee  or  from  funds  from  his  estate,  pay- 
ment will  be  made  to  the  legal  representative 
of  his  estate. 

Recent  Medicare  Contacts  with  Physicians 

During  the  past  several  weeks  Medicare 
has  made  many  telephone  and  letter  in- 
quiries to  obtain  specific  information  that 
would  enable  the  claim  processor  to  properly 
code  the  specific  claim  in  question. 


CURTIS  J.  KELLY  JD 
Richmond,  Virginia 

Two  main  areas  which  have  required 
contact  are: 

( 1 ) Physician’s  visits  to  nursing  homes. 

The  Virginia  Medical  Monthly,  March 
1971,  page  163,  published  a resume  of 
the  Department  of  Health,  Education 
and  Welfare’s  instructions  concerning 
physician’s  visits  to  nursing  homes.  We 
now  find  that  generally  we  are  receiv- 
ing required  information  on  claim 
forms.  Therefore,  within  reason,  Med- 
icare will  process  this  type  of  claim 
based  on  the  information  provided  at 
the  time  the  claim  is  submitted,  subject 
to  the  following: 

(a)  In  the  absence  of  any  definite  in- 
dication to  the  contrary  Medicare 
will  assume  that  any  claim  for  vis- 
its to  a nursing  home  patient  in- 
volved care  to  more  than  one  pa- 
tient in  the  home  and  payment 
will  be  based  on  the  applicable 
customary  and  prevailing  charge 
data  for  a routine  follow-up  of- 
fice call. 

(b)  Physician’s  visits  marked  an  ECL 
visit  will  be  processed  as  such  and 
the  provider’s  records  will  be  ex- 
pected to  verify,  upon  audit,  that 
the  patient  was  receiving  skilled 
care  in  an  approved  ECF  bed. 

(2)  Itemization  of  physician’s  charges. 
Medicare  carriers  are  required  to  de- 
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velop  and  maintain  a profile  of  physi- 
cian’s charges  so  that  his  customary 
charge  for  a service  may  be  ascertained. 
In  many  instances,  physician’s  visits  to 
patients  confined  in  hospitals  are  billed 
by  inclusive  dates  of  confinement  and 
with  a single  total  charge.  Generally 
however,  charges  are  not  uniform  for 
each  day  of  confinement. 

To  enable  the  carrier  to  properly  develop 
the  profile  of  physician’s  charges,  we  must 
know  how  the  charge  was  developed.  If  the 


bill  itself  indicates  the  variation  in  charges, 
much  of  the  correspondence  and  many  tele- 
phone inquiries  could  be  avoided.  Please 
consider  indicating  your  charge,  if  charges 
are  not  uniform  for  each  day  of  confine- 
ment, as  per  the  following  example: 

6-1-1971  through  6-10-1971:  (10  daily 
visits) 

1st  day  @ $25.00;  2nd  day  @ $15.00; 
8 days  @ $5.00  each — Total  Charge  $80.00. 

The  Medicare  carrier  is  required  to  code 
the  variation  in  charges  to  assure  that  the 
physician’s  profile  is  accurate. 


RETRO  PHARYNGEAL  ABSCESS  FOLLOWING  ENDOTRACHEAL 
ANESTHESIA  FOR  THYROID  SURGERY— 

Donelson — Stoneburner — Roe 

( Continued  from  pige  5 5 5 ) 


The  subsequent  salivary  fistula  confirmed 
the  diagnosis  of  pharyngeal  perforation 
causing  the  retro-pharyngeal  abscess.  The 
perforation  was  small,  suggesting  puncture 
by  the  wire  stilet  used  with  the  endotracheal 
tube. 


This  complication  demonstrates  a danger 
with  this  aid  to  intubation.  It  is  necessary 
that  the  wire  stilet  does  not  protrude  from 
the  end  of  the  endotracheal  tube. 

103  5 Main  Street 
Dani’ille,  Virginia  24541 
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Minor’s  Consent  Law 

HB  148,  passed  by  the  1971  General  As- 
sembly of  Virginia,  amended  Section  32- 
137  of  the  Code  of  Virginia  (1950);  as 
follows  (Amendment  in  italics)  : 

Be  it  enacted  by  the  General  Assembly 
of  Virginia: 

1.  That  Section  32-137,  as  amended, 
of  the  Code  of  Virginia  be  amended 
and  reenacted  as  follows: 

Section  32-137.  Authority  to  con- 
sent to  surgical  and  medical  treatment 
of  certain  persons  under  age. — When- 
ever any  person  who  is  under  twenty- 
one  years  of  age  and  who  has  been 
separated  from  the  custody  of  his  par- 
ent or  guardian  is  in  need  of  surgical 
or  medical  treatment,  authority,  com- 
mensurate with  that  of  a parent  in 
like  cases,  is  conferred,  for  the  purpose 
of  giving  consent  to  such  surgical  or 
medical  treatment,  as  follows: 

(1)  Upon  judges  and  trial  justices 
with  respect  to  children  whose  cus- 
tody is  within  the  control  of  their 
respective  courts. 

(2)  Upon  the  Commissioner  of 
Public  Welfare  with  respect  to  any 
ward  of  the  Board  of  Welfare  and 
Institutions. 

(3)  Upon  the  principal  executive 
officers  of  State  institutions  with  re- 
spect to  the  wards  of  such  institutions. 

(4)  Upon  the  principal  executive 
officer  of  any  other  institution  or 
agency  legally  qualified  to  receive 
children  for  care  and  maintenance 
separated  from  their  parents  or  guar- 
dians, with  respect  to  any  child  whose 
custody  is  within  the  control  of  such 
institution  or  agency. 

( 5 )  Any  person  eighteen  years  or 
older  who  has  been  separated  from  the 


custody  of  his  parent  or  guardian,  and 
whose  custody  is  not  within  the  con- 
trol of  the  courts  or  institutions  here- 
inabove enumerated,  who  is  in  need 
of  surgical  or  medical  treatment  may 
consent  to  such  surgical  or  medical 
treatment. 

(6)  Any  person  standing  in  loco 
parentis,  conservator  or  custodian, 
for  his  ward  or  other  charge  under 
disability. 

Any  person  under  the  age  of  twen- 
ty-one years  may  consent  to  medical 
or  health  services  needed  to  determine 
the  presence  of  or  to  treat  venereal 
disease,  or  any  infectious  or  contagious 
diseases  reportable  tinder  the  laws  of 
the  Commonwealth  of  Virginia. 

(7)  Except  as  otherwise  provided  in 
Section  18.1-62.1  (2)(e),  any  person 
under  the  age  of  twenty-one  years 
may  consent  to  medical  or  health  serv- 
ices needed  in  the  care,  treatment,  or 
rehabilitation  of  drug  addicts,  or  re- 
quired in  case  of  birth  control,  preg- 
nancy and  family  planning. 

Whenever  the  consent  of  the  par- 
ent or  guardian  of  any  person  who  is 
under  twenty-one  years  of  age  and 
who  is  in  need  of  surgical  or  medical 
treatment  is  unobtainable  because 
such  parent  or  guardian  is  not  a resi- 
dent of  this  State  or  his  whereabouts 
is  unknown  or  cannot  be  consulted 
with  promptness,  reasonable  under 
the  circumstances,  authority,  com- 
mensurate with  that  of  a parent  in 
like  cases,  is  conferred,  for  the  pur- 
pose of  giving  consent  to  such  surgi- 
cal or  medical  treatment,  upon  judges 
of  juvenile  and  domestic  relations 
courts. 

2.  An  emergency  exists  and  this  act 
is  in  force  from  its  passage. 
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HB  148  had  an  emergency  clause  which 
made  it  effective  on  date  of  the  Governor’s 
signature,  March  16,  1971. 

Following  passage  of  this  legislation,  the 
office  of  the  State  Health  Commissioner  re- 
ceived many  inquiries  relating  to  authority 
to  consent  to  surgical  and  medical  treatment 
of  certain  persons  under  age.  On  April  28, 
1971,  the  State  Health  Commissioner  re- 
quested a formal  opinion  of  the  Attorney 
General  on  the  following  question: 

"Does  Section  32-137  of  the  Code 
permit  any  minor  under  twenty-one 
years  of  age  without  parental  consent, 
to  validly  consent  to  medical  or  health 
services  required  or  needed  in  con- 
nection with  the  care  and  treatment 
of  venereal  disease,  birth  control, 
pregnancy  and  family  planning?” 

On  April  28,  1971,  the  Attorney  General 
replied  to  the  State  Health  Commissioner  in 
pertinent  part  as  follows: 

".  . . .,  in  my  opinion,  with  the 
exception  of  abortion,  any  mentally 
competent  person,  regardless  of  age, 
marital  status,  or  emancipation  can 


validly  consent  to  any  medical,  sur- 
gical, or  health  services  needed  or  re- 
quired in  those  categories  which  are 
enumerated  in  the  statute  and  the 
consent  of  the  parent,  guardian,  or 
other  person  standing  in  loco  paren- 
tis is  unnecessary.” 

In  summary,  consent  for  general  medical 
and  surgical  treatment  is  required  for  those 
under  twenty-one  who  are  separated  from 
their  parents  and  are  wards  of  court,  Wel- 
fare Department,  etc.,  as  described  under 
subsection  (1)  (2)  (3)  (4)  and  (6)  above. 
A person  over  eighteen  years  of  age,  sep- 
arated from  his  parents,  but  not  under  the 
jurisdiction  of  a court,  etc.,  may  give  his 
own  consent  to  general  medical  or  surgical 
treatment,  subsection  (4). 

However,  any  person  under  age  twenty- 
one  may  give  his  own  consent  for  care  and 
treatment  of  venereal  disease,  or  any  infec- 
tious or  contagious  diseases  reported  under 
the  laws  of  Virginia,  drug  addiction,  birth 
control,  pregnancy,  and  family  planning; 
status  as  ward  of  court,  etc.,  does  not  apply 
for  the  five  conditions  enumerated  in  the 
1971  amendment. 


Clinical  Center  Study  of  Patients  with  Eye  Changes  of  Graves’  Disease 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  active  and 
progressive  eye  changes  of  Graves’  disease, 
regardless  of  thyroid  status,  for  study  and 
treatment  by  the  Endocrinology  Service, 
National  Institute  of  Child  Health  and 
Human  Development,  at  the  Clinical  Cen- 
ter, National  Institutes  of  Health,  Bethesda, 
Maryland. 

Upon  completion  of  their  studies,  patients 


will  be  returned  to  the  care  of  the  referring 
physician  who  will  receive  a summary  of 
findings  with  recommendations  for  further 
therapy. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these 
studies  may  write  or  telephone:  Dr.  Peter 
O.  Kohler  or  Dr.  Griff  T.  Ross,  Clinical 
Center,  Room  1 0B-09,  National  Institutes 
of  Health,  Bethesda,  Maryland  20014.  Tel- 
ephone: 301-496-4686. 
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Woman’s  Auxiliary.... 


President Mrs.  Reuben  F.  Simms 

President-Elect  Mrs.  David  B.  Hill 

First  Vice-President  Mrs.  Harold  Williams 

Second  Vice-President  Mrs.  L.  C.  Strong 

Third  Vice-President Mrs.  William  Reardon 

Recording  Secretary  Mrs.  Donald  Fletcher 

Corresponding  Secretary  Mrs.  Elliott  Oglesby 

Treasurer  Mrs.  Hans  Klapproth 

Publicity  Mrs.  C.  Leon  Jennings,  Jr. 

Biography  of  Convention  Guest 

An  energetic  determination  for  progress, 
a vital  interest  in  the  health  and  health  care 
of  the  American  people,  a great  pride  in  her 
family  and  a warm  enthusiasm  for  whatever 
task  or  project  confronts  her,  these  are  the 
trademarks  of  Mrs.  G.  Prentiss  Lee,  newly 
elected  president  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association. 

Mrs.  Lee — who  prefers  to  be  known  as 
Patty — has  been  an  auxiliary  member  since 
1954.  She  is  progressive,  yet  remains  stead- 
fast in  her  idea  of  the  ultimate  goal  of  the 
organization  she  leads — each  member  should 
be  dedicated  to  the  betterment  of  health  in 
her  community. 

"Almost  all  the  big  problems  concerning 
Americans  today  are  related  to  health,  either 
directly  or  indirectly,”  she  points  out,  "and 
the  auxiliary’s  90,000  members  across  the 
land  are  tackling  these  problems  in  many 
ways.”  Bringing  the  auxiliary  into  step  with 
changing  times,  she  has  instituted  a restruc- 
turing of  program  extension  committees  to 
include  such  pertinent  areas  as  environmen- 
tal health  and  pollution. 

Her  election  to  the  organization’s  top  post 
comes  after  involvement  in  all  levels  of 
auxiliary  work.  She  has  been  national  first 
vice  president,  western  regional  vice  presi- 
dent and  finance  chairman;  and  has  served 
her  state  and  county  auxiliaries  as  chairman 
of  many  different  committees,  as  well  as  be- 
ing president  of  both.  She  is  an  honorary 


member  of  the  Oregon  state  auxiliary. 

Born  Patricia  Alison  Brownell  in  Port- 
land, Ore.,  Mrs.  Lee  attended  Reed  College 
where  she  received  a B.A.  with  majors  in 
sociology  and  education.  Following  gradu- 
ation, she  worked  as  a recreation  specialist 
for  the  Portland  Park  Bureau,  a personnel 
supervisor  for  the  WAVES  (U.S.N.R.) 
and  an  instructor  of  health  and  physical 
education  at  Portland’s  Jefferson  High 
School  and  Reed  College,  where  she  also  was 
head  of  the  department. 

In  1949,  she  married — to  G.  Prentiss  Lee, 
a general  surgeon,  whom  she  met,  as  the  puts 
it,  by  a stroke  of  good  luck.  'He  is  a Reed 
graduate  and  a skier,”  she  explains,  "and  all 
the  skiers  went  folk  dancing  during  the 
week  and  skiing  on  weekends.  I had  lost  my 
badminton  match  in  the  state  tournament, 
and  went  folk  dancing  for  a change.  What 
luck!” 

Mrs.  Lee  speaks  with  pride  of  her  three 
children:  Gilbert,  Gary  and  Granville.  Fam- 
ily togetherness  is  of  utmost  importance  to 
Mrs.  Lee,  providing  her  with  great  pleasure, 
as  well  as  a lot  of  work,  especially  consider- 
ing the  fact  that  she  has  done  (and  still 
does)  all  of  her  own  housework.  But  from 
the  delight  with  which  she  speaks  of  her 
family,  it’s  all  been  worth  it.  As  she  puts 
it,  "I  haven’t  been  honored  by  the  mayor 
or  governor  nor  selected  Woman  of  the 
Year,  but  I’ve  received  many  wonderful 
commendatory  letters  for  all  my  activities. 
But  at  the  moment,  I am  proudest  of  the 
accomplishments  of  my  boys  and  am  bask- 
ing in  their  publicity  and  glory.” 

Many  on  the  long  list  of  civic  activities 
in  which  she  has  participated  reflect  her  love 
for  her  family — she  has  been  president  of 
the  high  school  PTA,  held  positions  in  the 
pre-school  and  lower  school  parents  group 
and  was  a winner  of  a Booster  award  in 
1968.  Mrs.  Lee  also  helped  organize  par- 
ent education  classes  in  the  public  school 
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adult  education  division  and  served  as  a dis- 
cussion leader  for  several  years.  Other  ac- 
tivities shed  light  on  the  variety  of  her 
interests — work  with  the  Committee  on 
Volunteer  Services  of  the  Oregon  State 
Board  of  Health  (for  which  she  helped  write 
the  Volunteer  Services  Manual) , the  Oregon 
Museum  of  Science  and  Industry  Woman’s 
Committee,  the  Portland  Metropolitan 
Women’s  Republican  Club  (of  which  she 
was  president)  and  the  YWCA  board  of 
directors.  She  also  gave  years  of  service  on 
the  Health  Agencies  Review  Committee  for 
the  Portland  Community  Council.  She  is 
a member  of  the  PEO. 

One  interesting  facet  among  her  "extra- 
curricular” activities  is  her  active  role  in 
the  development  of  the  commercial  holly 
industry.  She  grew  up  in  the  business,  learn- 
ing first-hand  from  her  father,  who  has 
devoted  more  than  half  a century  in  building 
the  nationally  known  Brownell  Holly  Farms 
near  Portland. 

1971  Annual  Convention  of  WA-AMA 

The  1971  Annual  Convention  of  the 
Woman’s  Auxiliary  to  the  American  Medi- 
cal Association  met  in  Atlantic  City.  Pre- 
siding over  the  House  of  Delegates  was  Mrs. 
R.  C.  L.  Robertson  of  Houston,  Texas,  the 
President  1970-71. 

The  opening  keynote  address  was  given 
by  Walter  H.  Johnson,  Jr.,  chairman  of  the 
board  of  Myers  Infoplan  International.  He 
challenged  the  auxiliary  members  "to  be 
yourself ”.  One  of  the  tasks  the  auxiliary 
members  can  undertake  will  be  to  communi- 
cate and  to  explain  to  citizens  the  various 
programs  in  health  care. 

At  the  luncheon,  Mrs.  Robertson  pre- 
sented a check  of  $550,927  to  John  M.  Che- 
nault,  M.D.,  AMA-ERF  President.  The 
funds  were  collected  through  a variety  of 
projects  by  national,  state  and  local  aux- 
iliaries from  June  30,  1970  to  May  31,  1971. 
In  recognition  of  auxiliary  accomplish- 
ments, Dr.  Chenault  presented  awards.  Vir- 
ginia was  recipient  of  an  AMA-ERF  award 


for  having  made  the  greatest  increase  in 
contributions  over  the  previous  year  in  the 
Eastern  Region. 

On  Tuesday,  National  board  members  of 
the  Woman’s  Auxiliary  and  state  presidents 
heard  President  Nixon  call  drugs  "No.  1 
enemy”.  He  emphasized  "an  all-out  battle 
against  the  drug  menace  and  in  educating 
the  young  people  of  this  country  about  it”. 

National  past  presidents,  honorary  mem- 
bers, and  state  presidents  were  honored  at 
a luncheon  following  President  Nixon’s  ad- 
dress. The  guest  speaker  was  Mrs.  Patricia 
Rielly  Hitt,  assistant  secretary  for  commu- 
nity field  services  of  the  Department  of 
Health,  Education  and  Welfare.  A special 
orchid  was  given  to  Alexandria,  Virginia, 
for  their  resource  book  on  drugs.  The  aux- 
iliary members  have  compiled  a 200-page 
looseleaf  book  covering  a variety  of  facts 
relating  to  drugs.  It  is  thought  to  be  the 
only  drug  resource  book  of  its  kind  for  use 
in  Kindergarten  through  12th  grade. 

Another  highlight  of  the  June  20-24 
meeting  was  the  "Show  and  Tell”  exhibits. 
Norfolk  Auxiliary  presented  their  local 
winner  which  showed  the  effects  of  diet  on 
physical  fitness. 

In  the  State  Presidents’  reports,  we  were 
proud  to  hear  Mrs.  Reuben  Simms  of  Vir- 
ginia report  on  the  Medical-Community 
Action  Program,  now  in  operation  in  Fair- 
fax County.  Medical  care  is  being  provided 
for  families  who  are  unable  to  pay  for  med- 
ical services  and  who  are  not  eligible  for 
welfare  aid. 

Mrs.  Simms  also  served  on  the  National 
Resolution  Committee. 

The  1971  Convention  has  acquired  the 
reputation  as  "a  red  hot  convention”.  Dur- 
ing one  of  the  sessions,  a fire  occurred  in 
the  adjoining  room.  It  was  soon  extin- 
guished, but  not  before  the  delegates  were 
engulfed  in  smoke.  The  National  Courtesy 
Chairman  stole  the  show  by  staging  a hilari- 
ous fire  drill.  Our  State  President,  Mrs. 
Simms,  was  a member  of  the  color  guard 
who  helped  to  rescue  Mrs.  O’Leary’s  cow 
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Adolescence 


[?  Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 

stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  Bu, 

protective  quantities  of 
potassium,  in  a palatable  and 
P readily  assimilated  form. 

I II 

Postopera  tlvely 

St*  v 


Supplied  in  bottles  of  2 or  6 fluidounces. 

Dosage  is  1 teaspoonful  two  or  three  times 
daily ; two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 


Debili 

gastroi 

conditi 


Still  serving... 


Mi  I town 

(meprobamate) 

WALLACE  PHARMACEUTICALS  fijN 
Cranbury.  N.J.  08512 


Norgesic... provides  effective  analgesia  and  relief  of  associated  muscle  spas 

Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyl 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck,  Norgesic  is  also  contraindicated  in  pati 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  , 
ommended  that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon®). 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazar 
the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established;  therefore,  the  physician  must  weigh 
benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should  also  be  used  with  caution  in  patients  with  tachyca  ' 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  Tl f 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  increased  intraoc 1 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequc, 
an  elderly  patient  may  experience  some  degree  of  confusion.  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  Tl 
mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  1 1 
reported.  No  causal  relationship  has  been  established.  Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily. 


during  the  fire  and  presented  the  cow  to 
Mrs.  Robertson. 

Other  reports  were  of  great  interest.  For 
instance,  AMPAC  Chairman  asked,  "Are  all 
the  physicians  and  wives  registered  voters 
in  your  county?”  WA-SAMA’s  report  was 
one  of  new  enthusiasm  and  refreshing  ideas. 
Again  and  again,  the  leaders  expressed  their 
desire  for  100,000  members  for  the  aux- 
iliary’s 50th  Anniversary.  Great  plans  are 
under  way  for  the  50th  Anniversary  Cele- 
bration to  be  held  in  San  Fancisco  on  June 
18-22,  1972. 

In  her  inaugural  address,  the  48th  Presi- 
dent of  the  National  Auxiliary,  Mrs.  G. 
Prentiss  Lee  of  Portland,  Oregon,  said  that 
in  1971-72  we  shall  "be  looking  boldly  into 
the  future  as  leaders  in  health”. 

The  delegates  who  attended  the  1971 
Convention  in  Atlantic  City  from  Virginia 
were:  Mrs.  Reuben  F.  Simms,  President, 
Richmond;  Mrs.  David  Hill,  President- 
elect, Lynchburg;  Mrs.  James  Moss,  Alex- 
andria; Mrs.  W.  Linwood  Ball,  Mrs.  Levi 
W.  Hulley,  and  Mrs.  David  Pecora  of  Rich- 
mond. 

Virginia  alternates  were:  Mrs.  Ira  D. 
Godwin  and  Mrs.  Carl  Cremin  of  Fairfax. 

Mrs.  David  Pecora 

Legislative  Report 

The  1971  session  of  the  General  Assembly 
was  called  for  two  prime  purposes:  to  im- 
plement the  revised  state  constitution  ap- 
proved by  Virginia  voters  in  November 
1970  and  to  re-draw  the  lines  of  the  State’s 
legislative  and  congressional  districts.  The 
Assembly  re-drew  the  lines  of  the  state’s 
10  congressional  districts  to  conform  with 
the  findings  of  the  1970  census. 

Legislators  passed  a measure  which  for  the 


first  time  in  Virginia  places  controls  on  the 
Sale  and  Possessions  of  paraphernalia  related 
to  the  illegal  use  of  drugs. 

The  new  constitution  went  into  effect  on 
July  1,  1971. 

Listed  are  a few  specifics: 

I.  Education: 

The  new  constitution  places  a man- 
date upon  the  General  Assembly  to 
provide  for  a system  of  free  public 
elementary  and  secondary  schools 
throughout  the  Commonwealth. 

The  effect  of  the  new  education  ar- 
ticle should  be  especially  marked  in 
the  poorest  and  most  rural  areas  of 
the  State.  The  Assembly  will  have 
the  duty  to  put  up  the  sufficient 
funds  to  meet  the  standards  it  has 
set  to  those  localities  lacking  re- 
sources to  do  the  job  themselves. 

II.  Environmental: 

A public  policy  of  the  State  will 
provide  protection  of  its  atmosphere, 
lands,  and  waters  from  pollution,  im- 
pairment or  destruction,  for  the  ben- 
efit and  welfare  of  its  people. 

III.  Consumer: 

Another  new  provision  enlarges  the 
State’s  capacity  to  issue  bonds  to  fi- 
nance Capitol  projects  such  as  new 
colleges  and  hospital  building,  sub- 
ject to  public  referendum. 

Under  the  new  constitution  the  assembly 
will  meet  annually. 

Nancy  W.  Baker 
(Mrs.  Wallace  Baker) 
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Editorial . . . . 


HEW  Reaches  New  Low 

HP  HE  FANTASTIC  ARROGANCE  of  the  Department  of  Health, 
■*-  Education  and  Welfare  under  Secretary  Elliot  L.  Richardson  never 
ceases  to  amaze  but  an  article  in  The  New  York  Times  on  August  17  sets 
a new  record.  The  latest  absurdity  appeared  in  a 2 50-page  report  pre- 
pared under  the  Health  Improvement  Training  Act  of  1970  "identifying 
the  major  problems  associated  with  licensure,  certification  and  other  qual- 
ification for  practice  and  employment  of  health  personnel”  and  recently 
submitted  to  Congress. 

Excerpts  of  the  article,  which  was  written  by  Roland  J.  Wylie,  a law- 
yer and  Harris  S.  Cohen,  a political  scientist  of  the  Political  and  Legal 
Branch  of  the  Health  Services  and  Mental  Health  Administration,  are 
worthy  of  especial  note.  The  italics  are  ours;  the  typographical  errors 
are  The  Neiv  York  Times9. 

"The  report  calls  for  a two-year  moratorium  on  all  new  licensing 
laws,  for  more  national  standards  for  credentialing,  more  stringent  stand- 
ards for  renewal  of  licenses  and  for  representation  of  health  consumers 
on  licensing  boards.  Licensing  was  originally  intended  to  protect  the 
public  from  dishonest  and  incompetent  practitioners.  Current  licensing 
practices  may  obtain  an  additional  result;  they  limit  the  number  of  prac- 
titioners by  imposing  unnecessarily  difficult  requirements  as  conditions 
for  acquiring  a license.” 

"Furthermore,  licensure  qualifications  are  set  generally,  by  the  profes- 
sions themselves;  and  professional  control  is  maintained  through  boards 
of  examiners  composed  off  (sic)  or  dominated  by  the  professional  prac- 
titioners. Thus,  licensure  may  mean  only  that  licensed  practitioners  meet 
the  standards  set  by  their  own  profession ; it  does  not  necessarily  mean 
that  the  state  has  evaluated  the  profession’s  standards  and  has  approved 
these  standards  as  being  valuable  to  society .” 

"At  the  same  time  there  are  estimates  of  shortages  in  all  categories  of 
health  personnel.  There  are  persons  with  training  or  experience  who 
cannot  (sic)  jobs  because  their  credentials  do  not  qualify  them  for  licen- 
ses and  duties  to  perform  in  the  health  field.  The  physician’s  assitant 
(sic)  is  an  example.  The  wrker  (sic)  would  perform  duties  delegated 
to  him  by  a practicing  physician,  who  would  serve  as  his  supervisor.  Some 
educators  and  laivyers  feel  that  he  would  be  much  more  useful  if  his  duties 
were  not  rigidly  defined  by  license  standards.  The  report’s  first  recom- 
mendation takes  the  suggestion  of  several  groups  and  calls  on  states  to 
observe  a two-year  moratorium  on  ligislation  (sic)  that  would  establish 
new  categories  of  health  personnel  with  duties  defined  by  statute. 

"At  the  same  time,  the  report  recommends  that  states  expand  their 
health  practices  acts  to  allow  licensed  personnel  to  delegate  duties  to  oters 
(sic) . It  is  through  this  mechanism  that  some  states  have  legislated  the 
physicians  assistnat  (sic)  into  existnece  (sic).” 
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"The  last  recommendation  asks  for  the  establishment  of  demonstrations 
project  of  'institutional  licensure’.  This  concept,  developed  by  Nathan 
Hershey  of  the  University  of  Pittsburgh  Health  Law  Center,  is  based  on 
the  theory  that  only  solo  practitioners  need  licenses.  Employes  of  health 
institutions  would  be  licensed  by  the  employer.  'The  time  for  talk  about 
updating  licensing  laws  is  long  past,’  said  Ruth  Roemer,  an  associate  re- 
searcher in  health  laic  at  the  Institute  of  Government  and  Public  Affairs 
at  the  University  of  California,  Los  Angeles. 

''This  report  provides  sound  guidelines  for  increasing  the  supply  of 
critically  short  health  manpower,  for  assuring  high  quality  of  personnel 
and  protecting  the  public  and  for  enabling  every  health  worker  to  func- 
tion at  his  maximum  level  of  competence .” 

It  should  be  noted  that  not  a physician  was  mentioned  as  having  par- 
ticipated in  gathering  data,  or  the  preparation  of  material,  for  this  article. 
This  should  make  us  all  feel  a little  proud.  But  to  recapitulate,  this  jolly 
quartet  that  now  plans  to  ''increase  the  quality  of  (medical)  care”  con- 
sists of  attorney  Roland  Wylie,  political  scientist  Harris  Cohen  and 
''health  lawyers”  (whatever  that  may  be)  Nathan  Hershey  and  Ruth 
Roemer.  It  is  surprising  that  no  physician  in  the  State  of  Virginia  who 
may  have  discovered  this  gem  in  The  New  York  Times  thought  it  of 
sufficient  significance  to  forward  the  clipping  to  the  Virginia  Medical 
Monthly. 

Dr.  Wilhelm  Moll,  Director  of  the  Medical  Library  at  the  University 
of  Virginia,  and  a Doctor  of  Law  sent  this  to  the  journal.  He  expressed 
himself  as  ''outraged  by  the  language  and  concept  underlying  this  report.” 
Dr.  Moll,  who  is  a keen  student  and  outstanding  teacher  of  medical  his- 
tory, in  addition  to  his  duties  in  the  library,  pointed  out  ''from  a his- 
torical perspective,  the  medical  profession  in  this  country  has  had  a hard 
and  long  uphill  fight  to  cleanse  the  profession  of  charlatans,  quacks,  and 
other  half-baked  practitioners.  Throughout  the  19th  and  early  part  of 
the  20th  centuries  . . . the  AMA  fought  for  improved  standards  of  licens- 
ing and  medical  education.”  Dr.  Moll  further  stated,  "To  transfer  these 
powers  (to  license)  to  rthe  state ’ (which  presumably  means  the  Federal 
government,  although  this  is  not  specifically  spelled  out)  on  the  basis 
of  some  nebulous  concept  of  what  is  'valuable  to  society’  would  be  com- 
pletely at  variance  with  these  Anglo-American  concepts  which  form  the 
foundation  of  the  American  system  of  government.  The  notion  that  the 
Federal  government  should  set  standards  for  admission  to  professional 
activities  also  runs  counter  to  the  whole  idea  of  voluntary  co-operation 
among  state  licensing  agencies  and  physicians  which  have  led  to  the 
organization  of  the  National  Confederation  of  State  Medical  Examining 
and  Licensing  Boards  (1891)  and  to  the  founding  of  the  National  Board 
of  Medical  Examiners  (1915).” 

It  is  regrettable  that  more  lawyers  and  physicians  do  not  feel  and  act 
as  Dr.  Moll  did  in  this  matter.  Perhaps  we  are  all  becoming  brain-washed 
by  the  propaganda  emanating  from  Washington. 


H.  J.  W. 
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News 


Calendar  of  Events 

The  Medical  Society  of  Virginia — Annual  Meeting — Marriott  Twin  Bridges 
Motor  Hotel — Arlington — October  14-17,  1971. 

American  Academy  of  Clinical  Toxicology — Annual  Meeting — Marriott  City- 
Line  Motel — Philadelphia,  Pennsylvania — October  19-23,  1971. 

Radiology  and  Nuclear  Medicine  Symposium — Department  of  Radiology,  Me- 
morial Hospital,  Danville,  and  Department  of  Radiology,  Duke  University  Med- 
ical Center,  Durham,  N.  C. — Nurses  Auditorium,  Memorial  Hospital — Danville 
—October  20-22,  1971. 

American  Cancer  Society,  Virginia  Division — Annual  Meeting — Hotel  Roanoke 
— Roanoke — October  21-22,  1971. 

Emergency  Care  and  Rescue  Procedures — Seminar  sponsored  by  Virginia  Asso- 
ciation of  Rescue  Squads  and  Department  of  Continuing  Education,  Medical  Col- 
lege of  Virginia — MCV — October  30,  1971. 

Southern  Medical  Association— Annual  Meeting — Hotel  Fontainbleau — Miami 
Beach,  Florida — November  1-4,.  1971. 

Current  Concepts  of  Clinical  Infectious  Diseases — Postgraduate  Course  spon- 
sored by  the  American  College  of  Physicians — University  of  Virginia  School  of 
Medicine — Charlottesville — November  3-5,  1971. 

“Exercise  and  the  Heart” — Symposium  sponsored  by  President’s  Council  on  Phys- 
ical Fitness  and  Sports,,  AMA,  Pennsylvania  Medical  Society  and  Pennsylvania 
Heart  Association — Host  Farm  Resort  Motel — Lancaster,  Pennsylvania — No- 
vember 8,  1971. 

Virginia  Hospital  Association — Annual  Meeting — Williamsburg — November  11- 
12,  1971. 

Pediatric  Infectious  Disease — A Postgraduate  course  sponsored  by  University  of 
Virginia  School  of  Medicine — Charlottesville — November  12-13,  1971. 

American  Medical  Association — Clinical  Session — New  Orleans,  Louisiana — No- 
vember 28-December  1,  1971. 

McGuire  Lecture  Series — “Advances  in  Reproduction” — Sponsored  by  Depart- 
ment of  Obstetrics  and  Gynecology  and  Department  of  Continuing  Education, 
Medical  College  of  Virginia — Baruch  Auditorium,  Medical  College  of  Virginia 
— December  2-3,  1971. 

Ware  Residence  Program — A Postgraduate  course  in  Obstetrics  and  Gynecology — 
Medical  College  of  Virginia — Richmond — December  3,  1971. 

Virginia  Board  of  Medical  Examiners — Richmond — December  11-17,  1971. 

Stoneburner  Lecture  Series — “What  Is  New  in  Anesthesiology” — Sponsored  by 
the  Department  of  Anesthesiology  and  Department  of  Continuing  Education, 
Medical  College  of  Virginia — Baruch  Auditorium,  Medical  College  of  Virginia — 
February  25-26,  1972. 

^ ^ ^ ^ ^ ^ 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and  pro- 
grams of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised  of  any 

meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid  conflicts  but 

also  provide  helpful  information  on  opportunities  for  continuing  education. 
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New  Members 

The  following  doctors  were  received  into 
membership  in  The  Medical  Society  of  Vir- 
ginia during  the  month  of  August: 

Gerald  Joseph  Bechamps,  M.D., 
Winchester 

Silas  Odell  Binns,  M.D.,  Newport  News 
Robert  Francis  Byrne,  M.D., 

Virginia  Beach 

Henry  Grady  Carter,  M.D.,  Norfolk 
Giovanni  Costa,  M.D.,  Richmond 
Charles  Stanley  Davis,  Jr.,  M.D., 

Virginia  Beach 

John  David  Farrell,  M.D.,  Reston 
Raymond  Foust  Ford,  M.D., 
Charlottesville 

James  Turner  Hamlin,  III,  M.D., 
Charlottesville 

William  George  Harshaw,  M.D., 

Falls  Church 

Robert  John  Heilen,  M.D.,  Falls  Church 
Else  Hillgard,  M.D.,  Williamsburg 
George  Adams  Hurt,  M.D.,  Lynchburg 
Mary  Winburn  Hyde,  M.D.,  Leesburg 
Alan  H.  Jaffe,  M.D.,  Norfolk 
Harry  Walthall  Jarrett,  M.D.,  Norfolk 
William  Thomas  Johnson,  M.D., 

Virginia  Beach 

Martin  E.  Lederman,  M.D.,  McLean 
Robert  Thomas  Manning,  M.D.,  Norfolk 
Ray  Menendez,  M.D.,  Emporia 
Ralph  Eugene  Myrow,  M.D.,  McLean 
Carmen  Paul  Pascarosa,  M.D.,  Norfolk 
Vito  Anthony  Perriello,  M.D., 
Charlottesville 
Paul  William  Popish,  M.D., 

Newport  News 

Harlan  Dale  Sponaugle,  M.D., 
Portsmouth 

James  H.  Stafford,  M.D.,  Winchester 
John  McTeer  Stehlik,  M.D., 

Virginia  Beach 

Charles  F.  Stiegler,  M.D.,  Falls  Church 
Harry  Randolph  Tate,  M.D., 

Virginia  Beach 

Jagdish  S.  Teja,  M.D.,  Charlottesville 


Olmedo  E.  Villavicencio,  M.D., 
Annandale 

Preston  S.  Winesett,  M.D.,  Rocky  Mount 
Terry  Pickney  Yarbrough,  M.D., 
Portsmouth 

Orestes  S.  Zalis,  M.D.,  Richmond 

Lynchburg  Academy  of  Medicine. 

Effective  September,  new  officers  for  the 
Academy  are:  president,  Dr.  James  W. 
Stone,  vice-president,  Dr.  Robert  L.  Glenn 
and  secretary-treasurer,  Dr.  Frank  I.  Hobbs. 

Dr.  Moss  Again  Honored. 

Dr.  James  M.  Moss,  Alexandria,  president 
of  The  Medical  Society  of  Virginia,  was 
elected  to  honorary  membership  in  the  Dia- 
betes Society  of  Chile  on  August  6th,  and 
awarded  a Diploma  of  Corresponding  Mem- 
bership in  the  Academy  of  Medicine  of 
Guatemala  on  August  9th,  while  on  a 17- 
day  lecture  tour  of  Central  and  South 
America.  The  tour  included  lectures  and 
conferences  on  diabetes  in  Kingston,  Rio  de 
Janeiro,  Sao  Paulo,  Santiago  and  Guatemala 
City  and  was  sponsored  by  the  Education 
Fund  of  Pfizer  Latin  America.  Dr.  Moss 
is  also  president  of  the  Virginia  Diabetes 
Association. 

Associated  with  Dr.  Thomas. 

Dr.  J.  Warrick  Thomas,  Richmond,  an- 
nounces the  association  of  Dr.  Joseph  R. 
Vilseck,  Jr.,  with  The  Thomas  Clinic.  His 
practice  will  be  limited  to  allergy  and  inter- 
nal medicine  with  particular  attention  to 
the  pulmonary  and  auto-immune  diseases. 
Dr.  Vilseck  received  his  medical  degree  from 
the  University  of  West  Virginia. 

Burn  Symposium. 

The  second  annual  burn  symposium  of 
the  Norfolk  General  Hospital  will  be  held 
on  November  9 at  the  Public  Health  Audi- 
torium, beginning  at  9:00  A.M.  This  is 
sponsored  by  the  NGH  Burn  Center,  the 
Department  of  Plastic  Surgery  at  NGH  and 
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the  Norfolk  Public  Health  Service.  Guest 
participants  will  be  Dr.  John  Boswick,  sec- 
retary of  the  American  Burn  Association 
and  Director  of  the  Sumner  L.  Koch  Burn 
Unit  at  Cook  County  Hospital,  Chicago; 
Dr.  John  Moncrief,  Professor  of  Surgery, 
University  of  South  Carolina;  Dr.  John 
Constable,  Professor  of  Plastic  Surgery, 
Massachusetts  General  Hospital,  and  Direc- 
tor of  the  Shriners’  Burn  Hospital,  Boston; 
and  Dr.  Wilford  Inge,  U.  S.  Army  Institute 
of  Surgical  Research,  Brooke  Army  Medical 
Center,  Fort  Sam  Houston. 

After  a luncheon  at  Norfolk  General  Hos- 
pital, there  will  be  a clinical  panel  in  the 
A-Wing  Conference  Room. 

Further  information  may  be  obtained 
from  Richard  A.  Mladick,  M.D.,  Chairman 
of  Continuing  Education,  Norfolk  General 
Hospital,  600  Gresham  Drive,  Norfolk, 
Virginia  23  5 07. 

Abortion  Referral  Service 

In  the  State  of  Virginia,  law  prohibits 
any  group  or  individual  from  setting  up  a 
profit-making  abortion  Referral  Service  or 
from  advertising  such  services.  As  a result 
of  this  law  and  the  demand  for  such  services. 
The  Virginia  League  for  Planned  Parent- 
hood has,  by  default,  been  designated  and 
assumed  the  responsibility  for  making  refer- 
rals for  women  seeking  abortions.  The 
League,  through  specially  trained  volunteers, 
also  offers  abortion  counselling  services  when 
needed. 

Expenses  involved  in  abortion  referrals 
involve  such  things  as  cost  of  staff  time  to 
handle  referrals  and  special  trips  out-of- 
town  to  inspect  abortion  clinics.  Physicians 
on  the  Board  of  the  Virginia  League,  with 
the  League  Director,  have  already  made 
trips  to  Washington  and  New  York  City  to 
inspect  such  clinics  and  observe  procedures. 
As  a result  of  these  inspections  and  the  mon- 
itoring that  must  follow  the  League  is  able 
to  make  referrals  to  good,  fully  approved 
clinics  and  hospitals. 


In  Washington  a woman  under  twelve 
weeks  pregnant  can  get  a vacuum  aspiration 
abortion  for  $150.00.  If  she  is  18  or  over 
she  does  not  need  parental  consent  or  con- 
sent of  her  husband.  Approved  clinics  in 
New  York  City  will  abort  women  over 
twelve  weeks  for  around  $300  to  $3  5 0.  Most 
clinics  will  not  abort  a woman  over  twenty 
weeks  pregnant  although  a few  in  New 
York  will  perform  abortions  up  to  24 
weeks.  Of  course,  abortions  are  available  in 
the  State  of  Virginia  if  legal  requirements 
are  met. 

Physicians  who  would  like  information 
on  out-of-state  abortion  clinics  (Washing- 
ton and  New  York)  should  contact  their 
local  Planned  Parenthood  group.  If  no  local 
group  exists,  they  should  contact  the  Vir- 
ginia League  for  Planned  Parenthood,  2009 
Monument  Avenue,  Richmond,  Va.  23220 
or  telephone  Richmond,  3 5 8-4919. 

Florida  to  Issue  Medical  Licenses  by  En- 
dorsement 

Effective  September  1,  1971,  for  the  first 
time  in  history,  the  Board  of  Medical  Ex- 
aminers of  Florida  may  issue  licenses  by 
endorsement  to  practice  medicine  and  sur- 
gery in  Florida.  An  amendment  to  the 
Medical  Practice  Act  of  Florida,  enacted  by 
the  1971  legislature  allows  issuance  of  licen- 
ses by  endorsement  to  those  M.D.’s  who  have 
been  certified  by  the  National  Board  of 
Medical  Examiners  or  the  Federation  Li- 
censure Examination  (FLEX)  within  a 
period  of  eight  years  preceding  the  date  of 
application  for  licensure  by  endorsement. 
Since  the  effective  date  is  September  1,  1971, 
this  means  that  an  M.D.  must  have  been 
certified  by  the  National  Board  of  Medical 
Examiners  since  September  1,  1963,  in  order 
to  initially  be  eligible  for  licensure  by  en- 
dorsement. As  far  as  other  state  licensure 
examinations  are  concerned,  this  amend- 
ment only  applies  to  those  states  who  use 
the  Federation  Licensure  Examination 
(FLEX)  as  their  licensure  examination. 

In  the  case  of  foreign  medical  graduates, 
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SQUIBB 

'The  Priceless  Ingredient  of  every  prodm  t 
is  the  honor  and  integrity  of  its  maker.'1” 

S * * . d v*  , 

<0  E.P.  Squibb  & Sons,  Inc.  1970 


You  can't  fell  a redwood 
with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  Butwhen  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 

Theragrair 

High  Potency  Vitamin  Formula 

Theragran-M 

High  Potency  Vitamin  Formula  with  Minerals 
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PYOGENS 

□ smear  or  micro 
□'Culture 


II . ACID  FAST  BACILLI 
□ SMEAR  □ CULTURE 


A serious  infection . . . Pseudomonas,  confirmed 
by  pure  culture.  Fortunately,  the  strain  proves 
sensitive  to  carbenicillin  and  the  patient  is 
not  allergic  to  penicillins.  The  choice  is  clear:  Pyopen. 

Unlike  other  antibiotics  currently  available 
for  the  treatment  of  Gram-negative  sepsis, 

“here  are  no  reports  of  nephrotoxicity  or  • 
atotoxicity  with  Pyopen  therapy.  Its  effectiveness 
igainst  Ps.  aeruginosa  and  Proteus 
species  (particulary  indole-positive  strains) 
las  been  amply  confirmed  by  clinical  experience 
ind  microbiologic  studies. 

Pyopen  is  a product  of  Beecham,  the  com- 
jany  which  pioneered  most  of  today's  semi- 
ynthetic  penicillins.  Your  Beecham-Massengill 
epresentative  would  like  to  give  you  proof  of 
mr  dedication  to  the  concept  of  Total  Service. 


THE  TOTAL  SERVICE  CONCEPT : 
Beecham-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
Pyopen  Program  — offering  valuable  teaching- 
learning materials  and  an  added  measure  of 
personal  attention:  Gram-Negative  Sepsis,  a 
multimedia  presentation  by  leading  American 
medical  authorities. ..A  Profile  of  Pseudomonas, 
a monograph  for  the  clinical  microbiologist... 
24-hour  consultation  service  in  matters  relating 
to  carbenicillin  ( phone : 201-778-9000 ) . . . 
emergency  supply,  a novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-Massengill  Total  Service  Concept  see 
our  representative  or  write  to  us  directly. 


EECHAM-MASSENGILL  PHARMACEUTICALS 
iv.  of  Beecham  Inc. 
ristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indication*:  Primarily  for  treat- 
ment of  infections  due  to  susceptible  strains  of  Pseudomonas  aeru- 
ginosa. Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli.  Clinical  effectiveness  has  been  demon- 
strated in  the  following  infections  when  due  to  these  organisms 
Urinary  tract  infections,  severe  systemic  infections  and  septicemia 
acute  and  chronic  respiratory  infections  (while  clinical  improvement 
has  been  shown,  bacteriologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis),  soft  tissue  in- 
fections Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri- 
marily in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions).  Note:  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms  Actions:  Organisms 
found  to  be  susceptible  in  vitro  include  Gram-Negative  Orgamsms- 
Ps.  aeruginosa.  Proteus  mirabihs,  Pr.  morganii,  Pr  rettgeri,  Pr.  vul- 
garis. E.  coli.  Enterobacter  species.  Salmonella  species.  Hemophilus 
influenzae,  and  Neisseria  species  Gram-Positive  Organisms-Sfaph- 
ylococcus  aureus  (nonpenicillmase-producing).  Staph,  albus.  Diplo- 
coccus  pneumoniae.  Beta-hemolytic  streptococci,  and  Strepto- 
coccus taecalis.  Some  newly  emerging  pathogenic  strains  of 
Herellea.  Mima,  Citrobacter.  and  Serratia  have  also  shown  in  vitro 
susceptibility.  Not  stable  in  the  presence  of  penicillinase  Klebsiella 
species  are  resistant  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly  Contraindications:  Known  penicillin  allergy. 
Warnings:  Serious  and  occasional  fatal  hypersensitivity  (anaphy- 
lactic) reactions  have  been  reported  in  patients  on  penicillin  therapy 
These  reactions  are  more  apt  to  occur  in  individuals  with  a history 
of  sensitivity  to  multiple  allergens.  There  have  been  reports  of  indi- 
viduals with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin  Before  therapy  with  a penicillin,  careful  in- 
quiry should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis- 
continuance of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available  Usage  in 
Pregnancy:  Safety  for  use  in  pregnancy  has  not  been  established 
Precautions:  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superinfection,  should  be  kept  in  mind 
Each  gram  contains  4.7  mEq  sodium,  in  patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations  If  bleeding  mani- 
festations appear,  discontinue  antibiotic  and  institute  appropriate 
therapy.  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a hypersensitive  individual  Administration:  Intramuscular  injec- 
tions should  be  made  well  within  the  body  of  a relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
is  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel. 
May  be  given  by  either  intravenous  injection  or  intravenous  infusion 
After  reconstitution  with  Sterile  Water  for  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  if  refrigerated  Adverse  Reactions:  Hypersensitivity 
Reactions- Skin  rashes,  eosinophilia.  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions.  Gastrointestinal  Disturbances  - Nausea 
Hemic  and  Lymphatic  Systems- Hemolytic  anemia,  thrombocyto- 
penia, leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  -gm/day).  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time  Hepatic  and  Renal  Studies- SGOT  and  SGPT  elevations  have 
been  observed,  particularly  in  children  To  date,  no  clinical  mani- 
festations of  renal  disorders  have  been  demonstrated  Central  Nerv- 
ous Sysfem-Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels.  Local  Reactions  — Pain  at  the 
site  of  injection,  sometimes  accompanied  by  mdufation.  Vein  Irri- 
tation and  Thrombophlebitis- particularly  when  undiluted  solution 
is  injected  directly  into  the  vein  How  Supplied:  Available  in  f Gm. 
and  5 Gm.  vials. 

Before  prescribing  or  administering,  see  package  circular  or  PDR 


Additional  information  available  to  the  profession  on  request. 

Ell  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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this  does  not  eliminate  the  requirement  that 
the  M.D.  have  papers  of  first  intention  of 
citizenship  and  a minimum  of  one  year’s 
residency  in  the  United  States  and  the  Edu- 
cational Council  for  Foreign  Medical  Grad- 
uates Certificate  of  proficiency.  A very 
important  feature  of  the  amendment  is  the 
provision  that  a physician  who  receives  a 
license  by  endorsement  in  Florida  must  prac- 
tice in  the  state  within  a period  of  three 
years  for  a minimum  period  of  one  year.  If 
he  does  not  do  this  the  license  will  become 
null  and  void.  Service  in  the  armed  forces 
is  exempt  during  these  three  years,  but  in- 
ternship or  residency  time  is  not  exempt. 

Emergency  Room  Physician  Wanted. 

3 51-bed  community  hospital;  southwest 
Virginia  and  upper  east  Tennessee  area; 
Tennessee  license  required.  40  to  48  hours 
per  week,  minimum  guarantee  $30,000  an- 
nually plus  liberal  benefits.  Write  or  call 
Administrator,  Bristol  Memorial  Hospital, 
Bristol,  Tennessee  37620.  Phone  968-1121. 
( Adv .) 

General  Medical  Examiner  Needed 

To  provide  examinations  and  treatment 
in  Outpatient  Service  of  Hospital.  U.S. 
licensure  required.  868-bed  GM&S  Hospital 
affiliated  with  Medical  School.  Excellent 
retirement  and  leave  benefits.  Nondiscrim- 
ination in  employment.  Contact  Chief, 
Outpatient  Service,  VA  Hospital,  Rich- 
mond, Virginia  23219.  Telephone  703-233- 
963 1,  ext.  295.  {Adv.) 

Emergency  Room  Physician  Wanted. 

The  Richmond  Memorial  Hospital  Emer- 


gency Department  desires  an  experienced 
general  practitioner.  This  Department  has 
been  very  active  and  growing  since  its  incep- 
tion eight  years  ago.  Three  of  the  four 
original  members  have  been  continuously  in 
the  program.  Salary  negotiable  for  the  first 
two  years.  Thereafter  the  successful  appli- 
cant would  participate  in  our  incentive 
sharing  plan  of  income  division.  Contact 
Tony  Constant,  M.D.,  Richmond  Memorial 
Hospital,  1300  Westwood  Avenue,  Rich- 
mond 23227.  {Adv.) 

For  Rent  or  Sale. 

Modern  fully  equipped  office,  including 
records  availability,  in  Colonial  Heights. 
Lucrative  practice  for  general  practitioner, 
pediatrician,  or  internist.  Very  considerate 
patients,  necessitating  a rare  house  or  night 
call.  Reply  to  S.  C.  Boyce,  M.D.,  3303 
Boulevard,  Colonial  Heights,  Virginia 
23834.  Phone  526-3833  or  526-1464. 
{Adv.) 

For  Rent  or  Sale. 

Modern  air  conditioned  office  in  South 
Richmond,  Virginia.  Four  examining  rooms, 
waiting  room,  nurse’s  and/or  receptionist’s 
room,  two  bath  rooms,  lab  room,  fluoro 
room,  supply  rooms,  oil  heat  furnace  in 
basement.  Plenty  of  parking  space.  Suitable 
for  doctors,  lawyers,  etc.  Present  doctor 
tenant  will  soon  move  into  his  new  build- 
ing. Lucrative  area  and  considerate  patients. 
Should  be  available  in  late  fall  of  1971.  For 
information,  contact  R.  P.  Beckwith,  Jr., 
M.D.,  2801  Hey  Road,  Richmond,  Virginia 
23224.  Phone  276-5  830.  {Adv.) 
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Obituary . . 


Dr.  Frank  Stoddard  Johns, 

Richmond,  died  August  11,  after  a long 
illness.  He  was  eighty-six  years  of  age.  Dr. 
Johns  was  a graduate  of  the  Medical  College 
of  Virginia,  class  of  1913.  After  serving  his 
internship,  he  joined  the  staff  of  Johnston- 
Willis  Hospital  and  served  as  president  and 
chief  of  surgery  from  1946  until  his  re- 
tirement in  1965. 

Dr.  Johns  served  on  the  Board  of  Trustees 
of  Hampden-Sydney  College  from  1928  to 
1968  and  was  chairman  for  twenty  years. 
The  college  named  its  auditorium  for  him 
and  presented  him  with  two  honorary  de- 
grees— Doctor  of  Laws  and  Doctor  of 
Science. 

An  editorial  in  the  Richmond  Times  Dis- 
patch stated  "Dr.  Frank  Johns  not  only 
established  a notable  career  in  surgery,  but 
he  somehow  found  time  to  devote  his  re- 
markable abilities  to  his  college  and  his 
church.  His  service  to  Hampden-Sydney 
was  well  nigh  unparalleled,  and  should  be 
an  example  to  all.” 

Dr.  Johns  was  a past  president  of  the  Sea- 
board Air  Line  Railroad  Surgeons  Associa- 


tion, a fellow  and  governor  of  the  American 
College  of  Surgeons  and  a former  president 
of  the  Southern  Surgical  Association  and 
the  Tri-State  Medical  Association.  He  had 
been  an  active  member  of  The  Medical  So- 
ciety of  Virginia  since  1916.  Dr.  Johns 
served  on  many  committees  and  held  many 
offices,  but  was  particularly  active  in  legis- 
lative work  for  the  Society. 

His  wife,  a son,  Dr.  Thomas  Nelson  Page 
Johns,  and  three  daughters  survive  him. 

Dr.  Harry  Easley  Whaley, 

Formerly  of  Victoria,  but  for  the  last 
four  years  a resident  of  Charlottesville,  died 
August  7 at  the  age  of  seventy-nine.  He 
was  a graduate  of  the  Medical  College  of 
Virginia  in  1917  and  had  practiced  medicine 
in  Victoria  for  more  than  forty  years.  Dr. 
Whaley  was  a member  of  the  Victoria  Ro- 
tary Club  and  was  at  one  time  a member 
of  the  Town  Council.  He  had  been  a mem- 
ber of  The  Medical  Society  of  Virginia  for 
forty-nine  years. 

His  wife,  three  sons  and  a daughter 
survive. 
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if  skin  is  infected, 
or  open  to  infection 

<hoose  the  topicals 
that  give  your  patient- 


l oad  antibacterial  activity  against 

nsceptibleskin  invaders 

Iwallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporm  Ointment 

(lolymyxin  B-bacitracin-neomycin) 

E h gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
z : bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
n mycin  base);  special  white  petrolatum  q.  s. 

Ir  ubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

si  m 

Vanishing  Cream  Base 

iScosporin-(  1 ("ream 

('Olymyxin  B-neomycin-gramicidin) 

Et  h gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
■:s;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 

■micidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
d!am  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
■rolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
woxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
rr  hylparaben  as  preservative, 
ir  :bes  of  15  g. 

M3SPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
inietigo,  surgical  after-care,  and  pyogenic  dermatoses. 

P, caution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
'6  jit  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
rlasures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
it  ature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
n<  mycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Ci;traindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
prorated.  These  products  are  contraindicated  in  those  individuals  who 
t e shown  hypersensitivity  to  any  of  the  components. 

Ciplete  literature  available  on  request  from  Professional  Services 
D t.  PML. 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 


Accredited  by  the  Joint  Commission  on  Accreditation  & Approver  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive),  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jose  A.  Montes,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 


ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGUIRE  CLINIC  Inc. 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Webster  P.  Barnes,  M.D. 
John  H.  Reed,  Jr.,  M.D. 
Joseph  W.  Coxe,  III,  M.D 
H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Endoscopy,  Thoracic  & Vascular 
Surgery 

Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 


Internal  Medicine 

John  P.  Lynch,  M.D. 
William  H.  Harris,  Jr.,  M.D. 
John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
Alice  V.  Thorpe,  M.D. 

David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 
W.  Wayne  Key,  Jr.,  M.D. 

Anesthesiology 

Beverley  Jones,  M.D. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  P.  King,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

G.  E.  Smith,  Jr.,  M.D. 

Physical  Therapy 

Elizabeth  L.  Watson,  R.P.T. 


Hospital  Administrator 

Charles  M.  Green 

Director  of  Nurses — St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N. 

School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  El  left,  R.N.,  Instructor 


Clinic  Manager 

S.  Taylor  Ware,  Jr. 

Director  of  Nurses — McGuire  Clinic,  Inc. 

Mary  E.  Simmons,  R.N. 
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Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947) 


GENE  CLARK  REGIRER  (1912-1962) 


A private  nursing  Home  dedicated  to  extended,  intermediate  and  custodial  care 


Gill  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  \ irginia 

STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Dr.  M.  Kemper  Humphries  III 
Charles  T.  Akers,  Jr. 
Administrator 

A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology,  Otolaryngology, 
Surgery  for  Deafness,  Rhinoplastic  Sur- 
gery. Bronchoscopy  and  Esophagoscopy. 

Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance. 

For  further  information,  address: 

Administrator,  Box  1789,  Roanoke.  Virginia  24008 
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TUCKER  HOSPITAL  Inc. 


212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
James  Asa  Shield,  Jr.,  M.D. 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


James  P King,  M.D. 
William  D.  Keck,  M.D. 
Morgan  E.  Scott,  M.D. 
David  S.  Sprague,  M.D. 


Edward  E.  Cale,  Jr.,  M.D 
Don  L.  Weston,  M.D. 

J.  William  Ciesen,  M D 
Delano  W Bolter,  M.D. 
Davis  C.  Garrett,  M.D. 


Clinical  Psychology: 

Thomas  C Camp,  Ph  D 
Carl  McCraw,  Ph.D. 

James  E.  Dublin,  Ph.D. 
Thomas  M.  Weddig,  Ph.D. 


Don  Phillips,  Administrator 
R Lindsay  Shuff,  M.  H A. 
Asst.  Administrator 


affiliated  clinics 

Bluefield  Mental  Health  Center  Beckley  Mental  Health  Center 

Federal  Street,  Bluefield,  W.  Va.  109  E.  Mam  Street,  Beckley,  W.  Va 

David  M.  Wayne,  M.D.  Leslie  J.  Borbely,  M.D. 

Mental  Health  Clinic 

Professional  Building,  Wise,  Va 
Pierce  D.  Nelson,  M D 
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DOCTORS: 

ADMINISTRATORS: 

Terrace  Hill  ...  An  Extended 
Care  Facility  Accredited  by 
the  J.C.A.H.  and  Approved  by 
Medicare. 

Within  9 minutes  from  any  local  hospital 

• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  • Activities 

• Trained  Dietitian  • Male  Orderlies 

• Air-Conditioned  Rooms 


In  compliance  with  the  Civil  Rights  Act  of  1964 

Accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  an 
Extended  Care  Facility. 

John  P.  Pate 


Member 


Administrator 

” Understanding  Care ” 

Terrace  Hill  Nursing  Home,  «. 

2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 


STUART  CIRCLE  HOSPITAL 


413-21  Stuart  Circle 

Medicine: 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

William  W.  Martin,  Jr.,  M.D. 
James  R.  Wickham,  M.D. 

Obstetrics  and  Gynecology: 

Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 

Pediatrics: 

Edward  G.  Davis,  Jr.,  M.D. 

Thomas  P.  Overton,  M.D. 

Albert  S.  Thompson,  Jr.,  M.D. 
Edward  J.  Wiley,  M.D. 

Roentgenology  and  Radiology: 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

James  W.  Proffitt,  M.D. 


RICHMOND,  VIRGINIA 

Anesthesiology : 

William  B.  Moncure,  M.D. 
Heth  Owen,  Jr.,  M.D. 

Surgery : 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 
Wyatt  S.  Beazley,  III,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 

Ophthalmology,  Otolaryngology: 

Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 

Pathology : 

W.  Scott  Gilmer,  Jr.,  M.D. 

Physical  Therapy: 

William  J.  Cowan,  R.P.T. 

Director: 

Charles  C.  Hough 
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Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 


An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 


ST.  ELIZABETHS  HOSPITAL 


6 17  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 

Austin  1.  Dodson,  Jr.,  M.D. 

Urology 

Elmer  S.  Robertson,  M.D. 
Internal  Medicine 

James  W.  Pancoast,  M.D. 

General  Surgery  and  Gynecology 

J.  Edward  Hill,  M.D. 

Urology 

Gladstone  E.  Smith,  Jr.,  M.D. 
Pathology 

Leroy  Smith,  M.D. 

Plastic  Surgery 

William  T.  Stuart,  M.D. 

Urology 

Ronald  K.  Davis,  M.D. 

General  Surgery  & Gynecology 

L.  0.  Snead,  Jr.,  M.D. 

Radiology 

Clarry  C.  Trice,  M.D. 

General  Medicine 

Edward  A.  Zakaib 

General  Medicine 

0.  Christian  Bredrup,  Jr.,  M.D. 
Radiology 

George  W.  Reese,  Jr.,  M.D. 

Internal  Medicine 

Jack  A.  Peters,  Administrator 


For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 
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IN  ASTHMA  optional 

in  emphysema  therapy 


™f  TTuCdnoneA 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects;  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming) ; 4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  A to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt , predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


^ » 

Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR) . The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100,500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


TIDEWATER 
PSYCHIATRIC 
INSTITUTE 

1005  Hampton  Boulevard 
Norfolk,  Va.  23507 
(703)622-2341 

The  Tidewater  Psychiatric  Institute 
of  Norfolk,  Va.  announces 
the  opening  of  its  50  bed 
private  mental  health  facility 
for  adults  and  adolescents. 

Tidewater  Psychiatric  Institute  offers  a 
comprehensive  program  of  diagnostic, 
consultative,  and  treatment  services  within 
the  setting  of  a therapeutic  community. 

TREATMENT  PROGRAMS: 

The  basic  treatment  orientation  at  Tidewater 
Psychiatric  Institute  is  psychodynamic 
group  therapy  carried  out  by  treatment 
teams. 

Intermediate  Treatment  Team: 

For  patients  requiring  intermediate 
treatment  of  a few  weeks  or  months. 

Acute  Treatment  Team: 

A crisis  intervention  service  providing 
hospitalization  for  evaluation  and  treatment 
of  acute  disturbances. 

Attending  Physicians  Team: 

For  physicians  who  wish  to  continue  to  treat 
their  hospitalized  patients  within  a 
structured  psychiatric  milieu. 

Rehabilitation  Services: 

Rehabilitation  activities  include  individual 
and  group  counseling,  social  discussion 
groups,  vocational  groups,  special 
education  programs,  and  recreational 
activities. 

Staff  open  to  all  psychiatrists  on  application. 
Stuart  Ashman,  M.D.,  Medical  Director 
Julian  W.  Selig,  Jr.,  M.D.,  Clinical  Director  & 
Attending  Team  Director 
Robert  F.  Scott,  M.D.,  Intermediate  Team  Director 
Lawrence  A.  Bernert,  M.D.,  Intermediate  Team 
Director 

David  B.  Kruger,  M.D.  Acute  Team  Director 
David  C.  Butler,  HosDital  Administrator 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

c5o 

A MODERN  general  hospital 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available 
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Sorry  Doctor. 

But  you’re  going  to  be  laid  up 
for  a while/' 


■ With  that  “switch”,  Doctor,  your  income  stops. 

But  your  everyday  expenses  keep  right  on  ...  in  your  home  and  at  your  office. 
That’s  why  you  need  a sound  disability  income  plan. 

We  offer  the  original  Group  Plan  of  Disability  Income  . . . the  one  that’s  been 
recommended  and  sponsored  by  the  Medical  Society  of  Virginia  for  more  than 
a decade. 


SPECIAL  FEATURES  OF  OUR  PLAN: 


• disability  income  up  to  $300  weekly. 

• weekly  payments  covering  you  up  to  age 
65  for  sickness  or  even  lifetime  for  ac- 
cident. 

• $1,000  accidental  death  benefit  with 
each  policy  . . . higher  limits  available, 
of  course. 

• additional  benefits  available  for  acciden- 
tal loss  of  limbs,  sight,  speech,  or  hear- 
ing. 


• medical  payments  for  treatment  of  non- 
disabling injuries  (to  a maximum  equiv- 
alent to  one  week's  indemnity). 

• guaranteed  minimum  benefits  for  cer- 
tain fractures  and  dislocations,  whether 
disabled  or  not. 

• optional  daily  hospital  benefits. 

• optional  plans  also  available  for  your  of- 
fice personnel. 


FOR  FULL  DETAILS  WRITE  OR  PHONE 

Administrators 

Murphy  Insurance  & Travel,  Inc  Suier  Associates,  Inc.  Ernest  L.  Baker  Asso  s General  Insurance  of  Roanoke 

-nariottesville,  Va.  Arlington,  Va.  Virginia  Beach,  V a Roanoke,  Va. 

295-4157  525-6700  425-1892  345-8148 

G.  C.  French  Agency,  Inc. 

Richmond,  Va. 

M13-1140 

Underwritten  by 

COMMERCIAL  INSURANCE  COMPANY  OF  NEWARK,  NEW  JERSEY 

one  of 

The  Continental  Insurance  Companies 


: 


When  the  problem 
is  E.  coli. 

Kiebsiella-Aerobaeter. 

P.  mirabilis  or 
Staph,  aureus . . . 


Consider  this: 

rapid  absorption, 

high  plasma  concentrations, 

rapid  renal  clearance, 

high  solubility  at  urinary  pH 

proved  reliability, 

high  urinary  drug  levels, 

generally  good  tolerance, 

and...  economy. 
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Gantrisin 


g: 


sulfi  soxazole  Roche 


classic  for  nonobstructed  cystitis, 
pyelitis  and  pyelonephritis 
4 to  8 tablets  stat,  2 to  4 tablets  q.i.d. 


e re  prescribing,  please  consult  complete  prod- 
c nformation,  a summary  of  which  follows: 
i>  ations:  Acute,  recurrent  or  chronic  urinary 
a infections  (primarily  cystitis,  pyelitis,  pyelo- 
* ritis)  due  to  susceptible  organisms,  (usually 
. oli,  Kiebsiella-Aerobaeter,  Staphylococcus 
her,  Proteus  mirabilis,  and  less  frequently, 
l’“*  vulgaris)  in  the  absence  of  obstructive 
*athy  or  foreign  bodies.  Important  Note:  In 
t sulfonamide  sensitivity  tests  are  not  always 
|3le;  tests  must  be  coordinated  with  bacterio- 
S and  clinical  response.  Aminobenzoic  acid 
a d be  added  to  follow-up  culture  media  for 
Hints  already  taking  sulfonamides, 
brrently,  the  increasing  frequency  of  resistant 
Egtisms  is  a limitation  of  the  usefulness  of  anti- 
*«  rial  agents  including  sulfonamides. 

Ise  sulfonamide  blood  levels  should  be  meas- 
rt  in  patients  receiving  sulfonamides  for  serious 
fltions  since  there  may  be  wide  variations  with 

Sical  doses;  20  mg/ 100  ml  should  be  maxi- 
total sulfonamide  level,  as  adverse  reactions 
S'  more  frequently  above  this  level, 
o vindications:  Hypersensitivity  to  sulfona- 
Wi,  infants  less  than  2 months  of  age,  preg- 
Mv  at  term,  and  during  the  nursing  period. 


Warnings:  Safety  of  sulfonamides  in  pregnancy 
has  not  been  established.  Sulfonamides  will  not 
eradicate  group  A streptococci.  Deaths  have  been 
reported  from  hypersensitivity  reactions,  agranu- 
locytosis, aplastic  anemia  and  other  blood  dyscra- 
sias  associated  with  sulfonamide  administration. 
Clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indica- 
tions of  serious  blood  disorders.  Complete  blood 
counts  and  urinalysis  with  careful  microscopic 
examination  should  be  performed  frequently  dur- 
ing sulfonamide  therapy. 

Precautions:  Use  with  caution  when  impaired 
renal  or  hepatic  function,  severe  allergy  or  bron- 
chial asthma  is  present.  In  glucose-6-phosphate 
dehydrogenase-deficient  individuals,  hemolysis 
(frequently  a dose-related  reaction)  may  occur. 
Maintain  adequate  fluid  intake  to  prevent  crystal- 
luria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulo- 
cytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia,  methemoglobinemia.  Allergic 
reactions:  Erythema  multiforme  (Stevens-Johnson 
syndrome),  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  ex- 


foliative dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia,  allergic  myocardi- 
tis. Gastrointestinal  reactions:  Nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia, 
pancreatitis,  stomatitis.  C.N.S.  reactions:  Head- 
ache, peripheral  neuritis,  mental  depression,  con- 
vulsions, ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria. 
Periarteritis  nodosa  and  L.E.  phenomenon  have 
occurred  with  sulfonamide  therapy.  Sulfonamides 
bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  and  oral  hypoglycemic  agents. 
Goiter  production,  diuresis  and  hypoglycemia 
have  occurred  rarely  in  patients  receiving  sul- 
fonamides. Cross-sensitivity  may  exist  with  these 
agents. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


en  manhood  ebbs. 

HaIoi/aH  due  to  testicular 
BO  UvlCiyv?U  hormonal  insufficiency 

What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  1 0 mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure. ..and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 

Halotestin.^ 

[fiuoxymesterone 
Upjohn) 

oral  replacement  with 
parenteral-like  potency  t 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Halotestin® 

(fluoxymesterone,  Upjohn) 

Orally  active  andrcgen  about  5 times  as  poten1 
In  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotesiin  (fluoxymesterone)  induces 
significant  retention  of  calc. cm  a"a  potassium, 
but  retention  of  sodium  not  ma'ked.  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continues 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primaiy  eunuchoid- 
ism and  eunuchism.  Delayed  pubsr'y  when  es- 
tablished as  net  a simple  familial  fra  I Ind  exed 
for  those  symptoms  of  panhypopituitarism  re- 
lated to  hypogonadism,  however,  approo  la's 
adrenal  conical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance 
Female:  Palliation  of  ancrogen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
tween 1 and  5 years  postmenopausal  or  women 
in  whom  castration  has  shown  the  tumor  to  be 
hormone  dependent.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorgemen'; 
there  is  no  satisfactory  evidence  that  this  drug 
prevents  or  suppresses  lactation  per  se.  In  os- 
teoporosis androgens  may  be  of  adjunctive 
value  to  adequate  considerations  of  diet,  cal- 
cium balance,  physiotherapy  and  general  health 
promoting  measures.  Males  and  Females:  In  the 
treatment  of  protein  depletion  states  which  cc- 
cur  in  geriatric  patients,  in  debilitation  states,  in 
chronic  corticoid  therapy,  resistant  fractures; 
cryptorchidism;  creating  a positive  nitrogen  bal- 
ance, tissue  repair  and  other  anabolic  effects. 
Androgenic  steroids  may  produce  a response  in 
aplastic  anemias,  m/eiofibrosis,  myelosclerosis, 
agnogenic  myeloid  metaplasia  and  hypoplastic 
anemias  due  to  malignancy  or  myelotoxic  drugs. 
Androgens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
male fetus),  mammary  carcinoma  in  the  male, 
prostatic  carcinoma,  severe  Tver  disease,  severe 
cardiorenal  disease  and  severe  persistent  hy- 
percalcemia. 

Precautions  Employ  with  caution  in  young  boys 
to  avoid  precocious  sexual  development  and 
premature  epiphyseal  closure.  Androgens  tend 
to  promote  retention  of  sodium  and  water,  there- 
fore, watch  for  edema— particularly  in  the  elderly. 
Incidence  and  severity  of  edema  have  been 
minimal  and  have  been  associated  only  with 
high  doses  used  for  palliation  of  breast  cancer. 
Hypercalcemia  may  occur,  particularly  in  patients 
with  metastatic  breast  carcinoma;  if  this  occurs 
the  drug  should  bo  discontinued.  Changes  in 
liver  function  tasts,  such  as  increased  BSP  re- 
tention and  SCOT  levels,  can  occur  during  ther- 
apy. Jaundice  has  been  rarely  reported.  If  liver 
function  tests  are  altered,  discontinue  medica- 
tion or  reduce  dose.  Priapism  is  indicative  ct 
excessive  dosage  and  is  indication  for  tempo- 
rary withdrawal  of  drug.  When  treating  protein 
depletion  states  or  osteoporosis,  an  adequate 
diet  should  be  provided  and  prolonged  immobili- 
zation  avoided  whenever  possible.  W hen  treating 
aplastic  or  hypoplastic  anemias,  andrcgen  ther- 
apy should  not  replace  other  measure  such  as 
transfusion,  correction  oi  iron  deficiency,  anti- 
bacterial therapy,  and  the  use  of  ccriiccsieroids. 
Adverse  reactions  Nausea,  dyspepsia,  men- 
strual irregularities,  hepatic  dysfunction,  phs.- 
aism,  edem3,  precocious  sexual  development, 
and  premature  epiphyseal  closure  in  young 
aatients  have  been  reported.  Male  — Prolonged 
administration  or  excessive  dose  may  cause 
nhibition  of  testicular  function  with  oligospermia 
and  decreased  ejaculation  volume.  Female  — 
.arge  doses  or  prolonged  administration  may 
aroduce  masculinization  with  signs  such  as  hir- 
sutism, deepening  of  the  voice,  enlargement  of 
he  clitoris,  acne,  and  sometimes,  increased 
ibido. 

Supplied  Tablets:  2 mg.,  scored  — bottles  of  100  / 
5 mg.,  scored  — bottles  of  50. HO  mg.,  scored 
-bottles  of  50. 

-or  additional  product  information,  see  your 
Jpjohn  representative  or  consult  the  package 
'ircutar. 
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who goes 
for  checkups? 


In  a recent  survey,  90%  of 
patients  said  they  would  have 
annual  checkups  if  their 
physicians  told  them  to  do  so. 
This  confirmed  what  we  have 
long  known  — your  key  role, 
doctor,  in  motivating  your 
patients  to  follow  good  health 
practices.  We  alert  the  public 
with  facts  about  cancer.  You 
follow  through  by  urging 
regular  checkups.  A life-saving 
combination. 
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NOVEMBER  1971 


Patients  fell  asleep  quick  1; 


f;  u, 


D^imane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.1-2 


Before 
Dalmane 
(flurazepam  HCI) 


Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 


Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over1’ have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,"  Scientific  Exhibit  presented  at  Clinical  Convention, 

A M. A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29,  1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 
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f sleep 
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Before  Dalmane 

On  Dalmane 

33.6  min. 

17.6  min. 

48  7 min. 

22  6 min. 
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8.4 

420.0  min. 

447.5  min. 
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cal  effectiveness  as 
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almane 

razepam  HCD 

mg  capsule  h.s.  — usual  adult  dosage, 
mg  capsule  h.s.  — initial  dosage  for 
I or  debilitated  patients. 


Before  prescribing  Dalmane  (fiurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  Gr  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  fiurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e  g,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fail- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT.  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  fiurazepam  HCI. 

/ V Roche  Laboratories 

< ROCHE > Division  of  Hoffmann -La  Roche  Inc. 
\ / Nutley,  New  Jersey  071 10 


VIRGINIA  MEDICAL  MONTHLY 

(Founded  by  Landon  B.  Edwards,  M.D.,  April,  1874) 

PUBLISHED  MONTHLY  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 

4205  DOVER  ROAD,  RICHMOND,  VIRGINIA  23221 


EDITORIAL  BOARD 

TABLE  OF  CONTENTS 

GUEST  EDITORIAL 

Twenty-Five  Years  of  Private  Health  Service  to  Virginia 
— J.  Powell  Anderson , M.D „ 577 

Harry  J.  Warthen,  M.D. 

ORIGINAL  ARTICLES 

Address  of  the  President — James  M.  Moss,  M.D.  580 

The  Clinical  Usefulness  of  Fiberoptic  Esophago-gastroscopv 

Chairman  and  Editor 

— David  D.  Stone,  M.D.,  Mary  L.  Hannabass,  R.N., 
and  James  C.  Respess,  M.D.  585 

H.  Lamont  Pugh,  M.D. 

Vitamin  Bj2  Deficiency  in  a General  Medical  Clinic — 

Janet  C.  Kimbrough , M.D.  589 

C.  V.  Cimmino,  M.D. 

Congenital  Middle  Ear  Disease — R.  A.  J ahrsdoerfer , 

M.D .,  and  G.  S.  Fitz-Hugh,  M.D.  592 

John  A.  Owen,  Jr.,  M.D. 

Isotope  Cisternography  in  the  Diagnosis  of  Chronic  Sub- 
dural Hvdroma — Italo  Rinaldi,  M.D.,  William  O. 

Charles  E Horton,  M.D. 

Harris,  Jr.,  M.D..  and  John  T.  Alyles,  M.D.  602 

Gordon  W.  Jones,  M.D. 

Serratia  Marcescens  Septicemia  Complicating  Splenectomy 
in  a Child — Allan  Hall,  M.D.,  Gerard  J.  Inguagiato, 

M.D.,  and  Choong  Park,  Ph.D.  _ 605 

William  H.  Kaufman,  M.D. 

Physicians  Assess  Drug  Abuse  Problem  in  Virginia — 

Meredith  W.  Green,  Ph.D.  . ..  609 

Robert  Mitchell,  Jr.,  M.D. 

DIAGNOSTIC  LABORATORY  MEDICINE 

W.  Leonard  Weyl,  M.D. 

Antimicrobial  Susceptibility  of  Common  Bacterial  Species 
— Harry  P.  Dalton,  Ph.D.,  Marvin  J.  Allison,  Ph.D., 
and  Mario  R.  Escobar,  Ph.D.  _ . 612 

Fred  J.  Spencer,  M.D. 

MENTAL  HEALTH 

Drug  Abuse  Treatment — A Report  from  Norfolk-Chesa- 
peake — D.  W.  Heyder,  M.D.,  and  Galen  Hill  613 

E.  Spencer  Watkins 

CANCER  TRENDS 

American  Cancer  Society  Prevention  Study  Reactivated — 

Robert  W.  Jessee,  M.D.  ..  _ . ...  615 

Managing  Editor 

4205  Dover  Road 

MEDICARE  (PART  B)  . _ _ _ 618 

Richmond,  Virginia  23221 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 

Minutes  of  Council  _ 619 

Telephone  3 59-9201 

WOMAN’S  AUXILIARY  ^ _ 625 

Annual  Subscription — $4.00 

Single  Copies — 504 

EDITORIAL 

Our  New  President — John  W.  Hollow  ell,  M.D.,  and 

Lemuel  E.  Mayo,  Jr.,  M.D.  627 

Medicare  and  Its  Problems — Harry  J.  Warthen,  Al.D 628 

NEWS  _ 630 

OBITUARY  _ . 634 

The  Monthly  is  not  responsible  for  the  opinions  and  statements  of  its  contributors. 

All  advertisements  are  accepted  subject  to  the  approval  of  the  Editorial  Board. 

$4.00  of  membership  dues  is  payable  for  one  year’s  subscription  to  The  Virginia  Medical  Monthly. 


INDEX  TO  ADVERTISERS— 58 


Second  Class  Postage  paid  at  Richmond,  Virginia. 

4 


Virginia  Medical  Monthly 


You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hy grOtOlT  chlorthalidone  USP 

Makes  water,  not  waves. 


C >lyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 


r if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

8 on®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

M ensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
u be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
fc  tion)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
P nents  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
s:t  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
el  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
Id  aring  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
8 d cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

■I  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
-r  mation  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
'a  tee,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
is  im  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
ie  ; receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  A dverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
n a,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
'0  ision,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 

>n  ocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
ic  titis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
nfrnds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
,i  ui  Supplied:  White,  single- scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
tbomplete prescribing  information. 

W Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  HY. 


It  s working, 
even  when  she’s  not. 


10:30  p.m.  To  bed  with  tablets  or 
suspension.  Either  dosage  form  of 
Gantanol®  (sulfamethoxazole)  provides 
reliable  therapy  for  nonobstructed  cystitis 
The  convenient  b.i.d.  schedule  lets 
the  patient  rest  assured  — while  Gantanol 
fights  the  infection. 


1:30  a.m.  Antibacterial  blood  and  urine  levels  build  fast. 

Peak  therapeutic  effectiveness  starts 
within  2 to  3 hours  of  the  initial  dose. 

In  addition,  Gantanol  diffuses  readily 
into  interstitial  fluids  for  antibacterial 
activity  at  the  foci  of  the  infection. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Kleb- 
siella- Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and,  less  frequently,  Proteus  vulgaris)  and  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Carefully  co- 
ordinate in  vitro  sulfonamide  sensitivity  tests  with  bacterio- 
logic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  Resistant  orga- 
nisms present  a current  problem  to  the  usefulness  of  anti- 
bacterial agents.  Blood  levels  should  be  measured  in  patients 
receiving  sulfonamides  for  serious  infections,  since  there  may 
be  wide  variations  with  identical  doses;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 


less  than  2 months  of  age  (except  adjunctively  with  pyrimet 
amine  in  congenital  toxoplasmosis);  pregnancy  at  term  an 
during  nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  esta 
lished,  and  teratogenicity  potential  has  not  been  thorough 
investigated.  Sulfonamides  will  not  eradicate  or  prevents, 
quelae  to  group  A streptococcal  infections,  i.e.,  rheumal 
fever,  glomerulonephritis.  Deaths  from  hypersensitivity  re8( 
tions,  agranulocytosis,  aplastic  anemia  and  other  blood  d> 
crasias  have  been  reported;  early  clinical  signs  such  as  so, 
throat,  fever,  pallor,  purpura  or  jaundice  may  indicate  serio1 
blood  disorders.  Complete  blood  counts  and  urinalysis  wi 
careful  microscopic  examination  are  recommended  frequent! 
during  sulfonamide  therapy.  Clinical  data  are  insufficient'' 
prolonged  or  recurrent  therapy  in  chronic  renal  diseases  j 
children  under  6 years. 

Precautions:  Use  with  caution  in  patients  with  impair 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthr 
and  in  glucose-6-phosphate  dehydrogenase-deficient  inj 


4:30  a.m.  Effective  through  the 
night.  Each  dose  of  Gantanol  (sulfa- 
methoxazole)  delivers  up  to  12  hours  of 
antibacterial  action  against  susceptible 
athogens,  such  as  E.  coli , Klebsiella-Aerobacter , S.  aureus  and  others, 
iction  all  day.  And  action  all  night  to  prevent  retained  urine  from 
ecoming  the  medium  for  bacterial  proliferation. 


:i  nonobstructed  urinary  tract  infections 

(jantanol  am 

(sulfamethoxazole) 

Tablets/Suspension 
12  hours  of  therapy  with  every  dose 


7:30  a.m.  With  a built-in  margin  of  protection.  Gantanol  b.i.d. 
terapy  means  rapid  symptomatic 
nprovement,  often  in  24  to  48  hours,  for 
lost  patients  with  nonobstructed  urinary 
act  infections. 


pals.  In  the  latter,  dose-related  hemolysis  may  occur. 
Intain  adequate  fluid  intake  to  prevent  crystalluria  and 
t e formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
p Stic  anemia,  thrombocytopenia,  leukopenia,  hemolytic 
rnia,  purpura,  hypoprothrombinemia  and  methemoglobi- 
e ia;  allergic  reactions:  erythema  multiforme  (Stevens- 
oison  syndrome),  skin  eruptions,  epidermal  necrolysis, 
r;aria,  serum  sickness,  pruritus,  exfoliative  dermatitis, 
rnhylactoid  reactions,  periorbital  edema,  conjunctival  and 
cral  injection,  photosensitization,  arthralgia  and  allergic 
■carditis;  gastrointestinal  reactions:  nausea,  emesis,  ab- 
io  inal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
tc  atitis;  C.N.S.  reactions:  headache,  peripheral  neuritis, 
mtal  depression,  convulsions,  ataxia,  hallucinations,  tin- 
k,  vertigo  and  insomnia;  and  miscellaneous  reactions: 
In.:  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
J6 arteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain 
finical  similarities  with  some  goitrogens,  diuretics  (aceta- 


zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b.i.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp.)/ 20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/  kg/  24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspen- 
sion contains  0.5  Gm  sulfamethoxazole. 

/ V Roche  Laboratories 

: ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

V / Nutley,  N.J.  07110 


Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
incocin  does  not  share 
ntigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride. Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


[ 


(lincomycin  hydrochloride, 
Upjohn) 


For  further  prescribing  information,  please  see  following  page. 
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WISES' 


£ Sterile  Solution  (300  mg.  per  ml.)  Q 


(lincomycin  hydrochloride, Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylococc 


Each  Lincomycin  hydro- 

preparation  chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

‘Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and, 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypote: 
sion  following  parenteral  administratic 
have  been  reported,  particularly  after  tc 
rapid  I.V.  administration.  Rare  instanc 
of  cardiopulmonary  arrest  have  been  r 
ported  after  too  rapid  I.V.  administrate 
If  4.0  grams  or  more  administered  I A 
dilute  in  500  ml.  of  fluid  and  administ 
no  faster  than  100  ml.  per  hour.  hoc 
reactions—  Excellent  local  tolerance  dei 
onstrated  to  intramuscularly  administer 
Lincocin.  Reports  of  pain  following  i 
jection  have  been  infrequent.  Intra\ 
nous  administration  of  Lincocin  in  2 
to  500  ml.  of  5%  glucose  in  distill 
water  or  normal  saline  has  produced 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  n 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 a 
10  ml.  vials  and  2 ml.  syringe. 


Syrup,  250  mg.  per  5 ml.— 60  ml.  andp 
bottles. 


For  additional  product  information,  c< 
suit  the  package  insert  or  see  your  Upjc 
representative. 

JA71-1203  MED  B-5-SR  (KZL 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 


You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 


Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  V2.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3V£,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 
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the 
choice  is 
dear: 


Pyopen 
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(sterile  disodium  carbenbin)i 


A serious  urinary  tract  infection . . . 

Proteus  vulgaris,  confirmed  by  pure  culture. 
Fortunately,  the  strain  proves  sensitive  to 
carbenicillin  and  the  patient  is  not  allergic  to 
penicillins.  The  choice  is  clear:  Pyopen. 

Unlike  other  antibiotics  currently  available 
for  the  treatment  of  Gram-negative  sepsis,  there 
are  no  reports  of  nephrotoxicity  or  ototoxicity 
with  Pyopen  therapy.  Particularly  valuable 
in  urinary  infections,  because  of  its  exceptionally 
high  urine  levels,  its  effectiveness  against 
Ps.  aeruginosa  and  Proteus  species  has  been 
amply  confirmed  by  clinical  experience  and 
microbiologic  studies. 

Pyopen  is  a product  of  Beecham,  the 
company  which  pioneered  most  of  today’s  semi- 
synthetic penicillins.  Your  Beecham-Massengill 
representative  would  like  to  give  you  proof 
of  our  dedication  to  the  concept  of  Total  Service. 


THE  TOTAL  SERVICE  CONCEPT: 
Beecham-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
Pyopen  Program  — offering  valuable  teaching- 
learning materials  and  an  added  measure  of 
personal  attention : Gram-Negative  Sepsis,  a 
multimedia  presentation  by  leading  American 
medical  authorities ...  A Profile  of  Pseudomonas, 
a monograph  for  the  clinical  microbiologist. .. 
24-hour  consultation  service  in  matters  relating 
to  carbenicillin  (phone:  201-778-9000)... 
emergency  supply,  a novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-Massengill  Total  Service  Concept  see 
our  representative  or  write  to  us  directly. 


5EECHAM-MASSENGILL  PHARMACEUTICALS 
)iv.  of  Beecham  Inc. 

Jristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indications:  Primarily  for  treat- 
ment of  infections  due  to  susceptible  strains  of  Pseudomonas  aeru- 
ginosa, Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli.  Clinical  effectiveness  has  been  demon- 
strated in  the  following  infections  when  due  to  these  organisms 
Urinary  tract  infections:  severe  systemic  infections  and  septicemia: 
acute  and  chronic  respiratory  infections  (while  clinical  improvement 
has  been  shown,  bacteriologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis),  soft  tissue  in- 
fections. Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri- 
marily in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions).  Note:  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms  Actions:  Organisms 
found  to  be  susceptible  in  vitro  include  Gram-Negative  Organisms- 
Ps.  aeruginosa,  Proteus  mirabitis,  Pr.  morganii,  Pr.  rettgeri,  Pr.  vul- 
garis,  E.  coli.  Enterobacter  species.  Salmonella  species.  Hemophilus 
influenzae,  and  Neisseria  species  Gram-Positive  Organisms-Sfaph- 
ylococcus  aureus  (nonpenicillmase-producing).  Staph,  albus.  Diplo- 
coccus  pneumoniae.  Beta-hemolytic  streptococci,  and  Strepto- 
coccus laecalis.  Some  newly  emerging  pathogenic  strains  of 
Herellea.  Mima,  Citrobacter,  and  Serratia  have  also  shown  in  vitro 
susceptibility.  Not  stable  in  the  presence  of  penicillinase  Klebsiella 
species  are  resistant.  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly  Contraindications:  Known  penicillin  allergy. 
Warnings:  Serious  and  occasional  fatal  hypersensitivity  (anaphy- 
lactic) reactions  have  been  reported  in  patients  on  penicillin  therapy. 
These  reactions  are  more  apt  to  occur  in  individuals  with  a history 
of  sensitivity  to  multiple  allergens  There  have  been  reports  of  indi- 
viduals with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  in- 
quiry should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis- 
continuance of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy.  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available  Usage  in 
Pregnancy:  Safety  for  use  in  pregnancy  has  not  been  established 
Precautions:  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy.  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superinfection,  should  be  kept  in  mind. 
Each  gram  contains  4.7  mEq  sodium,  in  patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made. 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations  If  bleeding  mani- 
festations appear,  discontinue  antibiotic  and  institute  appropriate 
therapy  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a hypersensitive  individual.  Administration:  Intramuscular  injec- 
tions should  be  made  well  within  the  body  of  a relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
is  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel. 
May  be  given  by  either  intravenous  injection  or  intravenous  infusion 
After  reconstitution  with  Sterile  Water  for  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  if  refrigerated  Adverse  Reactions:  Hypersensitivity 
Reactions  -Skin  rashes,  eosinophilia.  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions.  Gastrointestinal  Disturbances  - Nausea. 
Hemic  and  Lymphatic  Systems- Hemolytic  anemia,  thrombocyto- 
penia. leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  gm/day).  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time.  Hepatic  and  Renal  Studies- SGOT  and  SGPT  elevations  have 
been  observed,  particularly  in  children  To  date,  no  clinical  mani- 
festations of  renal  disorders  have  been  demonstrated  Central  Nerv- 
ous System- Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels  Local  Reactions  — Pam  at  the 
site  of  injection,  sometimes  accompanied  by  induration.  Vein  Irri- 
tation and  Thrombophlebitis-particularly  when  undiluted  solution 
is  injected  directly  into  the  vein  How  Supplied:  Available  in  1 Gm. 
and  5 Gm.  vials. 

Before  prescribing  or  administering,  see  package  circular  or  PDR. 


A family  doctor  looks  at  new  de- 
velopments in  the  pharmaceutical 
industry.  And  he  speculates  on  the 
future. 

When  I look  back  at  some  of  my 
old  records,  I’m  constantly  re- 
minded of  the  changes  that  have 
come  about  in  medicine  just  during 
the  past  twenty-five  years.  Some  of 
the  diseases  I treated  and  prayed 
over  in  the  '40’s  are  found  mostly 
in  medical  history  books  now. 

Thanks  to  drug  research  and  de- 
velopment, we’ve  made  substantial 
gains  in  the  control  of  cardiovas- 
cular disease,  diabetes,  malaria, 
mental  illness,  strep  and  staph  in- 
fections, meningitis  and  a long  list 
of  ailments.  It  seems  like  only  yes- 
terday when  a diagnosis  of  pneu- 
monia was  almost  the  kiss  of  death. 
Now,  with  modern  medical  tech- 
niques and  drug  therapy,  we  can 
offer  some  real  help. 

My  records  on  polio,  influenza 
and  measles  show  an  unbelievable 
trend  for  the  better.  New  vaccines 


have  reduced  the  toll  of  these  age- 
old  threats  dramatically.  And  I see 
patients  in  pain  from  crippling  ar- 
thritis helped  with  new  medicinals 
unknown  just  a few  years  ago. 

I hear  questions  about  the  three 
billion  or  so  dollars  spent  by  the 
drug  industry  in  research  during 
the  past  ten  years  . . . working 
on  new  and  better  drug  products. 
It  does  seem  like  quite  a bit  of 
money  to  spend,  and  I realize  some 
of  it  goes  into  dead  ends.  That’s 
the  problem  with  research,  any  re- 
search . . . you  often  don’t  know 
where  you’re  going  until  you  get 
there.  I want  all  the  tools  I can  get 
to  help  my  patients.  I want  more 
drugs  and  more  effective  drugs.  If 
they  mean  less  pain,  longer  lives 
and  more  productive  careers  for 
those  I treat  . . . well,  that’s  what 
really  counts. 

Another  point  of  view  . . . 
Pharmaceutical  Manufacturers 
Association,  1155  Fifteenth  Street, 
N.W.,  Washington,  D.C.  20005. 


This  advertisement  has  been  reaching  consumers  thru  THE  ATLANTIC,  FAMILY 
HEALTH,  HARPER’S  MAGAZINE,  NEWSWEEK,  SATURDAY  REVIEW, 
TIME  and  U.S.NEWS  & WORLD  REPORT. 


Looking 

for  carefree 
transportation? 

Lease  a 
Quiet  Ford 
from 

Universal  Downtown  Leasing 
Corporation 

Division  of 

Universal  Motor  Co. 

Richmond’s  Oldest 

1012  W.  Broad  St. 

648-2831 


Con- 

ven- 

ience! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's  — 144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Main  Office  Branch  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES-WE  MAKE  THEM 
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The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. . .yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a 'roller-coaster’’  nor  a "hangover " effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 

Four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the 
many  patients  who  need  to  have  the  pace  set  just  a little 
slower.  Its  gentle  daytime  sedative  action  is  often  all  that’s 
needed  to  help  the  usually  well-adjusted  patient  cope 
with  temporary  stress. ..  or  to  relieve  the  anxiety  associated 
with. hypertension,  coronary  disorders,  premenstrual  tension, 
surgical  procedures,  functional  Gl  disorders,  or  the  strains 
of  aging. 

Based  on  surveys  of  average  daily  prescription  costs. 


Butisol 

BITAL) 


SODIUM® 


Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 

Warning:  May  be  habit  forming. 

Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease. 

Elderly  or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes, 
hangover " and  systemic  disturbances  are  seldom  seen. 

Usual  Adult  Dosage:  For  daytime  sedation.  15  mg  to  30  mg  t id.  orq.i.d 
For  hypnosis.  50  mg.  to  100  mg. 

Available  as: Tablets.  15  mg..  30  mg..  50  mg  , 100  mg..  Elixir,  30  mg  per 5 cc. 
(alcohol  7%). 

BUTICAPS1  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)] 

15  mg.,  30  mg..  50  mg..  100  mg. 


I Me  NEIL) 

McNeil  Laboratories.  Inc..  Fort  Washington,  Pa  19034 
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SUSPENSION,  500  mg  per  5 cc 


You’ll  rely  on  MINTEZOL  (Thiabendazole, 
MSD)  often  for  pinworm  disease.  Not  just 
because  that’s  a very  common  helmin- 
thic infestation,  but  because  MINTEZOL 
has  such  a high  degree  of  efficacy. 
MINTEZOL  also  provides  an  unusually 
wide  range  of  action-against  thread- 
worm, hookworm,  whipworm,  and  large 
roundworm  disease.  This  broad  spectrum 
of  activity  makes  it  particularly  effec- 
tive in  these  mixed  worm  infestations. 
MINTEZOL  isn’t  a dye.  So  you  won’t  hear 
complaints  about  stained  teeth,  cloth- 
ing, or  bed  linen.  The  most  frequently 
occurring  side  effects  have  been  ano- 
rexia, nausea,  vomiting,  and  dizziness. 


Contraindications:  History  of  hypersensitivity 
to  thiabendazole. 

Warnings:  May  impair  alertness;  operation  of 
automobiles  and  other  activities  made  hazard- 
ous by  diminished  alertness  should  be  avoided. 
If  hypersensitivity  reactions  occur,  drug  should 
be  discontinued  immediately  and  not  resumed; 
erythema  multiforme,  including  Stevens- 
Johnson  syndrome  (with  a fatal  case),  has  been 
associated  with  thiabendazole  therapy  in  chil- 
dren. Safe  use  in  pregnancy  or  lactation  has 
not  been  established. 

Precautions:  Since  thiabendazole  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidneys, 
hepatic  and  renal  function  should  be  carefully 
monitored  in  patients  with  dysfunction  of 
these  organs. 

Adverse  Reactions:  Frequently  encountered 
are  anorexia,  nausea,  vomiting,  and  dizziness. 
Less  frequently,  diarrhea,  epigastric  distress, 


pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus, 
collapse,  abnormal  sensation  in  eyes,  blurring 
of  vision,  hyperirritability,  numbness,  hyper- 
glycemia, xanthopsia,  enuresis,  perianal  rash, 
cholestasis  and  parenchymal  liver  damage, 
hypotension,  and  a transitory  rise  in  cephalin 
flocculation  and  SGOT.  Hypersensitivity  reac- 
tions include:  fever,  facial  flush,  chills,  con- 
junctival injection,  angioedema,  anaphylaxis, 
skin  rashes,  erythema  multiforme  (including 
Stevens-Johnson  syndrome),  and  lymphade- 
nopathy.  Appearance  of  live  Ascaris  in  the 
mouth  and  nose  has  been  reported  on  rare 
occasions. 

Some  patients  may  excrete  a metabolite  which 
imparts  an  odor  to  urine,  much  like  that  which 
occurs  after  ingestion  of  asparagus.  Crystal- 
luria  without  hematuria  has  been  reported  on 
occasion,  but  has  promptly  subsided  with  dis- 


continuation of  therapy;  while  the  etiologic 
role  of  thiabendazole  has  not  been  established, 
the  possibility  of  crystalluria  should  be  kept 
in  mind.  Transient  leukopenia  has  been  re- 
ported in  a few  patients,  but  the  cause  and 
effect  relationship  in  these  cases  has  not 
been  established. 

NOTE:  In  children  weighing  less  than  30 
pounds,  clinical  experience  with  thiabendazole 
for  treatment  of  intestinal  parasitosis  has 
been  limited.  Thus,  the  benefits  of  this  therapy 
should  be  weighed  against  the  possibility  of 
adverse  reactions. 

Supplied:  Suspension,  containing  500  mg  per 
5 cc,  in  bottles  of  120  cc. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc., 
West  Point,  Pa.  19486 
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NORGESIC 

(orphenadrine  citrate.  25  mg  : aspirin.  225  mg.; 
phenacetin,  160  mg  . caffeine.  30  mg  ) 

the  versatile  analgesic 

offers  fast  onset  of  symptomatic  relief 

produces  a high  level  of  analgesia 

affords  sustained  pain  relieving  action 

provides  predictable  relief — 
overall  satisfactory  response  in 
approximately  80%  of  patients 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphena- 
drine. Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric  or 
duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at 
the  bladder  neck  Norgesic  is  also  contraindicated  in  patients  with  myas- 
thenia gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin 
or  caffeine 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  pa- 
tients receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  recom- 
mended that  Norgesic  not  be  given  in  combination  with  propoxyphene 
(Darvon’) 

Warnings:  USE  IN  PREGNANCY  Since  safety  of  the  use  of  this  prepara- 
tion in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  poten- 
tial benefits  of  the  drug  be  weighed  against  its  possible  hazard  to  the 
mother  and  child 

USE  IN  CHILDREN  The  safe  and  effective  use  of  this  drug  in  children  has 
not  been  established  therefore,  the  physician  must  weigh  the  benefits 
against  the  potential  hazards 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of 
phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders. 
It  should  also  be  used  with  caution  in  patients  with  tachycardia. 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or 
those  usually  associated  with  mild  anticholinergic  agents  These  may 
include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  intraocular  tension,  weak- 
ness. nausea  vomiting,  headache,  dizziness,  constipation,  drowsiness, 
and  rarely,  urticaria  and  other  dermatoses  Infrequently  an  elderly  patient 
may  experience  some  degree  of  confusion  Mild  central  excitation  and 
occasional  hallucinations  may  be  observed  These  mild  side  effects  can 
usually  be  eliminated  by  reduction  in  dosage  One  case  of  aplastic  anemia 
associated  with  the  use  of  Norgesic  has  been  reported  No  causal  rela- 
tionship has  been  established 


Norgesic...the  versatile  analgesic 
orovides  effective  analgesia  and  relief 
Df  associated  muscle  spasm 


Peoples . . . always  ready  to  serve  your 
patient . . . with  all-night 
prescription  center  drug  stores. 


Southside  Plaza/McGuire  Circle  at  Belt 
Blvd.  and  Hall  St.,  Richmond  BE  2-4566 

Barracks  Rd.  Center/Emmett  St. 

& Barracks  Rd.,  Charlottesville  293-9151 

Ward’s  Corner/Gramby  St.  & 

Little  Creek  Rd.,  Norfolk  588-5421 

Boulevard  and  Broad  Sts.,  Richmond  359-2497 

Lee  Highway  & Old  Dominion  Dr 522-0011 

...  and  5 other  stores  in  the  Metropolitan  Wash- 
ington area. 


In  the  small  hours  of  the  evening  or  morning — 
when  your  patient  can’t  wait  to  have  his  prescrip- 
tion filled — call  the  Peoples  pharmacist  at  one  of 
the  numbers  listed  here.  He’s  ready  to  help  when 
it’s  too  early  for  anyone  else  to  lend  a hand. 

He’s  a good  man  to  know.  Any  time. 

Since  1905,  Peoples  has  filled  over  125  million 
prescriptions.  The 
next  one  we  fill  is 
just  as  important 
to  us  as  all  those 

in  between.  prescription  drug  stores 


WHEN  NEEDED,  RECOMMEND  A PEOPLES  “SAFETY  CAP”  PRESCRIPTION  CONTAINER  FOR  FAMILIES  WITH  SMALL  CHILDREN. 
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Additional  information  available  to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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move  up  to 
“the  Robinul 
response” 

In  treating  hypermotility  associated  with 
functional  lower  G-l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a potent  antispasmodic — 
Robinul®  Forte  (2  mg.  glycopyrrolate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotility,  making  it  a 
highly  effective  agent  in  functional  bowel 
distress,  as  well  as  in  spastic  and  irritable 
colon.  Robinul  Forte  also  exerts  a more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a “one  tract  mind” 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2 mg. 
Forte 


1 IDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
P :ated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
Us  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
N able,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
fed  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
f lastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
)B  reatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
iy  rome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
B^be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 

B prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
(glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
|l<:oma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
b 32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
*'  ed  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
fi5  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 


, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
t three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
nt’s  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
tj  red  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
W'2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
fits  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va.  y!|-|-J»|^Qg| 


if  skin  is  infected, 
or  open  to  infection 

choose  the  topicals 
that  give  your  patient- 


« broad  antibacterial  activity  against 
susceptible  skin  invaders 
« lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg, 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

\anishimi  Cream  Base 

Neosporin-G 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
• units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing  _ 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 

Dept.  PML.  3 


THE  GREATEST  SINGLE  THREAT  TO  YOUR  FINANCIAL  STABILITY  IS 


NOW  YOU  CAN  INSURE  AGAINST  THAT  THREAT  WITH 
THE  MEDICAL  SOCIETY  OF  VIRGINIA 

(and  its  component  societies)  Sponsored  and  Approved 

DISABILITY  INCOME  PLAN 

ADVANTAGES 

■ Pays  up  to  $1,200  a month  ($1,320  with  the  10%  Bonus  now  in  force) 

■ Tax-free  money  to  spend  as  you  wish 

■ Coverage  anywhere  in  the  world,  24  hours  a day,  365  days  a year,  while 
practicing,  relaxing  or  traveling 

■ Special  low-cost  plan  designed  for  the  younger  doctors 

■ Renewable  to  age  65  (you  may  continue  coverage  to  age  75) 

■ Conversion  privilege 

■ Few  exclusions  — even  private  flying  is  included 

■ Pays  in  addition  to  any  other  insurance  you  may  carry 

You  can  receive  information  immediately  by  writing  or  phoning  the  ad- 
ministrators. A minute  of  your  time  now  will  provide  you  and  your  family  an 
income  when  it’s  needed  most. 

Program  administered  by:  DAVID  A.  DYER  INSURANCE  AGENCY 

Medical  Arts  Building 
Roanoke,  Virginia  24011 
Phone:  344-5000 

and 

FRED  W.  HALL-ASSOCIATE 

8924  Orange  Hunt  Lane 
Annandale,  Virginia  22003 
Phone:  461-8087 

Specialists  in  providing  sound,  up-to-date  insurance  protection  for  the  Virginia 
physician. 

Other  Sponsored  and  Approved  Group  Plans  For  Your  Protection  ■ IN-HOSPITAL  IN- 
COME ■ PROFESSIONAL  OVERHEAD  EXPENSE  ■ MAJOR  HOSPITAL  NURSING 
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■ With  that  “switch”,  Doctor,  your  income  stops. 

But  your  everyday  expenses  keep  right  on  ...  in  your  home  and  at  your  office. 
That’s  why  you  need  a sound  disability  income  plan. 

We  offer  the  original  Group  Plan  of  Disability  Income  . . . the  one  that’s  been 
recommended  and  sponsored  by  the  Medical  Society  of  Virginia  for  more  than 
a decade. 

SPECIAL  FEATURES  OF  OUR  PLAN: 


'Sorry  Doctor. 

But  you’re  going  to  be  laid  up 
for  a while." 


disability  income  up  to  $300  weekly, 
weekly  payments  covering  you  up  to  age 
65  for  sickness  or  even  lifetime  for  ac- 
cident. 

$1,000  accidental  death  benefit  with 
each  policy  . . . higher  limits  available, 
of  course. 

additional  benefits  available  for  acciden- 
tal loss  of  limbs,  sight,  speech,  or  hear- 
ing. 


medical  payments  for  treatment  of  non- 
disabling injuries  (to  a maximum  equiv- 
alent to  one  week's  indemnity), 
guaranteed  minimum  benefits  for  cer- 
tain fractures  and  dislocations,  whether 
disabled  or  not. 

optional  daily  hospital  benefits, 
optional  plans  also  available  for  your  of- 
fice personnel. 


FOR  FULL  DETAILS  WRITE  OR  PHONE 

Administrators 

Murphy  Insurance  & Travel,  Inc.  Suter  Associates,  Inc.  Ernest  L.  Baker  Asso's  General  Insurance  of  Roanoke 

Charlottesville,  Va.  Arlington,  V a.  Virginia  Beach,  Va.  Roanoke,  Va. 

295-4157  525-6700  425-1892  345-8148 

G.  C.  French  Agency,  Inc. 

Richmond,  Va. 

M13-1140 

Underwritten  by 

COMMERCIAL  INSURANCE  COMPANY  OF  NEWARK,  NEW  JERSEY 

one  of 

The  Continental  Insurance  Companies 


HAPPY  NEWS! 


I I 


NTRODUCING 


FETRACYN500 

TETRACYCLINE  HCI,  500-mg  capsules) 

"HE  LOW-COSI 
BRAND-NAME  TETRACYCLINE 

ETRACYN  also  available  as  250-mg  capsules  prz^JIrmaceutSls 

(5,  TRACYCLINE  HCI)  3 ^ newyork.im.y  10017 


Now  in  a 
200-ml. 
nbreakable 
Plastic 
Bottle 


Same  price  as 
150 -ml.  size* 


Two  dosage 
strengths- 
125  mg./5ml. 
and, 

250  mg./5  ml. 


V-Cillin  K.Pediatric 

potassium 

phenoxymethyl 

, available  to  the 

profession  on  request. 

Ut/I  IIUIIIII  I Eli  Lilly  and  Company 

1 Indianapolis.  Indiana  46206 


“Based  on  Lilly  selling  price  to  wholesalers. 
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Guest  Editorial . . . . 


Twenty-Five  Years  of  Private  Health  Service 
to  Virginia 

THE  NATION  now  recognizes  what  Virginians  have  known  for 
years:  massive  federal  spending  and  grand  socio-medical  experiments 
alone  are  not  sufficient  to  guarantee  adequate  medical  care  for  all  people 
in  this  country.  We  now  know  that  it  is  not  so  much  how  many  dollars 
are  spent  for  medical  care  but  the  manner  in  which  they  are  spent. 
America  has  not  lacked  medical  talents  and  certainly  she  has  not  lacked 
medical  needs.  What  has  been  missing  is  the  matching  of  people  with  the 
proper  resources  to  the  areas  of  demonstrated  and  sustaining  needs.  It 
is  the  consensus  of  opinion  that  ways  must  be  found  to  better  assimilate, 
coordinate  and  distribute  the  national  resources  for  health  care  already 
available  and  to  be  developed.  The  great  potential  for  private  endeavor 
and  philanthropy,  integrated  by  governmental  support  and  coordination, 
which  is  the  genius  of  modern  American  enterprise,  must  be  tapped  to 
fulfill  the  health  demands  of  our  people. 

Developing  a more  adequate  system  of  health  care  delivery  will  require 
four  broad  elements. 

1.  Personnel  appropriately  trained  and  strategically  located. 

2.  Buildings  and  equipment  sufficient  for  the  fullest  exploitation  of 
the  talents  of  professional  personnel. 

3.  Coordination  of  all  resources  for  health  care  delivery  by  means  of 
modern  communications  and  transportation. 

4.  Education  of  the  citizenry  to  the  opportunities  and  responsibilities 
for  their  optimal  utilization  of  health  resources. 

Ultimately,  of  course,  all  of  the  above  elements  must  be  balanced  in 
the  total  picture  of  national  priorities.  Adequate  housing,  sanitation  and 
nutrition,  as  well  as  public  health  measures,  are  more  critical  to  the  com- 
mon health  than  heart  transplants.  National  security,  integrity  and  sol- 
vency must  be  maintained  in  order  that  public  confidence,  tranquility 
and  productivity  may  be  preserved. 

We  in  Virginia  have  an  already  established,  widely  acclaimed,  model 
for  study  by  our  federal  planners  as  they  further  perfect  a program  of 
national  health  care — the  Virginia  Council  on  Health  and  Medical  Care. 


The  Council  grew  out  of  the  recognition  by  Virginia  medical  leaders  that 
many  areas  of  the  State  were  facing  serious  health  problems.  For  the  past 
twenty-five  years  the  Council  has  been  busy  (and  has  become  famous  in 
so  doing)  matching  needy  communities  with  eager  and  well  trained  pro- 
fessional personnel.  This  has  been  accomplished  by  teaching  the  com- 
munity how  it  can  determine  its  valid  health  needs,  provide  proper 
health  facilities  and  recruit  and  retain  professional  health  personnel.  At 
the  same  time  the  members  of  the  Virginia  medical  community  have 
been  educated  to  the  actual  health  situation  in  the  Commonwealth  and 
to  their  responsibilities  in  meeting  these  problems. 

What  really  makes  the  Council  unique  among  organizations  of  similar 
type  is  that  its  budget  is  drawn  completely  from  private  contributions 
which  come  from  individuals,  industrial  concerns,  banks,  professional 
societies,  hospitals,  foundations  and  others.  What  a refreshing  change 
from  the  philosophy  of  those  who  automatically  turn  to  north  of  the 
Potomac  for  financial  succor! 

The  Council  has  grown  into  several  separate  but  vitally  integrated 
programs  in  its  constant  search  to  improve  Virginia  Ffealth: 

1.  A Health  Careers  Program  which  alerts  youngsters  to  their  oppor- 
tunities in  eighteen  major  health  occupations,  thus  helping  to  assure 
a growing  health  manpower  pool. 

2.  The  Virginia  Council’s  Physician  Referral  Service  which  the  Amer- 
ican Medical  Association  considers  probably  the  most  effective 
service  of  its  kind  in  the  country.  It  has  assisted  660  physicians  and 
many  ancillary  health  personnel  to  locate  in  needy  areas.  This  serv- 
ice provides  an  effective  organization  and  systematic  method  to 
bring  about  better  distribution  of  physicians  in  the  Commonwealth. 

3.  Local  communities  have  been  assisted  in  surveying  their  health  needs 
and  their  capabilities  for  adequate  financial  support  of  health  facili- 
ties. An  outgrowth  of  this  activity  has  been  spontaneous,  coopera- 
tive, arrangement  among  smaller  communities  to  develop  central 
health  facilities  which  none  could  support  alone.  The  Montevideo 
Clinic  is  a good  example  for  study  in  Comprehensive  Health  Plan- 
ning. 

4.  Programs  to  improve  general  public  understanding  of  health  mat- 
ters through  conferences  on  Nutrition  and  Handicapped  Children, 
Public  Opinion  Reports,  Special  Reports  and  Health  Forums.  Out 
of  one  such  project  by  the  Women’s  Committee  of  the  Virginia 
Farm  Bureau  Federation  grew  a Virginia  Advisory  Legislative 
Council  study  of  the  shortage  of  family  physicians. 

5.  Orientation  Programs  for  Medical  School  Faculty  and  Students  to 
show  them  rural  health  needs  and  medical  career  opportunities  in 
rural  areas. 

(As  as  outgrowth  of  the  projects  described  in  paragraphs  4 and  5 above, 

programs  in  family  practice  at  both  our  State  medical  schools  have 

become  a reality.) 
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6.  Nursing  Scholarship  Programs  which  encourage  enrollment  of 
young  women  in  nursing  careers.  The  Florence  Nightingale  pro- 
gram is  designed  especially  to  encourage  black  youth  in  nursing 
careers. 

7.  Meetings  of  Executive  Directors  of  the  fourteen  State-wide  volun- 
tary health  organizations  which  have  been  held  every  other  month 
to  share  ideas,  problems  and  plans,  and  to  provide  a mechanism  for 
joint  undertakings. 

A vital  key  to  the  success  of  the  Council’s  program  has  been  its  dynamic 
director,  Edgar  J.  Fisher,  Jr.  It  was  truly  a happy  day  for  the  Common- 
wealth when  Dr.  "Hank”  Mulholland  of  the  University  of  Virginia 
found  young  Edgar  to  head  up  an  organization  which  was  really  only  a 
dream  in  the  minds  of  its  creators.  Edgar  has  made  this  dream  come  true 
by  constant  zeal.  By  continuing  motion  and  talking,  the  lean  and  lively 
figure  of  Edgar  traveling  the  length  and  breadth  of  Virginia  has  sustained 
a growing  Virginia  Council  on  Health  and  Medical  Care.  He  is  catalyst 
and  guiding  hand.  If  it  is  true  that  genius  is  99%  perspiration,  then 
Edgar  Fisher  is  a genius  as  he  has  labored  endlessly  for  the  cause. 

Three  of  Edgar’s  more  unique  contributions  to  the  body  of  medical 
knowledge  in  Virginia  are:  first,  good  health  care  resources  locally  avail- 
able are  essential  for  attracting  and  maintaining  good  industrial  develop- 
ment, particularly  in  rural  areas;  secondly,  the  Tangier  Island  story — 
a study  in  publicity  and  public  relations  concerning  rural  health  needs. 
The  resulting  headlines  from  this  story  drew  attention  to  the  medical 
plight  of  an  isolated  community  and  helped  to  make  the  Council  known 
internationally.  Thirdly,  a most  telling  maneuver  in  Edgar’s  constant 
drive — literally — has  been  in  taking  medical  educators  on  tours  through 
scattered  areas  of  Virginia  to  catch  glimpses  of  the  realities  of  the  day 
to  day  delivery  of  health  care  to  the  individual  citizen  in  his  community. 

Edgar  is  a rare  combination  of  energy,  integrity,  devotion  and  good 
will  and  a happy  spirit  but  he  obviously  has  not  accomplished  the  work 
of  the  Council  by  himself.  It  has  been  the  energy  of  many  people  work- 
ing together  for  the  common  good.  It  has  shown  us  how  we  may  develop 
new  programs  for  health  care  on  a local  level,  coordinating  all  our  health 
resources,  both  public  and  private  in  such  a manner  as  to  preempt  further 
arbitrary  federal  intervention  if  we  so  desire.  We  as  physicians  owe  it  to 
ourselves  to  give  Edgar  and  the  Virginia  Council  on  Health  and  Medical 
Care  our  continuing  effective  support  as  a living  memorial  to  Dr. 
Mulholland. 

J.  Powell  Anderson,  M.D. 


Medical  Arts  Building 
Waynesboro,  Virginia 
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Address  of  the  President 


APPRECIATE  THE  HONOR  of  hav- 
ing  been  your  President  during  the  past 
year.  Because  of  the  family  tragedies  that 
occurred  nine  and  five  years  ago  when  I 
previously  served  as  an  officer  in  this  society, 
I was  apprehensive  about  accepting  this 
nomination.  Fortunately,  bad  luck  does  not 
always  come  in  threes. 

Our  present  system  of  medical  practice  is 
being  threatened  on  all  sides.  The  consum- 
ing public  expects  us  to  perform  miracles 
twenty-four  hours  each  day  and  still  charge 
less  for  a house  call  than  does  the  T.V.  re- 
pairman. These  excess  expectations  are  nur- 
tured by  the  socialistic  politicians  who 
promise  something  for  nothing.  Our  work 
is  made  more  difficult  by  those  lawyers  who 
capitalize  on  our  mistakes.  Because  our 
medical  schools  were  more  interested  in 
training  subspecialists  who  would  bring  re- 
search grants  to  the  institution  than  they 
were  in  training  primary  physicians  who 
would  treat  patients,  all  of  us  are  working 
too  hard.  It  will  be  ten  years  before  we  see 
the  benefits  of  the  enlarged  classes  and  the 
new  curriculum.  None  of  us  can  solve  these 
socio-economic  problems  individually,  but 
by  working  together,  we  can  make  progress. 
This  collective  action  requires  a strong,  in- 
tegrated, and  co-operative  system  of  coun- 
ty, state,  and  national  medical  societies.  We 
must  maintain  the  vitality  of  the  Medical 
Society  by  having  a large  and  active  mem- 
bership and  by  electing  capable  and  dedi- 
cated officers. 

There  are  approximately  five  thousand 
licensed  physicians  in  Virginia.  Forty-five 
hundred  of  these  are  in  private  practice  and 
belong  to  county  medical  societies;  thirty- 
eight  hundred  belong  to  The  Medical  So- 
ciety of  Virginia;  and  twenty-two  hundred 

Presented  at  Annual  Meeting  of  The  Medical  So- 
ciety of  Virginia,  Arlington,  October  14-17,  1971. 


JAMES  M.  MOSS,  M.D. 

Alexandria,  Virginia 

belong  to  the  American  Medical  Associa- 
tion. Fortunately,  the  rest  of  the  country 
does  better  in  AM  A membership,  and  69% 
of  all  eligible  physicians  pay  their  dues.  The 
AMA  is  our  only  national  spokesman  and 
it  must  represent  the  majority  and  not  just 
the  concerned  minority.  The  activity  of 
the  AMA  in  the  accreditation  of  medical 
schools,  in  setting  standards  for  house  staff 
education,  and  in  encouraging  continuing 
education  of  physicians  has  been  an  impor- 
tant factor  in  the  high  quality  of  medical 
care  in  America — but  only  the  members 
pay  for  this!  The  activity  of  the  AMA  in 
evaluating  drugs,  in  exposing  useless  methods 
of  treatment,  in  setting  standards  for  the 
training  of  allied  health  personnel,  in  study- 
ing new  methods  for  the  delivery  of  health 
care,  and  in  evaluating  new  methods  for  the 
payment  of  medical  services  has  helped  us 
practice  more  effectively — but  only  the 
members  pay  for  this!  The  activity  of  the 
AMA  in  establishing  the  joint  commission 
on  hospital  accreditation,  in  updating  the 
principles  of  medical  ethics,  in  establishing 
guidelines  for  peer  review,  and  in  sponsoring 
the  American  Medical  Political  Action  Com- 
mittee has  helped  us  practice  more  com- 
fortably— but  only  the  members  pay  for 
this!  If  all  physicians  belonged  to  the  AMA, 
the  dues  could  be  reduced  twenty-five  per 
cent  and  the  same  services  could  be  pro- 
vided. Some  say  that  we  should  have  com- 
pulsory membership,  but  I think  that  we 
must  convince  those  who  are  not  members 
to  voluntarily  join  the  AMA  and  pay  their 
share.  Surely,  every  practicing  physician 
can  afford  the  current  AMA  dues  of  thirty 
cents  per  day.  Those  few  who  do  not  join 
because  they  disagree  with  AMA  policies 
should  join  and  become  better  informed  as 
to  why  these  policies  were  evolved  and  then 
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work  to  change  those  policies  that  are  obso- 
lete. 

Organized  medicine  must  have  well- 
qualified  and  highly  motivated  leaders  in 
every  office.  Anyone  who  accepts  the  honor 
of  election  to  an  office  or  appointment  to  a 
committee  has  a moral  obligation  to  either 
carry  out  the  duties  of  that  office  or  else  to 
resign  so  that  someone  else  can  do  it.  We 
cannot  afford  the  luxury  of  a Councilor,  a 
delegate,  or  a committee  member  who  misses 
more  meetings  than  he  attends.  If  you  dele- 
gates re-elect  a person  who  accepts  the  title 
of  office  without  accepting  the  responsibili- 
ties of  office,  you  are  neglecting  your  re- 
sponsibility to  the  thirty  physicians  that  you 
represent. 

Now  I would  like  to  give  you  some  sug- 
gestions about  the  upcoming  elections  in  our 
Medical  Society.  The  most  important  office 
is  that  of  delegate  to  the  AMA,  and  yet, 
few  of  you  really  thought  about  the  quali- 
fications of  the  men  who  are  elected  to 
these  positions.  Since  one  of  our  delegates 
will  retire  this  year,  I would  like  to  stimu- 
late your  thinking  by  describing  the  man 
that  I think  should  be  elected.  Let  me  make 
it  clear  that  I am  not  a candidate  for  this 
office  and  that  I have  no  commitment  to 
anyone  who  is.  Our  new  delegate  should 
have  the  dignity,  respect,  and  integrity  of 
Lin  wood  Ball;  the  speaking  ability  and 
parliamentary  knowledge  of  Callier  Salley; 
the  meticulous  dedication  to  detail  and  the 
consideration  of  others  of  Alexander  Mc- 
Causland;  the  scientific  reputation  and  the 
political  instinct  of  Dick  Palmer;  the  in- 
fectious smile  and  the  perpetual  enthusiasm 
of  Willie  Grossmann;  the  organizing  ability 
and  the  first-name  memory  of  Ken  Cris- 
pefl;  and  the  savoir  faire  and  the  sense  of 
humor  of  Kinloch  Nelson.  In  addition,  he 
should  be  a Past-President  of  The  Medical 
Society  of  Virginia  who  is  less  than  fiftv- 
five  years  old.  Because  there  is  no  man  who 
has  all  of  these  qualifications,  we  must  ac- 
cept the  best  compromise  for  this  ten-year 
job.  An  AMA  delegate  who  has  not  served 
as  President  of  his  state  society  is  less  effec- 


tive than  one  who  has.  If  we  elect  a man 
who  has  not  served  as  President,  we  should 
see  that  he  does  so  promptly.  It  is  possible 
to  hold  both  jobs  simultaneously.  You 
have  two  days  in  which  to  select  this  man, 
and  I urge  you  to  select  one  who  can  follow 
Dick  Palmer  to  the  top  of  the  AMA. 

Since  the  alternate  delegates  sometimes, 
but  not  always,  advance  to  the  position  of 
delegate,  the  same  criteria  should  apply  ex- 
cept that  they  should  be  less  than  fifty  years 
of  age  when  first  elected. 

The  next  most  important  position  of  The 
Medical  Society  of  Virginia  is  that  of  the 
President-Elect.  You  should  select  the  man 
who  will  do  the  most  for  The  Medical  So- 
ciety of  Virginia  without  regard  to  his  resi- 
dence, his  specialty,  his  medical  school,  or 
his  previous  political  debts  and  deals.  He 
must  be  able  to  devote  75  days  per  year  for 
two  consecutive  years  to  the  job.  Dr.  Gross- 
mann, Dr.  Hotchkiss,  and  I each  have  done 
this.  None  of  us  feel  that  we  have  incurred 
any  political  debts  that  should  influence 
your  selection  of  the  next  President-Elect. 

Prior  to  1971,  the  office  of  Vice-President 
of  The  Medical  Society  of  Virginia  was 
honorary,  but,  as  Drs.  Liddle,  Nemuth,  and 
Munoz  can  tell  you,  times  have  changed. 
Each  of  them  has  had  specific  duties  and  re- 
sponsibilities, and  all  three  of  them  have  per- 
formed these  duties  in  an  excellent  manner. 
In  selecting  the  three  Vice-Presidents  for 
next  year,  I hope  that  you  will  be  as  kind  to 
Dr.  Hotchkiss  as  you  were  to  me. 

The  Councilors  are  the  Board  of  Direc- 
tors and  establish  policy  when  the  House 
of  Delegates  is  not  in  session.  They  also 
have  the  responsibility  for  liaison  between 
The  Medical  Society  of  Virginia  and  the 
county  societies.  This  liaison  has  been  ac- 
complished in  an  excellent  manner  in  most 
districts,  but  in  a perfunctory  manner  in 
some.  Each  county  society  should  invite 
their  Councilor  to  report  to  them  after  each 
Council  meeting. 

The  new  boundaries  of  our  Congressional 
districts  will  result  in  many  of  our  Coun- 
cilors representing  different  county  socie- 
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ties.  1 concur  with  the  opinion  of  the  Ju- 
dicial Committee  that  those  from  the  even- 
numbered  districts  with  unexpired  terms 
should  continue  to  serve  out  their  terms. 
Councilors  from  the  odd-numbered  districts 
should  be  nominated  by  a caucus  of  the  dele- 
gates representing  the  counties  in  the  new 
districts.  Nominations  for  the  replacement 
of  any  Councilor  with  an  unexpired  term 
who  resigns  should  be  made  by  a caucus  of 
the  delegates  from  the  new  district. 

For  several  years,  it  has  been  customary 
to  elect  a second  man  from  each  Congres- 
sional district  to  serve  on  the  reference  com- 
mittees. It  would  expedite  the  work  of  the 
Speaker  of  the  House  of  Delegates  if  this 
second  man  was  elected  before  the  meeting. 
If  this  second  man  was  given  the  title  of 
Alternate  or  Vice-Councilor  and  elected  at 
the  same  time  as  the  Councilor,  he  could 
assist  the  Councilor  with  his  district  duties 
and  he  could  substitute  for  the  Councilor  at 
Council  meetings.  I request  the  reference 
committee  on  by-laws  to  consider  this  pro- 
posal and  bring  back  an  appropriate  resolu- 
tion to  this  House. 

In  order  to  accelerate  the  progress  of 
younger  men  through  the  ranks  of  organ- 
ized medicine,  I would  like  to  propose  that 
service  on  the  Council  be  limited  to  six  years 
instead  of  eight  years,  and  that  the  service 
of  delegates  from  county  societies  to  The 
Medical  Society  of  Virginia  and  from  The 
Medical  Society  of  Virginia  to  the  AMA  be 
limited  to  ten  consecutive  years.  I ask  the 
reference  committee  on  by-laws  to  bring  in 
an  appropriate  resolution  on  this  proposal. 

I wish  to  express  my  gratitude  for  those 
of  you  who  have  served  on  the  various  comr 
mittees  of  our  Medical  Society.  Good  com- 
mittee work  is  essential  for  the  proper  func- 
tion of  the  Society.  In  making  the  commit- 
tee appointments  for  next  year,  Dr.  Hotch- 
kiss has  checked  the  performance  records 
of  the  present  members  and  has  appointed 
enthusiastic,  young  physicians  when  re- 
placements were  needed. 

I especially  want  to  thank  the  members 
of  the  Executive  Committee,  Drs.  Hotch- 
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kiss,  Edwards,  and  Liddle  for  their  counsel 
and  advice,  and  Dr.  Grossmann  and  Mr. 
Howard  for  their  stabilizing  influence. 

Four  months  ago,  we  hired  a third  man 
for  the  headquarters  staff  of  The  Medical 
Society  of  Virginia.  Mr.  Willard  Osburn 
will  be  responsible  for  public  relations  and 
will  share  the  other  administrative  duties. 
In  order  to  provide  an  office  for  Mr.  Osburn 
and  his  secretary,  we  had  to  either  enlarge 
the  building  or  else  rent  space  outside.  After 
the  officers  of  the  Virginia  Academy  of 
Family  Practice  learned  of  our  problem, 
they  graciously  volunteered  to  move.  We 
will  need  to  enlarge  the  building  in  a few 
years;  at  that  time,  I hope  that  we  can  again 
accommodate  the  Academy  as  well  as  all  of 
the  specialty  organizations  in  the  state. 

The  Medical  Society  of  Virginia  has  con- 
sistently had  lower  dues  and  fewer  em- 
ployees per  thousand  members  than  any 
other  state  medical  society.  This  has  been 
achieved  by  the  long  hours  of  efficient  work 
of  Bob  Howard,  Jim  Moore,  Miss  Watkins, 
Mrs.  Edmunds,  Mrs.  Hurt,  and  Mrs.  Stock- 
mar.  Bob  has  had  much  overtime  and  no 
vacation  this  year.  I trust  that  Bill  Hotch- 
kiss will  be  easier  on  him. 

When  President  Nixon  spoke  to  the  AMA 
in  Atlantic  City  on  June  22,  1971,  he  said, 
"You  had  better  get  interested  in  politics 
or  you  won’t  have  any  profession  to  get  in- 
terested in.”  How  many  of  us  are  willing  to 
give  up  two  months  each  year  to  serve  in 
the  state  legislature  like  Drs.  Jim  Hagood, 
Ferguson  Reid,  Bill  Pennington,  and  Walter 
Elliott?  How  many  of  us  are  willing  to 
give  up  one  night  each  week  to  serve  on  a 
county  board  or  a city  council  like  Drs. 
Carl  Stark,  Fletcher  Wright,  Nash  Thomp- 
son, Ed  Haddock,  and  several  others?  When 
Dr.  Hagood  retires  from  the  Senate  this 
year,  the  only  physician  remaining  in  the 
General  Assembly  will  be  Dr.  Reid.  In  or- 
der to  keep  the  General  Assembly  properly 
informed  about  medical  problems,  we 
should  have  at  least  one  physician  in  the 
Senate  and  two  in  the  House  of  Delegates. 
Fortunately,  Dr.  Reid  is  running  for  re- 
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election  in  the  House.  Dr.  W.  Callier  Salley, 
Gloucester  Point,  Dr.  John  C.  Buchanan, 
Wise,  and  Dr.  Alfred  B.  Cramer,  Culpeper, 
are  running  for  election  to  the  Senate.  Each 
of  us  should  make  a campaign  contribution 
to  these  physicians.  They  need  our  support 
and  we  need  their  statesmanship. 

Most  of  us  lack  the  time,  the  courage,  and 
the  ability  to  hold  political  office,  but  we 
can  help  others  be  elected  by  joining  VaM- 
PAC.  In  order  for  VaMPAC  to  be  most 
effective,  we  should  all  contribute  $149.00 
each  year  and  become  sustaining  members. 
Virginia  does  have  the  best  Congressional 
delegation  in  Washington,  and  we  must 
support  it  to  keep  it  that  way. 

The  Medical  Society  sponsored  a trip  to 
the  Orient  in  June  and  a Mediterranean 
cruise  in  September.  This  made  it  possible 
for  180  of  our  members  and  their  families 
to  enjoy  a well-organized  and  inexpensive 
vacation  with  their  colleagues.  Next  year, 
we  plan  a trip  to  Scandinavia.  It,  too,  will 
be  over-subscribed,  so  please  get  your  reser- 
vation in  early. 

This  was  the  first  year  of  the  revised  con- 
stitution with  the  new  committee  organiza- 
tion. This  has  resulted  in  better  liaison  be- 
tween the  committees  and  Council.  How- 
ever, some  committees  still  need  to  be  im- 
proved. Another  innovation  this  year  was 
for  the  immediate  Past-President  to  serve 
as  Chairman  of  the  Council.  This  left  the 
President  free  to  present  the  first-hand 
knowledge  that  only  he  had  of  many  of  the 
issues  that  were  discussed.  If  this  is  to  be 
done  permanently,  the  by-laws  should  be 
changed. 

In  spite  of  considerable  study  and 
thought,  we  have  not  yet  developed  a final 
plan  for  peer  review.  This  plan  should  be 
economical  of  time  and  money,  it  should 
help  us  improve  the  quality  and  reduce  the 
costs  of  medical  care,  and  it  should  meet  the 
requirements  of  the  federal  government. 

I After  reviewing  some  of  the  claims  referred 
to  the  Society  by  third-party  carriers,  I 
have  been  impressed  by  the  high  quality  of 
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medical  care  throughout  Virginia.  Less  than 
one  per  cent  of  the  physicians  are  guilty  of 
bad  medicine  and  excessive  charges,  but  they 
are  the  ones  who  give  all  of  us  a bad  name. 
Effective  peer  review  will  help  us  recognize 
this  one  per  cent.  If  we  can  teach  this  small 
minority  to  practice  better  medicine,  we 
will  all  benefit  from  peer  review. 

What  does  the  future  hold  for  Virginia 
medicine? 

1.  We  will  soon  be  graduating  more  phy- 
sicians in  Virginia,  and  many  more  will  be 
going  into  family  practice.  However,  we 
must  continue  to  work  closely  with  both 
the  legislators  and  the  professors  before  this 
becomes  a reality. 

2.  The  physicians  survey  conducted  by 
Drs.  Murrell,  Respess,  and  Griffith  has 
shown  that  many  of  us  are  wasting  time  do- 
ing things  that  could  be  done  by  allied 
health  personnel.  We  need  to  delegate  all 
routine  procedures,  and  we  need  to  eliminate 
wasted  time  in  those  things  that  we  must 
do  ourselves.  Much  of  the  time  that  we 
spend  driving,  writing,  and  telephoning 
could  be  reduced.  This  survey  will  not  give 
us  a forty-hour  week,  but  it  will  help  us  ac- 
complish more  in  our  usual  sixty  hours. 

3.  New  concepts  in  the  delivery  of  health 
care  have  grown  from  the  full-time  staff 
of  the  Alexandria  Hospital  Emergency 
Room.  This  pattern  is  becoming  universal, 
and  all  of  you  would  do  well  to  study  the 
experience  of  Alexandria. 

4.  Each  of  the  three  medical  schools  will 
be  forced  to  operate  HMO’s  in  order  to  re- 
ceive the  federal  subsidies  that  they  need  to 
survive.  The  HMO  is  not  the  ultimate  an- 
swer to  health  care  delivery,  but  neither  is 
it  the  forerunner  of  socialism.  To  fight  the 
establishment  of  HMO’s  in  Virginia  is  to 
squander  our  efforts  on  a hopeless  cause.  If 
we  work  to  provide  better  medical  care  for 
more  people  at  lower  costs,  the  HMO  will 
not  be  able  to  compete.  If  we  continue  to 
do  useless  and  expensive  tests,  if  we  continue 
to  put  well  patients  in  hospitals,  if  we  con- 
tinue to  do  unnecessary  surgery  or  to  pre- 
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sur-be  unnecessary  medication,  then  we  will 
■ i serve  the  regimentation  of  the  HMO. 
I iowever,  if  we  treat  and  charge  each  pa- 
tient as  we  would  want  ourselves  to  be 


treated  and  charged,  we  need  have  no  fears 
for  the  future. 

1707  Osage  Street 
Alexandria,  Virginia  22302 
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The  Clinical  Usefulness  of  Fiberoptic 
Esophago-gastroscopy 


DAVID  D.  STONE,  M.D. 
MARY  L.  HANNABASS,  R.N. 
JAMES  C.  RESPESS,  M.D. 
Charlottesville,  Virginia 


The  flexible  fiberoptic  esophago- 
scope  is  a safer  and  more  useful 
instrument  than  its  predecessor. 
When  used  in  conjunction  with 
diagnostic  x-ray , it  will  reduce  the 
need  for  surgical  exploration  of 
the  chest  and  abdomen. 


HE  FIBEROPTIC  ESOPHAGOSCOPE 
has  been  generally  available  as  a clinical 
tool  in  this  country  for  about  four  years 
and,  in  many  hospitals,  has  supplanted  the 
familiar  rigid  instrument.  The  once  rather 
formidable  procedure  of  esophagoscopy  has 
become  one  of  considerably  less  morbidity, 
and,  as  a consequence,  indications  for  the 
procedure  have  been  broadened.  Since  the 
instrument  can  also  be  used  to  examine  the 
upper  stomach,  a new  dimension  has  been 
added  to  endoscopy  with  a more  extensive 
examination  of  the  upper  gastrointestinal 
tract  being  feasible  during  one  procedure. 

In  the  past  fifteen  months,  seventy-five 
patient  examinations  have  been  done  on  the 
medical  service  of  the  University  of  Virginia 
Hospital  using  the  flexible  esophagoscope.  It 
is  felt  that  the  range  of  indications  and  re- 
sults in  these  patients  closely  approximates 
the  experience  of  endoscopists  in  commun- 

With  the  assistance  of  Mary  P.  Banks. 

From  the  Department  of  Internal  Medicine,  Uni- 
versity of  Virginia  School  of  Medicine. 


ity  hospitals,  and  that  a report  of  our 
methods  and  findings  might  be  of  some 
value. 

Materials  and  Methods 

The  Olympus  EF  fiberesophagoscope 
(Fig.  1)  was  used  in  all  75  examinations. 


Fig.  1.  The  Olympus  EF  fiberesophagoscope,  with  the 
attached  light-guide  bundle. 

This  instrument  has  a working  length  of 
66.5  cm.  and  a tip  diameter  of  12.6  mm.  The 


Fig.  2.  The  tip  of  the  instrument  showing  the  180°  po- 
tential deflection.  The  distal  tip  modification  is  also 
shown. 

tip  can  be  flexed  from  90  degrees  up  to  90 
degrees  down  (Fig.  2).  Range  of  observa- 
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is  10-30  mm.  with  fixed  focus.  A 24 
ok,  150  watt  halogen  lamp  is  the  light 
jurce  and  is  directly  connected  with  the 
light  guide  bundle.  A variable  supply  of 
cold  light  is  thus  supplied  to  the  viewing 
area.  Suction,  air  insufflation,  and  water 
spray  for  cleaning  the  lens  are  controlled 
by  buttons  which  can  be  operated  with  one 
hand.  A camera  can  be  attached  to  the 
instrument,  and  exposure  control  is  auto- 
matically regulated.  A brush  is  inserted 
through  the  esophagoscope  to  obtain  cells 
for  cytologic  examination  and  a biopsy  for- 
ceps is  also  available  for  obtaining  bits  of 
tissue  which,  unfortunately,  are  rather 
small.  A hood  protects  the  operating  tip  of 
the  instrument  and,  as  initially  supplied  by 
the  manufacturer,  was  of  thin  rubber  and 
came  to  a point.  Subsequently,  one  of  some- 
what heavier  material  without  a point  be- 
came available  (Fig.  2),  and  trauma  to  the 
hypopharynx  has  been  reduced. 

Except  under  emergency  circumstances 
the  procedure  of  esophagoscopy  is  per- 
formed after  an  overnight  fast.  Thirty 
minutes  before  being  brought  to  the  exam- 
ining area,  the  patient  is  given  intramuscular 
injections  of  atropine  0.4  mg.  and  meperi- 
dine 50-75  mg.,  the  latter  depending 
roughly  on  body  weight.  Prior  to  endoscopy, 
the  hypopharynx  is  sprayed  with  a 2 percent 
solution  of  tetracaine  which  the  patient  spits 
out  after  gargling.  The  quantity  of  tetra- 
caine used  in  this  fashion  rarely  need  exceed 
1.0  ml.  or  20  mg.  Just  before  the  esopha- 
goscope is  inserted,  diazepam  4-10  mg.  is 
injected  intravenously.  It  has  been  our  ex- 
perience that  this  latter  medication  may 
replace  pre-operative  meperidine  and,  in 
many  cases,  the  tetracaine  gargle,  factors  of 
importance  in  patients  in  whom  sensitivity 
to  these  drugs  may  exist.  The  diazepam  is 
injected  slowly,  no  more  than  5 mg.  per 
minute,  until  slurred  speech,  drowsiness,  or 
a peculiar  loquaciousness  is  observed. 

The  esophagoscope  can  be  passed  with  the 
patient  sitting  or  lying  on  his  left  side;  we 
prefer  the  latter  position  since  relaxation 


is  usually  better.  It  is  extremely  important 
that  no  undue  pressure  be  used  at  the  level 
of  the  hypopharynx;  the  commonest  site 
of  perforation  during  endoscopy  is  in  the 
cervical  esophagus  where  the  cervical  spine 
is  in  close  apposition. 

After  passage  an  experienced  observer  can 
usually  complete  the  examination  in  15  to 
20  minutes.  Most  patients  report  little,  if 
any,  discomfort  during  passage  of  the  in- 
strument, and  post-examination  effects  are 
confined  to  a mild  sore  throat  which  passes 
in  24  hours. 

The  indications  for  esophagoscopy,  as 
might  be  expected,  fall  mainly  into  the  cate- 
gories of  gastrointestinal  bleeding  and  dys- 
phagia. When  it  became  apparent  that  the 
upper  stomach  could  be  easily  visualized, 
examination  of  the  post-operative  stomach, 
seeking  marginal  ulcer,  was  added  as  a major 
area.  A number  of  examinations  were  done 
to  confirm  x-ray  findings,  to  biopsy  tumors 
in  the  stomach  and  esophagus,  and  to  inves- 
tigate vague  symptoms  of  epigastric  pain, 
heartburn,  water  brash,  and  vomiting  of 
unknown  cause. 

Results  and  Discussion 

Seventy  of  the  75  patient  examinations 
were  considered  satisfactory  and  adequate. 
It  was  not  possible  to  pass  the  instrument 
in  five  patients;  these  failures  occurred 
early  in  our  experience  with  the  instrument 
and  were  attributed  to  inadequate  sedation. 

A complication  occurred  in  only  one  ex- 
amination, an  unsuccessful  one,  when  per- 
foration of  the  cervical  esophagus  took  place 
in  a 74  year  old  woman.  Subcutaneous  and 
mediastinal  emphysema  resulted,  and  sur- 
gical closure  of  a posterior  tear  through  a 
lateral  neck  incision  was  required.  It  is 
noteworthy  that  this  perforation  occurred 
using  the  original  pointed  hood  on  the  tip 
of  the  instrument;  this  hood  was  replaced 
with  a heavier,  softer  one  soon  after. 

Sixteen  of  the  patients  examined  were  65 
years  or  over,  an  important  consideration 
since,  with  the  former  rigid  instruments, 
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esophagoscopy  in  the  older  age  groups  was 
both  difficult  and  hazardous.  It  is  interesting 
that,  with  the  exception  of  the  74  year 
old  woman  whose  esophagus  was  perforated, 
the  other  four  failures  were  in  individuals 
younger  than  5 5 years.  Of  some  signifi- 
cance also  was  the  fact  that  the  two  oldest 
patients  examined,  81  and  82  years  respec- 
tively, each  had  an  x-ray  impression  of  high 
gastric  carcinoma  reversed  by  atraumatic 
visualization  and  biopsy  of  his  lesion  through 
the  flexible  esophagoscope.  In  these  individ- 
uals, surgery  for  tissue  diagnosis  was  avoided. 

In  order  to  determine  whether  esophago- 
gastroscopy  with  the  fiberoptic  instrument 
had  any  advantage  in  addition  to  the  x-ray 
examination,  records  of  official  roentgeno- 
graphic  interpretations  were  kept  and  com- 
pared to  the  result  of  endoscopy.  Table  1 
notes  the  number  of  times  findings  on  en- 
doscopy significantly  altered  the  initial  im- 
pression from  x-ray  examination  so  that 
the  clinical  diagnosis  was  changed;  the 
change  in  impression  could  be  the  result 
either  of  an  endoscopic  finding  in  an  x-ray 
negative  patient,  or  the  marked  alteration 
of  an  x-ray  diagnosis. 

TABLE  I 

Indications  for  Esophago-gastroscopy  and  Results 

X-ray  diagnosis 
Number  of  changed  by 
Reason  for  examination  patients  examination 


Upper  G I Bleeding 

26 

9 

Dysphagia 

23 

7 

Possible  Marginal  Ulcer 

12 

4 

Miscellaneous 

(gastric  ulcers  and  tumors, 
vomiting,  epigastric  pain, 
“heartburn”) 

14 

2 

Totals 

75 

22 

It  is  striking  the  number  of  times  signifi- 
cant benefit  resulted  to  the  patient  from  the 
use  of  endoscopy.  In  22  of  the  75  examina- 
tions, or  29  percent,  major  changes  in  diag- 

Inosis  were  made.  In  addition  to  the  three 
times  that  x-ray  diagnosed  esophageal  varices 
were  not  confirmed  in  cases  of  upper  G.I. 
bleeding,  four  cases  of  hemorrhagic  esopha- 
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gitis  and  two  cases  of  bleeding  from  gastritis 
were  discovered.  Esophagitis  is  not  high  on 
the  usual  lists  of  major  causes  of  G.I.  bleed- 
ing but  should  be  considered,  especially  in 
the  alcoholic,  and  even  in  the  absence  of 
typical  pain. 

In  the  patient  with  gastrointestinal  bleed- 
ing, appropriate  early  treatment  depends  on 
reasonable  assurance  as  to  the  site  of  bleed- 
ing. Using  the  fiberoptic  esophagoscope, 
variceal  bleeding  can  be  confirmed  or  de- 
nied, and,  with  the  potential  to  examine  the 
upper  stomach,  x-ray  invisible  hemorrhagic 
gastritis  can  often  be  diagnosed  on  the 
same  examination. 

Twenty-three  patients  complained  of 
difficulty  swallowing,  usually  describing  pain 
in  the  chest  on  deglutition  or  a sense  of  food 
hanging.  In  six  of  these  with  no  lesion  on 
x-ray,  esophagitis  was  diagnosed  by  esoph- 
agoscopy. The  diagnosis  of  esophagitis  was 
not  made  unless  definite  mucosal  granularity 
and/or  friability  were  seen,  or  biopsy  re- 
vealed an  inflammatory  reaction.  A single 
patient  with  persistent  dysphagia  and  three 
negative  barium  examinations  of  the  esoph- 
agus was  found  to  have  a small  carcinoma 
of  the  distal  esophagus,  proven  by  biopsy. 

It  is  clear  that  esophagoscopy  in  patients 
with  dysphagia  adds  a major  dimension  to 
diagnosis.  In  our  series,  nearly  a third  of 
patients  with  this  symptom  had  findings  on 
endoscopy  at  a time  when  x-ray  examina- 
tions were  negative.  The  presence  of  esoph- 
agitis as  a cause  of  difficulty  is  again 
noteworthy. 

A smaller  number  of  patients  with  sus- 
pected marginal  ulcer  were  examined.  In 
three  of  these,  an  x-ray  diagnosed  stomal 
ulcer  was  not  confirmed,  and  in  one  patient 
an  ulcer  was  seen  after  a negative  x-ray.  It 
is  possible  to  enter  the  jejunum  with  the 
instrument,  and  jejunal  ulcers  at  some  dis- 
tance from  the  anastomosis  may  be  seen. 

Where  indications  are  not  so  clear-cut 
the  additional  benefits  of  esophago-gastros- 
copy are  less  impressive.  In  14  patients  with 
a variety  of  upper  abdominal  and  chest 
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on; plaints,  or  with  tumors  or  ulcers  at  var- 
sites  in  the  stomach,  endoscopy  was 
aged  to  have  significant  additional  benefit 
in  only  two.  However,  these  men,  already 
referred  to,  did  have  direct  visualization  and 
biopsy  of  ulcers  high  in  the  stomach,  with 
the  result  that  a diagnosis  of  probable  car- 
cinoma was  changed  to  benign  ulcer.  The 
value  of  the  procedure  to  these  patients  and 
to  their  physicians  can  hardly  be  over- 
estimated. 

A feature  of  the  instrument  and  examina- 
tion which  has  not  been  discussed  is  the  rel- 
ative ease  by  which  photography  for  fur- 
ther examination  or  permanent  record  can 
be  made.  One  can  view  the  area  to  be  pho- 
tographed through  the  camera  during  the 
examination.  Half-frame  transparencies  are 
made  using  standard  high-speed  color  film. 
Individual  examiner  bias  can  often  be  cor- 
rected when  such  pictures  are  available  for 
later  review. 

It  should  be  re-emphasized  that  the  major 
advantage  of  fiberoptic  esophago-gastros- 
copy  lies  in  the  ability  to  visualize  and  bi- 
opsy atraumatically  both  the  esophagus  and 


the  stomach  at  one  sitting.  Currently,  sev- 
eral companies  are  developing  longer  instru- 
ments similar  to  the  one  described  so  that 
the  esophagus,  the  entire  stomach,  and  even 
the  duodenum  can  be  so  examined.  The  use 
of  these  instruments  in  conjunction  with 
gastrointestinal  radiography  will  very  likely 
materially  reduce  the  necessity  for  chest  or 
abdominal  exploration  in  order  to  establish 
diagnosis,  and  benefits  to  patients  with  a 
host  of  upper  gastrointestinal  problems  will 
continue  to  accrue. 

Summary 

The  technique  and  advantages  of  one- 
stage  esophago-gastroscopy  using  a flexible 
endoscope  are  presented  and  discussed.  In 
nearly  one-third  of  75  patients  examined, 
significant  changes  in  diagnosis,  and  thus 
treatment,  were  made  after  the  procedure. 
A complication  of  the  examination  occurred 
in  only  one  patient. 

Department  of  Internal  Medicine 
School  of  Medicine 
University  of  Virginia 
Charlottesville,  Virgmia  22901 


Clinical  Center  Study  of  Patients  with  Unrelated  Lymphomas 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  lymphoma 
for  clinical  study  and  treatment  by  the  Ra- 
diation Branch  of  the  National  Cancer  In- 
stitute at  the  Clinical  Center,  National 
Institutes  of  Health,  Bethesda,  Maryland. 

Of  particular  interest  are  previously  un- 
treated patients  with  either  lymphosarcoma 
or  reticulum  cell  sarcoma  but  selected  pa- 
tients with  Hodgkin’s  disease  will  also  be 
accepted.  Patients  with  all  stages  of  disease 


are  suitable  for  admission.  Upon  comple- 
tion of  treatment,  patients  will  be  returned 
to  the  care  of  the  referring  physician,  who 
will  receive  a summary  of  the  findings. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these 
studies  may  write  or  telephone:  Ralph  E. 
Johnson,  M.D.,  Clinical  Center,  Room  B3B- 
3 8,  National  Institutes  of  Health,  Bethesda, 
Maryland  20014.  Telephone:  301-496-5457. 
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Vitamin  B12  Deficiency  in  a General 
Medical  Clinic 


Fourteen  patients  with  symptoms 
such  as  nervousness , fatigue,  ma- 
laise, and  depression  were  found 
to  have  vitamin  Bl2  deficiency  by 
serum  assay.  There  teas  no  anae- 
mia. Perhaps  many  cases  with 
“ functional  complaints ” suffer 
from  BV1  deficiency. 


UT’M  ALWAYS  TIRED  NOW,  I can’t 

■*-  sleep,  and  I’m  so  nervous!  I’m  sure 
there’s  something  wrong,  I’ve  never  been 
like  this  before”. 

The  patient  whose  complaints  begin  thus 
is  familiar  to  every  physician.  Often,  but 
not  always,  the  patient  is  a woman,  usually 
middle  aged.  The  general  appearance  may 
not  suggest  serious  illness  but  rather  anxiety 
or  depression.  Perhaps  there  are  also  vague 
complaints  of  aching  and  neuralgic  pains. 
When  the  physical  examination  shows  no 
abnormalities  and  the  routine  laboratory 
work  is  within  normal  limits,  the  problem 
is  a frustrating  one.  Perhaps  the  history 
may  bring  out  a home  situation  that  is 
traumatic  enough  to  explain  the  malaise 
but  more  often  the  patient’s  difficulties  are 
only  those  found  in  most  families  and  can- 
not be  considered  abnormal.  These  patients 
are  frequently  treated  with  tranquilizers, 
iron,  antidepressants,  oral  vitamins,  or  hor- 
mones. Some  are  referred  to  psychiatric 
clinics. 


JANET  C.  KIMBROUGH,  M.D. 
Williamsburg,  Virginia 

For  the  past  twenty  years  I have  worked 
in  a large  medical  out  patient  clinic  attached 
to  an  Army  Hospital.  Our  patients  were 
largely  dependents  of  military  personnel, 
the  majority  adult  women.  About  two- 
thirds  of  them  were  white,  one-third  Negro, 
with  a small  percentage  from  Asia,  Mexico, 
India  and  other  areas. 

In  1969,  vitamin  B,2  serum  assays  became 
available  to  the  OPC,  done  at  a nearby  mili- 
tary laboratory,  and  in  the  year  1969-1970, 
seventy-eight  patients  with  complaints  as 
above,  of  exhaustion,  nervousness,  and  vague 
pains  were  tested  for  their  B12  serum  levels. 
Fourteen  of  these  patients  (18%)  showed 
B12  serum  levels  in  the  deficiency  range, 
that  is  below  200  milli-milli-micrograms,  or 
picograms,  the  standard  assigned  by  the 
laboratory  where  the  assays  were  made.  The 
laboratory  personnel  knew  nothing  of  the 
patients  who  were  tested  and,  in  fact,  did 
not  know  which  blood  samples  came  from 
patients  and  which  from  normal  controls. 

Only  one  of  the  fourteen  deficient  pa- 
tients was  male  but  this  is  not  significant 
since  the  large  majority  of  our  patients  were 
women.  What  was  more  interesting  was 
that,  while  approximately  one-third  of  the 
clinic  patients  were  Negro,  there  was  only 
one  Negro  among  the  fourteen  classed  as 
deficient,  and  she  was  very  light  skinned  and 
could  easily  have  been  classed  as  white. 

The  accompanying  chart  shows  the  age, 
hemoglobin  level,  B12  serum  level,  presenting 
complaint,  and  any  factors  in  the  history 
which  might  possibly  be  related  to  poor 
absorption  of  vitamin  B,2.  The  fourteen 
patients  who  showed  deficiency  levels  of  B]2 
are  charted  individually.  The  last  line  on 
the  chart  shows  the  average  findings  for  the 


Volume  98,  November,  1971 


589 


y-seven  normal  controls.  These  were 
ny  individuals,  without  complaints, 
io  attended  the  clinic  for  physical  exam- 
inations, usually  in  connection  with  applica- 
tions for  work. 

There  are  several  points  worth  noting 


mal  for  women),  the  one  exception,  RM, 
had  a hemoglobin  of  11.9  gms.,  only  a tenth 
of  a point  below  normal. 

The  presenting  complaints  were  largely 
psychological  or  neurological.  It  has  been 
frequently  noted  in  the  literature  that  in 


TABLE  I 

Vitamin  B12  Deficiency  in  a General  Medical  Clinic 


patient 

age 

hgb. 

B12  serum 
level  in 
picograms 

presenting  complaints 

possibly  related 
factors  in  past 
and  family  history 

DM 

34 

13.3 

< 200 

tiredness,  “can’t  cope’’ 

chronic  malaise 

ES 

34 

12.2 

< 100 

nervousness,  underwt., 
hay  fever,  indigestion 

anemia  (son  on 
liver  shots,  else- 
where) 

MA 

34 

12.2 

< 200 

weakness,  difficulty 
walking 

is  on  dilantin  for 
bizarre  “spell.” 

RM 

25 

11.9 

< 200 

insomnia,  fear, 
dizziness 

possible  recent 
miscarriage 

JJ 

39 

12.4 

< 200 

insomnia,  choking, 
pain  in  left  eye, 
overwt. 

amenorrhea 

GW 

39 

13.4 

< 100 

insomnia,  depression, 
exhaustion,  irritability 

always  thin  and 
nervous,  (mother 
is  psychotic) 

FS 

39 

12.5 

< 200 

intercostal  neuralgia, 
low  back  pain,  asthma 

“life  long”  hypo- 
thyroidism 

ET 

35 

13.1 

< 200 

tired,  pain  in  left  thigh, 
“recurrent”  herpes 
zoster 

menorrhagia,  recent 
hysterectomy 

JH 

35 

14 

< 100 

weakness  of  legs, 
difficult}  walking 

borderline  diabetes 

VK 

42 

13.2 

< 100 

malaise,  tiredness, 
allergic  rhinitis,  nausea 

is  on  dilantin  for 
epilepsy 

TM 

30 

12.4 

• 160 

insomnia,  nervousness, 
“partial  blackouts”, 
underwt. 

history  of  depres- 
sion 

GH 

40 

12.8 

160 

exhaustion,  nervous- 
ness, menorrhagia 

history  of  hepatitis 

MB 

50 

13.8 

180 

numbness  of  extremi- 
ties, cervical  pain,  in- 
somnia, nervousness 

questionable  car- 
pal tunnel  syndrome 

EP 

49 

13.4 

170 

depression,  severe  pain 
in  left  hip  and  thigh, 
nervousness 

narrowing  of 

L5-S1 

35 

13 

norm 

al  controls  (averages) 

negative 

536 

no  complaints 

in  this  chart,  in  addition  to  the  lowered 
vitamin  BJ2  levels.  First  in  importance  is 
the  fact  that  all  but  one  of  these  patients 
had  hemoglobin  values  well  within  normal 
limits  (12  gms.  is  usually  the  accepted  nor- 


B12  deficiency,  including  prepernicious  ane- 
mia, mental  and  nervous  system  changes 
may  precede  hematological  signs  by  many 
months  or  years. 1,2,3 

In  discussing  the  findings  in  the  present 
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series,  Victor  Herbert  made  the  following 
statement — 

"It  is  quite  possible  that  the  symptoms  of 
early  B12  deficiency  may  be  more  neuro- 
logical than  hematological.  In  general  we 
find  this  in  patients  who  eat  good  diets. 
Such  patients  get  adequate  folic  acid  in 
their  diet  and  the  folic  acid  keeps  their 
blood  picture  relatively  normal  but  does 
not  prevent  the  neurologic  deterioration 
which  only  B12  can  prevent.” 

Although,  in  this  series,  only  the  patients 
with  Bi2  serum  levels  below  200  picograms 
are  reported,  there  is  some  question  as  to 
whether  those  with  serum  levels  betwen  200 
and  300  should  be  considered  as  normal. 
The  level  of  200  picograms  was  established 
as  normal  because  it  is  the  point  at  which, 
in  pernicious  anemia  patients,  normal  red 
blood  cell  maturation  can  be  maintained.  It 
seems  possible,  however,  that  further  study 
may  show  a higher  serum  level  necessary  to 
maintain  neurological  health.  The  average 
B,2  serum  level  for  healthy  controls  in  this 
series  was  5 36  picograms  and  none  of  them 
were  under  250.  This  may  indicate  that,  for 
optimum  health,  a higher  standard  for  nor- 
mal B12  serum  levels  should  be  selected. 

As  was  noted  in  a previous  report,4  the 
conditions  predisposing  to  BJ2  deficiency 
are  multiple,  including  several  of  the  con- 
ditions found  in  this  series,  hypothyroidism, 
diabetes,  blood  loss  and  anticonvulsant  ther- 
apy. The  fourteen  deficient  patients  of  this 
series  were  treated  with  four  injections  of 
cyanocobalamine,  1000  micrograms,  given 
at  weekly  intervals.  Injections  were  used 
instead  of  the  oral  route  since  deficiency  is 
most  frequently  produced  by  inability  to 
absorb  the  vitamin  efficiently  when  taken  by 
mouth.  There  was  definite  improvement 
in  all  cases  and  in  three  instances  (DM,  ES, 
& EP)  the  symptoms  were  completely 
relieved. 

Making  the  diagnosis  of  vitamin  B12  de- 
ficiency is  complicated  by  the  difficulty  of 
obtaining  laboratory  confirmation.  The 
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present  laboratory  tests  for  B12  deficiency, 
such  as  the  Schilling  test,  the  B12  serum  assay 
and  others,  are  quite  expensive,  no  one  test 
can  be  considered  completely  definitive,  and 
it  is  only  possible  to  have  the  work  done  in 
the  larger  medical  centers.  The  finding  of 
fourteen  patients  with  vitamin  B,2  serum 
levels  in  the  deficiency  range,  among  the 
cases  seen  by  a single  physician  during  a 
year’s  time  in  a general  medical  clinic,  indi- 
cates that  many  cases  of  deficiency  are  un- 
diagnosed. Delay  in  treating  B12  deficiency 
is  particularly  unfortunate  in  neurological 
damage  as  the  deterioration  is  not  always 
reversible  after  it  has  continued  untreated 
for  a period  of  time.  It  is  to  be  hoped  that 
a simpler  laboratory  procedure  can  be  de- 
veloped to  aid  in  diagnosing  Bi2  deficiency. 

Summary 

In  a general  medical  clinic,  during  the 
course  of  a year,  fourteen  patients  were  seen 
who  showed  vitamin  B12  serum  levels  below 
the  accepted  normal.  These  patients  had 
essentially  normal  hemoglobin  levels,  and 
their  symptoms  were  psychological  and  neu- 
rological. It  seems  probable  that  many  sim- 
ilar cases  exist  but  are  never  diagnosed. 


Many  thanks  are  due  to  Captain  J.  Ru- 
dolph Schrot  of  the  1st  U.S.  Army  Medical 
Laboratory  in  Fort  Meade,  Maryland,  for 
his  efficient  and  dedicated  assistance. 
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Congenital  Middle  Ear  Disease 


The  importance  of  adequate  hear- 
ing during  the  first  feiv  years  of 
life  is  discussed  and  five  cases 
with  congenital  anomalies  of  the 
middle  ear  are  presented. 


ONGENITAL  EAR  DISEASE  means 
working  with  children.  This  can  be 
gratifying  or  it  can  be  discouraging.  We 
have  all  seen  the  child  who  cannot  talk  be- 
cause he  cannot  hear.  It  is  of  critical  im- 
portance for  the  child  to  hear  during  the 
first  few  years  of  his  life.  In  his  first  year, 
he  listens  in  preparation  for  speaking. 
Thereafter,  his  ability  for  auditory  discrim- 
ination decreases  with  age.  It  is  absolutely 
essential  for  sound  to  reach  this  child  before 
he  is  three  or  four  years  of  age  if  he  is  to 
speak  normally. 

The  congenital  ear  disease  presented  here 
is  limited  to  malformations  of  the  middle 
ear  with  an  intact  tympanic  membrane, 
patent  ear  canal  and  normal  auricle.  Middle 
ear  deformities  in  conjunction  with  atresia 
of  the  external  ear  canal  will  not  be  dis- 
cussed. 

The  five  cases  for  presentation  do  not 
represent  a cross-section,  because  some  of 
them  are  one  of  a kind.  Nor  do  they  repre- 

Jahrsdoerfer,  R.  A.,  M.D.,  Clinical  Assistant 
Professor,  Department  of  Otolaryngology,  School  of 
Medicine,  University  of  Virginia. 

Fitz-Hugh,  G.  S.,  M.D.,  Professor  and  Chairman, 
Department  of  Otolaryngology,  School  of  Medicine, 
University  of  Virginia. 

Presented  at  the  Annual  Meeting  of  the  Virginia 
Society  of  Ophthalmology  and  Otolaryngology,  1970, 
Williamsburg. 


R.  A.  JAHRSDOERFER,  M.D. 

G.  S.  FITZ-HUGH,  M.D. 

Charlottesville,  Virginia 

sent  a series.  Rather,  they  are  selected  sam- 
plings from  a spectrum  of  ear  pathology 
seen  at  the  University  of  Virginia,  and  are 
chosen  for  their  interest  and  uniqueness. 

Embryology 

The  ossicles  of  the  middle  ear  are  derived 
from  the  branchial  arch  system.  The  first 
arch  gives  rise  to  the  head  and  neck  of  the 
malleus,  and  the  body  of  the  incus.  The 
second  branchial  arch  gives  rise  to  the 
manubrium  of  the  malleus  and  long  arm  of 
the  incus.  From  the  second  arch  also  rises 
the  major  part  of  the  stapes.  The  footplate 
has  a dual  origin,  being  derived  from  both 
the  second  arch  and  the  otic  capsule. 

The  ossicles  are  first  seen  in  the  four  and 
a half  week  old  embryo,  and  by  the  fifth 
fetal  month  are  adult  size.  The  cochlea  and 
labyrinth  have  an  entirely  different  origin, 
arising  from  the  auditory  placode  on  either 
side  of  the  neural  plate.  The  cochlear  and 
vestibular  parts  of  the  membranous  laby- 
rinth, with  the  exception  of  the  apical  turn, 
have  reached  adult  dimensions  by  the  end 
of  the  third  intrauterine  month.  The  inde- 
pendent embryologic  growth  of  the  inner 
ear,  from  that  of  the  ossicles  and  the  middle 
ear,  explains  why  one  may  find  extensive 
congenital  anomalies  of  the  sound  conduct- 
ing mechanism,  and  yet  have  normal  coch- 
lear nerve  function. 

Case  One — MSR.  UVa.  #51  73  64 

The  first  case  for  presentation  is  a five 
year  old  female  who  was  brought  to  the 
department  of  otolaryngology  because  her 
parents  were  concerned  about  her  hearing. 
She  did  not  talk  until  sixteen  months  of  age 
and  then  very  little.  A hearing  loss  was  sus- 
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pected  by  the  parents  but  reassurance  by 
their  physician  that  the  child  could  hear 
delayed  their  seeking  an  auditory  evaluation. 

A screening  audiogram  was  done  at  the 
age  of  five,  when  the  child  applied  to  nurs- 
ery school.  She  was  then  referred  to  the 
University  of  Virginia  Speech  and  Hearing 
Center  where  an  audiogram  revealed  a bi- 
lateral mixed  hearing  loss,  primarily  con- 
ductive, but  with  a sensori-neural  hearing 
loss  above  1000  Hz.  (Fig.  1) 
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Fig.  1.  Case  1.  Pre-operative  audiogram. 


On  physical  examination  of  her  ears,  the 
right  tympanic  membrane  was  intact,  mini- 
mally thickened  and  dull,  but  within  normal 
limits.  The  malleus  handle  was  present  and 
slightly  crooked.  Examination  of  the  left 
ear  revealed  the  tympanic  membrane  to  be 
more  transparent,  the  malleus  handle  more 
deformed  and  blunt.  There  was  bilateral 
preauricular  cysts,  as  well  as  bilateral  second 
branchial  arch  cysts.  Polytomography  of 
the  temporal  bone  showed  a normal  internal 
auditory  canal,  cochlea,  and  labyrinth. 
There  appeared  to  be  a good  middle  ear 


space,  and  external  canal  bilaterally.  There 
was  also  a fairly  well  defined  ossicular  struc- 
ture on  the  right,  and  a poorly  defined  os- 
sicular mass  on  the  left. 

It  was  decided  to  operate  upon  her  right 
ear,  and  on  4/18  / 69,  she  underwent  an  ex- 
ploratory tympanotomy.  The  long  arm  of 
the  incus  was  short  and  blunt.  On  palpation 
of  the  malleus  and  incus,  the  stapes  did  not 
move.  There  was  a fibrous  union  at  the 
incudostapedial  joint  with  no  true  joint  for- 
mation. The  oval  window  was  examined, 
and  the  footplate  was  found  to  be  fixed. 
Because  there  was  a discontinuity  at  the 
incudostapedial  joint,  a stapedectomy  was 
decided  upon,  and  the  stapes  superstructure 
was  fractured  and  removed  in  one  piece. 
On  removing  the  thickened,  hypertrophic 
mucosa  from  the  footplate,  a small  hole  was 
inadverently  made,  and  there  was  a tremen- 
dous amount  of  perilymph  extruded  in  a 
pulsatile  fashion.  This  was  a true  gusher. 
It  was  necessary  to  keep  a suction  tip  on  the 
promontory  at  all  times,  as  the  middle  ear 
would  very  rapidly  fill  with  clear  fluid  and 
obscure  one’s  vision.  A tissue  graft  was 
taken  from  the  postauricular  region.  The 
remainder  of  the  footplate  was  then  frac- 
tured and  removed  in  one  piece.  After  this 
was  done,  the  gusher  was  intensified,  and  it 
was  indeed  very  difficult  to  keep  the  middle 
ear  dry  for  visualization.  An  attempt  was 
made  to  place  a piece  of  fibroareolar  tissue 
in  the  oval  window,  but  the  tissue  was 
merely  floated  off  by  the  large  amount  of 
fluid  escaping  from  the  vestibule.  A wire- 
tissue  prosthesis  was  fashioned.  It  took  a 
few  attempts  to  get  the  proper  curve  to  fit 
over  the  blunt  end  of  the  incus.  After  a 
few  tries  the  oval  window  was  effectively 
plugged  and  the  wire  crimped  around  the 
incus.  Free  fibroareolar  tissue  was  then 
placed  around  the  oval  window,  and  a lib- 
eral amount  of  gelfoam  was  used  in  the 
middle  ear.  There  was  no  leak  postopera- 
tively,  and  she  was  discharged  on  the  fourth 
postoperative  day.  An  audiogram  four 
months  postoperatively  showed  no  signifi- 
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change  from  the  preoperative  levels, 
ig.  2)  The  child  is  now  wearing  a body 
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Fig.  2.  Case  1.  Post-operative  audiogram. 


type  hearing  aid,  is  in  nursery  school,  and  is 
starting  to  use  sentences. 

In  brief,  this  case  is  one  of  congenital 
fixation  of  the  stapes  footplate  associated 
with  cerebrospinal  fluid  otorrhea,  more 
commonly  known  as  a perilymphatic  gush- 
er. This  anomaly  is  unusual  but  not  rare. 
The  source  of  the  profuse  flow  of  fluid  is 
thought  to  be  from  a direct  communication 
between  the  subarachnoid  space  and  the 
perilymphatic  space.  It  is  well  known  that 
in  adults  and  older  children  the  cochlear 
aqueduct  is  very  small.  In  infants  and  young 
children,  however,  the  duct  is  considerably 
shorter  and  wider.  The  potential  for  a pat- 
ent cochlear  aqueduct  to  discharge  a high 
rate  of  flow  through  the  oval  window  and 
into  the  operative  field  is  very  real,  and  tes- 
timony to  this  fact,  is,  I believe,  worth 
repeating.  Dr.  Walsh,1  moderating  a panel 
on  stapes  surgery  at  the  second  Workshop 
of  Middle  Ear  Surgery,  described  an  eight 


year  old  child  with  conductive  deafness  and 
a fixed  footplate.  "In  touching  here  and 
there,  I hardly  touched  it,  my  pick  went 
through,  and  a geyser  started  up  into  my 
face.  I did  not  know  what  to  do.  It  was 
pure  cerebrospinal  fluid  in  gushers.  I packed 
it  and  got  out.  I went  home  very  upset.” 
The  late  Sir  Terence  Cawthorne,  then  a 
panel  member,  told  of  three  cases  of  his  own, 
one  in  which  he  was  able  to  stop  the  leak 
at  surgery,  the  other  two  leaked  for  three  or 
four  days.  "I  was  scared  stiff,”  said  Mr. 
Cawthorne,  "but  they  did  not  do  too 
badly.”  Professor  Portman  told  of  drilling 
a little  hole,  just  0.2  mm  with  a microdrill 
through  the  footplate.  "It  made  a very 
big  flow  of  fluid.  The  flow  was  so  great  it 
was  impossible  to  put  even  a little  piece  of 
gelfoam  in  this  ear.”  Schuknecht  had  three 
cases,  all  controlled  by  a large  fat-wire  plug, 
and  constant  aspiration.  He  had  no  post- 
operative leak,  and  all  had  good  results. 

SooyJ  described  a case  in  a twelve  year  old 
boy  with  a normal  incus  and  stapes,  but  no 
stapedial  margin.  He  planned  to  create  a 
footplate  by  multiple  circumferential  per- 
forations. The  first  perforation  released  a 
tiny  fountain  of  perilymph  which  rapidly 
filled  the  middle  ear  and  ear  canal.  The 
defect  was  packed  with  gelfoam  and  a dress- 
ing applied.  Several  dressings  were  soaked 
with  perilymph  before  the  flow  stopped 
spontaneously.  The  hearing  one  month  later 
showed  a five  decibel  gain  with  a residual 
60  decibel  air-bone  gap.  Ombredanne,'1  re- 
lates a case  in  which  marked  perilymph 
flow,  lasting  three  days,  occurred  with  con- 
genital fixation  of  the  stapes  footplate.  A 
significant  hearing  gain  was  obtained. 

Perhaps  the  most  vivid  description  of  all 
is  provided  by  Wolferman4  who  writes: 
"As  soon  as  the  center  part  (of  the  foot- 
plate) was  perforated  with  a pick,  clear 
fluid  gushed  out  from  the  oval  window, 
filling  the  middle  ear,  external  canal,  and 
flowing  over  the  edge  of  the  speculum.  The 
usual  suction  tips  employed  in  stapes  sur- 
gery were  unable  to  control  the  flow,  and 
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anything  introduced  into  the  ear  remained 
afloat.”  It  was  two  months  before  the  otor- 
rhea stopped.  No  mention  was  made  of  the 
postoperative  hearing. 

Not  everyone  is  fortunate  enough  to 
achieve  a good  hearing  result,  or  even  main- 
tain the  status  quo.  Olson  and  Lehman' 
tell  of  two  cases,  unusual  in  that  the  patients 
are  maternal  half-brothers.  The  first,  a 
fourteen  year  old  boy  with  a bilateral  con- 
ductive hearing  loss  and  fixed  footplate,  had 
a brisk  flow  of  perilymph  when  the  foot- 
plate was  removed.  A wire-gelfoam  pros- 
thesis was  used  to  close  the  oval  window. 
Cerebrospinal  fluid  otorrhea  persisted  for 
five  days  and  tinnitus  gradually  diminished. 
There  was  minimal  vertigo  and  nystagmus. 
An  audiogram  nine  months  postoperatively 
showed  a severe  hearing  loss  with  an  addi- 
tional sensori-neural  component. 

The  sixteen  year  old  half-brother  had 
only  a small  perforation  placed  in  the  foot- 
plate. The  flow  of  perilymph  was  so  brisk 
that  no  further  opening  was  made,  and  a 
wire-gelfoam  prosthesis  was  placed  for 
tamponade.  Otorrhea  persisted  for  two 
days,  and  there  was  some  tinnitus.  An  au- 
diogram two  months  postoperatively  showed 
a severe  mixed  hearing  loss. 

It  is  interesting  to  note  that  in  none  of 
these  cases  were  there  any  meningeal  com- 
plications. This  is  not  so  in  spontaneous  oval 
window  fistula  where  recurrent  meningitis 
is  common.  It  is  conjectured  that  in  post- 
stapedectomy gushers,  the  flow  is  so  great 
in  one  direction,  that  it  prevents  retrograde 
extension  of  infection  to  the  meninges.  Nev- 
ertheless, the  threat  of  meningitis  is  present, 
and  appropriate  measures  should  be  taken. 
Antibiotics  that  cross  the  blood-brain  bar- 
rier are  necessary.  The  middle  ear  and  canal 
should  not  be  tightly  packed,  as  this  may 
cause  stasis  of  spinal  fluid  and  create  a favor- 
able condition  for  bacterial  spread. 

How  does  one  prepare  for  this  sort  of 
calamity?  The  answer  is  simply  to  be  sus- 
picious of  any  congenitally  fixed  footplate 
in  a child.  The  surgical  treatment  of  choice 


in  a fixed  footplate  is  mobilization,  and  if 
this  fails,  then  one  does  a stapedectomy.  A 
word  of  caution  here,  it  is  apparent  that  at 
times  these  footplates  may  be  very  friable 
and  easily  fractured.  In  Walsh’s  own  words, 
"I  hardly  touched  it.”  In  our  case,  the 
mucosa  was  merely  being  brushed  from  the 
footplate  when  the  first  gush  of  fluid  ap- 
peared. One  should  have  a piece  of  tissue 
available,  either  fat,  fascia,  or  fibroareolar 
tissue,  and  the  necessary  instruments  to  tie 
it  to  some  wire.  Free  grafts  may  simply  be 
floated  out  of  the  oval  window.  Wire- 
gelfoam  is  not  recommended.  It  is  doubtful 
that  the  gelatin  sponge  would  be  an  effective 
oval  window  plug  against  the  force  of  the 
escaping  cerebrospinal  fluid.  Moreover,  the 
only  two  reported  cases  of  sensori-neural 
hearing  loss  occurred  with  gelfoam. 

Case  Tivo — DEB.  UVa.  # 5 1 3 5 22 

Deaf  and  hard  of  hearing  children  can 
be  very  difficult  to  test  audiometrically.  The 
sequence  we  usually  follow  is  pure  tone  and 
speech  audiometry  initially,  and  then  if  this 
is  not  successful,  to  attempt  play  audiom- 
etry or  conditioned  orienting  response 
(COR).  If  these  fail,  then  evoked  response 
audiometry  can  be  tried.  This  child  was 
difficult  to  test. 

A five  year  old  female  was  brought  in  by 
her  parents  because  they  suspected  a hearing 
problem.  She  had  pneumococcal  meningitis 
at  age  seven  months.  There  was  also  a fail- 
ure to  thrive  in  her  first  year  of  life,  and 
frequent  middle  ear  infections.  She  tended 
to  fall  easily  and  had  frequent  emergency 
room  visits  requiring  suturing.  The  parents 
first  suspected  a hearing  problem  when  she 
was  about  two  years  of  age.  She  said  only  a 
few  words  and  no  sentences  at  that  time.  She 
first  used  sentences  at  age  three. 

Her  initial  ear,  nose  and  throat  examina- 
tion at  age  five  was  normal.  She  was  referred 
to  the  Speech  and  Hearing  Department 
where  play  audiometry  and  conditioned 
orienting  response  audiometry  (COR)  were 
unsuccessful.  The  child  cried  with  the  ear- 
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phones  on,  and  the  results  were  inconclusive 
but  tentatively  suggested  a mild  to  moderate 
hearing  loss. 
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Fig.  3.  Case  2.  Pre-operative  audiogram. 

She  was  next  seen  at  age  six,  and  an  audio- 
gram  was  gotten  (Fig.  3). 

The  decision  to  operate  was  not  an  easy 


had  been  raised.  A right  exploratory  tym- 
panotomy was  performed.  The  stapes  was 
found  to  be  malformed  with  a poorly  de- 
veloped arch  system  and  virtually  no  ob- 
turator foramen  (Fig.  4).  The  footplate 
was  thickened  and  whitish.  On  palpation  it 
moved  very  little.  There  was  no  otosclerosis. 
It  was  felt  that  this  was  a case  of  congenital 
malformation  of  the  stapes,  and  probably 
some  stapedial  ankylosis  as  well.  No  light 
reflex  was  obtainable  on  movement  of  the 
ossicular  chain.  An  attempt  was  made  to 
mobilize  the  stapes,  and  after  doing  so,  it 
appeared  that  the  footplate  moved  more 
freely.  There  was  still  no  discernible  round 
window  light  reflex,  however.  No  fluid  was 
encountered.  The  postoperative  course  was 
uneventful.  She  was  seen  on  a followup 
visit  seven  weeks  postoperatively,  and  an 
audiogram  performed  (Fig.  5 ) . There  was 
no  hearing  in  the  right  ear.  My  initial  reac- 
tion was  to  wonder  what  had  gone  wrong, 
and  the  operative  note  was  rechecked.  The 
stapes  had  been  mobilized,  and  there  had  not 
been  a leak  to  suggest  an  opening  into  the 
vestibule.  There  had  been  no  recognizable 
trauma  to  the  ossicular  chain.  No  drilling 
had  been  done.  Only  after  a discussion  of 
the  results  with  the  audiologist  did  the  an- 
swer become  apparent.  A full  year  had 


Fig.  4.  Case  2.  Congenitally  malformed  stapes. 


one  to  make.  There  was  no  conclusive  evi- 
dence for  a conductive  hearing  loss  in  the 
right  ear,  and  the  possibility  of  a dead  ear 


elapsed  between  the  time  of  this  audiogram 
and  the  first.  The  child  now  was  six  and 
a half  years  old,  no  longer  frightened  by  the 
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earphones  and  masking,  and  had  matured 
to  the  point  of  rendering  believable  and 
accurate  responses  to  the  audiologic  testing. 
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Fig.  5.  Case  2.  Post-operative  audiogram. 


In  short,  she  had  had  a dead  right  ear  all 
along,  presumably  from  meningitis  at  seven 
months  of  age.  Vestibular  function  was  not 


head,  face  and  limbs.  Initially  he  was  re- 
ferred for  evaluation  of  upper  airway  ob- 
struction. He  had  a great  deal  of  difficulty 
breathing  at  night  with  gagging  and  chok- 
ing. This  had  become  progressively  worse. 
There  was  a past  medical  history  of  frequent 
ear  infections  and  sore  throats.  The  child 
has  six  normal  siblings.  Intelligence  appeared 
to  be  within  normal  limits. 

Physical  examination  revealed  marked  de- 
formity of  the  face  and  head  with  primitive 
development  of  the  midface  area  and  with 
a rudimentary  zygoma  and  maxilla  (Fig. 
6).  There  was  a relative  exophthalmus  due 
to  under-development  of  the  infraorbital 
rims.  The  mandible  was  small,  but  not  as 
hypoplastic  as  the  zygoma  and  maxilla. 
There  was  a slight  deformity  of  the  au- 
ricles bilaterally.  Both  tympanic  membranes 
were  retracted.  The  external  canals  were 
within  normal  limits.  There  was  good  facial 
movement  bilaterally.  There  was  syndacty- 
lism of  both  hands  and  feet. 

Radiologically,  this  case  is  a classic  exam- 
ple of  Apart’s  syndrome,  namely,  cranio- 
synostosis  with  syndactylism.  In  addition, 
there  is  a bilateral  first  and  second  branchial 
arch  syndrome.  An  audiogram  showed  a 
bilateral  conductive  hearing  loss. 


Fig.  6.  Case  3.  Facial  deformity  with  underdeveloped  mid-face  area.  Hypoplastic 
zygoma  and  maxilla  with  relative  exophthalmous.  Syndactylism  of  hands  and  feet. 


tested  preoperatively,  and  in  retrospect,  this 
probably  should  have  been  done. 

Case  Three— CVB.  UVa.  #56  30  72 

A fourteen  year  old  white  male  with  mul- 
tiple congenital  anomalies  involving  the 


His  airway  was  improved  by  staged  op- 
erations, including  a tonsillectomy  and 
adenoidectomy,  nasal  septoplasty,  and  mul- 
tiple exodontia  by  the  oral  surgery  service. 
Direct  laryngoscopy  was  normal.  Bilateral 
myringotomies  were  done  at  the  time  of  the 
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X.A  and  revealed  thick  tenacious  middle 
ar  rluid  in  both  ears. 

A year  later  he  had  a nasal  septoplasty 
with  bilateral  Teflon  air  vent  tubes.  A small 
amount  of  "glue”  was  found.  He  continued 
to  have  a bilateral  conductive  hearing  loss 
with  ventilation  tubes  in  place  and  patent. 
In  March  1968,  he  had  a left  exploratory 
tympanotomy.  The  malleus  and  incus  were 
normal.  There  were  adhesions  around  the 
incus  and  stapes  and  these  were  removed. 
(Fig.  7).  The  facial  nerve  was  seen  to  be 


verse  course  through  the  middle  ear,  and 
rested  on  the  posterior  crus  of  the  stapes. 

I think  it  is  extremely  important  for  one 
to  be  cognizant  of  the  many  and  varied 
paths  the  facial  nerve  may  take  in  the  con- 
genital ear.  It  may  branch  anterior  to  the 
stapes  and  send  one  uncovered  trunk  across 
the  promontory.  It  may  split  into  equal 
portions  just  anterior  to  the  stapes  and  then 
reunite  posterior  to  the  posterior  crus/  It 
may  run  below  the  level  of  the  stapes  be- 
tween the  oval  window  and  round  window.9 


Fig.  7.  Case  3.  Dehiscent  facial  nerve  resting  on  posterior  crus  of  stapes. 


completely  uncovered  through  most  of  its 
course  in  the  middle  ear,  and  rested  on  the 
posterior  crus  of  the  stapes.  The  stapes 
moved  well.  There  was  a good  round  win- 
dow light  reflex.  The  jugular  bulb  was  ele- 
vated and  covered  with  a thin  layer  of  bone. 

A dehiscence  of  the  facial  nerve  above 
the  oval  window  is  common.  Hough1'  esti- 
mates that  this  occurs  in  about  20-30  per 
cent.  A study'  based  on  an  examination  of 
200  serially  sectioned  temporal  bones  showed 
a bony  dehiscence  to  occur  at  a rate  of  3 1 
per  cent.  The  authors  admit,  however,  that 
most  of  these  dehiscences  would  not  be  ap- 
preciated at  surgery  because  they  were  quite 
small,  situated  in  the  inferior  surface  of  the 
canal,  and  covered  with  fibrous  tissue.  In 
their  series,  no  specimen  demonstrated  a 
completely  uncovered  facial  nerve.  In  this 
particular  patient,  the  nerve  was  completely 
without  bony  coverage  in  most  of  its  trans- 
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It  may  run  in  the  tegman  or  branch  in  the 
mastoid.11  It  may  even  have  most  of  its 
fibers  in  the  chorda  tympani  nerve.11 

A most  extraordinary  case  was  described 
by  Dickinson.12  The  patient  was  a young 
boy  with  a chronic  draining  ear  on  the 
right. 

A congenital  anomaly  involving  the  right 
middle  ear  was  not  considered,  although  the 
opposite  ear  was  microtic.  At  operation, 
cholesteatoma  was  removed  from  the  an- 
trum and  attic,  and  a bony  facial  canal 
visualized  and  followed  in  its  normal  trans- 
tympanic  and  descending  portions.  A com- 
plete right  facial  paralysis  was  noted  when 
the  patient  awoke.  The  ear  was  re-explored, 
and  the  bony  facial  canal  found  not  to  be 
damaged.  The  canal  was  then  opened.  No 
normal  nerve  structure  was  found.  An  ab- 
normally situated  facial  nerve  was  discov- 
ered running  vertically  from  the  geniculate 
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ganglion  to  the  hypotypanum,  anterior  to 
the  oval  and  round  windows.  It  had  lost  its 
bony  covering  in  the  hypotympanum  and 
had  been  traumatized.  "This  patient  dem- 
onstrates that  even  if  a facial  canal  is  visual- 
ized in  its  normal  anatomical  relation,  it 
may  not  contain  the  facial  nerve.”  12 

The  prominent  jugular  bulb  is  another 
variation  from  the  normal  in  this  case.  For- 
tunately, a thin  layer  of  bone  covered  it. 
Hough1'  describes  four  cases  where  the  bony 
floor  of  the  middle  ear  was  dehiscent,  allow- 
ing the  jugular  bulb  to  bulge  into  the  mid- 
dle ear.  Profuse  bleeding  occurred  at  tym- 
panotomy, when  the  inferior  annulus  was 
elevated,  and  was  controlled  with  difficulty. 
Presumably  the  bleeding  was  from  a hole  in 
the  jugular  bulb.  Steffin13  describes  a case 
where  an  elevated  jugular  bulb  pressed 
against  the  stapes. 

Case  Four — JSK.  UVa.  #49  67  44 

A seven  year  old  male  who  accompanied 
his  brother  to  the  ear,  nose  and  throat  clinic 


Fig.  8.  Case  4.  Pearly  mass  in  anterior  half  of  middle  ear. 


for  the  brother’s  postoperative  T&A  check. 
The  mother  asked  the  physician  to  look  at 
the  patient  because  of  a stopped  up  left  ear. 
Wax  was  found  and  removed,  revealing  a 
normal  tympanic  membrane  and  canal. 
Routine  examination  of  the  opposite  right 
ear  revealed  a pearly  white  4x5  mm.  mass 
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in  the  anterior  one-half  of  the  middle  ear 
space  (Fig.  8).  The  tympanic  membrane 
was  normal,  and  the  rest  of  the  middle  ear 
appeared  normal. 

There  was  absolutely  no  past  medical  his- 
tory of  ear  infection,  drainage,  trauma,  or 
surgery.  An  audiogram  showed  normal 
hearing  bilaterally.  The  rest  of  the  ear,  nose 
and  throat  examination  was  unremarkable. 

He  was  scheduled  for  exploratory  tym- 
panotomy on  two  occasions,  but  both  times 
it  was  necessary  to  cancel  the  case.  The  first 
time  he  had  a fever,  headache,  and  malaise, 
and  on  the  second  admission  he  was  found 
to  have  a URI  with  acute  otitis  media  in 
the  right  ear.  This  was  the  first  time  he  had 
an  ear  infection.  The  infection  cleared  on 
antibiotic  treatment,  and  he  was  re-admitted 
on  March  8,  1970,  and  operated  upon  the 
following  day. 


Fig.  9.  Case  4.  Congenital  cholesteatoma  of  middle  ear. 


At  operation,  a cholesteatoma  was  found 
in  the  anterior  half  of  the  middle  ear  space 
near  the  orifice  of  the  eustachian  tube.  The 
mass  was  removed,  and  the  clinical  and 
pathological  diagnosis  was  cholesteatoma 

(Fig-  9). 
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Jie  operative  approach  should  be  ex- 
•iained.  This  lesion  was  anterior  near  the 
eustachian  tube  opening  in  the  middle  ear. 
It  was  thought  that  in  going  postauricular 
rather  than  transcanal  one  could  get  a better 
angle  on  the  mass.  This  was  done  and  a large 
tympanomeatal  flap  raised.  Exposure  was 
unsatisfactory.  At  this  point,  there  were 
two  choices:  one,  to  do  an  anterior  tympa- 
notomy, or  two,  to  elevate  the  tympanic 
membrane  from  the  malleus  handle.  Re- 
establishing a normal  angle  in  the  anterior 
sulcus  after  anterior  tympanatomy  may 
present  certain  problems.  The  all  too  fre- 
quent tenting  of  the  sulcus  postoperatively 
is  less  than  satisfactory.  It  was  decided  to 
elevate  the  tympanic  membrane  from  the 
malleus,  and  this  gave  excellent  exposure  of 
the  anterior  middle  ear.  After  removing 
the  cholesteatoma,  the  intact  tympanic 
membrane  was  folded  back  into  place,  and 
silastic  foam  used  to  firmly  pack  the  canal 
and  keep  the  drum  in  contact  with  the 
manubrium.  Reattachment  was  successful, 
and  seven  weeks  postoperatively  the  tym- 
panic membrane  was  within  normal  limits. 
An  audiogram  showed  normal  hearing  in 
both  ears. 

Derlacki,  et  al.,  in  1965, 14  and  again  in 
1968,la  presented  cases  of  congenital  cho- 
lesteatoma of  the  middle  ear  and  mastoid. 
He  states  that  congenital  cholesteatoma  of 
the  ear  implies  a cholesteatoma  which  de- 
velops behind  an  intact  tympanic  mem- 
brane, there  is  no  previous  history  of  otitis 
media,  and  there  is  no  demonstrable  connec- 
tion with  the  external  ear  canal.  To  these 
criteria,  I would  add  two  others:  first,  that 
there  is  no  evidence  of  ear  infection,  symp- 
tomatic or  not,  at  the  time  of  the  initial 
otologic  examination.  Second,  that  there 
has  been  no  previous  ear  surgery.  The  im- 
plication is  obvious.  Any  surgery,  including 
myringotomy,  may  cause  epithelial  implan- 
tation in  the  middle  ear. 

Case  Five — JDN.  UVa.  #61  27  22 

This  is  a two  and  a half  year  old  male 
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referred  for  evaluation  of  objective  tinnitus. 
The  mother  noted  that  she  could  hear  a low 
pitched,  pulsatile  noise  from  her  boy’s  right 
ear  when  she  held  her  ear  close  to  his. 

Pertinent  physical  findings  were  confined 
to  the  right  ear.  There  was  an  audible,  pul- 
satile, rushing  tinnitus  that  could  be  heard 
by  placing  one’s  ear  close  to  that  of  the 
patient.  Occlusion  of  the  right  common 
carotid  artery  caused  the  tinnitus  to  disap- 
pear. Otoscopy  revealed  a normal  ear  canal 
and  tympanic  membrane  with  normal  ossi- 
cular land  marks.  In  the  inferior  portion 
(Fig.  10)  of  the  middle  ear  there  was  a large 
pink  mass  running  in  an  anterior  posterior 


Fig.  10.  Case  5.  Vascular  mass  in  middle  ear. 


direction.  This  mass  was  noted  to  pulsate 
synchronously  with  the  heartbeat,  and 
would  blanche  with  each  pulsation. 

Mastoid  x-rays  were  normal.  Polytomes 
of  the  temporal  bone  were  normal  with  the 
exception  of  a soft  tissue  density  of  the 
right  middle  ear  consistent  with  the  above 
description.  Retrograde  carotid  arterio- 
gram showed  an  agenesis  of  the  internal 
carotid  artery  on  the  right  (Fig.  11)  which 
was  not  seen  in  its  normal  position  in  the 
upper  neck.  An  anomalous  artery  arose 
from  the  carotid  bulb  area,  and  ran  su- 
periorly to  the  area  of  the  middle  ear.  It 
then  made  a sharp  turn  and  ran  horizontally 
through  the  middle  ear  space,  and  turning 
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upward  into  the  normal  syphon  portion  of 
the  internal  carotid  artery  to  eventually  fill 
the  middle  cerebral  artery.  The  anterior 
cerebral  artery  did  not  fill  on  this  side. 


Fig.  11.  Case  5.  Carotid  arteriogram  showing  anomalous 
artery  traversing  middle  ear  area. 


The  ear  was  not  explored.  Subsequent 
followup  six  months  later  indicated  normal 
hearing  bilaterally. 

Dr.  Ted  Steffin,1"  who  recently  wrote  his 
Candidate’s  Thesis  to  the  Triological  Society 
on  Vascular  Anomalies  of  the  Middle  Ear, 
was  kind  enough  to  review  with  us  the  find- 
ings in  this  case.  He  feels  that  almost  cer- 
tainly the  anomalous  vessel  is  the  internal 
carotid  artery  uncovered  by  bone.  Surgery 
is  not  contemplated  in  this  patient.  He  ap- 
pears not  to  be  bothered  by  the  tinnitus, 
and  there  are  no  other  symptoms.  Trauma 
to  this  vessel  would  carry  an  inordinate  risk, 
from  hemiparesis  and  other  manifestations 
of  carotid  occlusive  disease,  on  one  hand, 
to  possible  uncontrollable  hemorrhage  on 
the  other. 

Summary 

Five  cases  of  congenital  anomalies  of  the 
middle  ear  are  presented  and  discussed.  These 
are:  two  cases  of  ossicular  abnormalities,  a 


case  of  Apart’s  syndrome,  with  abnormal 
facial  nerve,  a congenital  middle  ear  cho- 
lesteatoma, and  a congenital  middle  ear  vas- 
cular anomaly. 
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isotope  Cisternography  in  the  Diagnosis  of 
Chronic  Subdural  Hydroma 


Isotope  cisternography  is  a useful 
technique  for  diagnosing  abnor- 
malities in  CSF  circulation  and , 
indirectly,  for  diagnosing  chronic 
subdural  hydroma. 


SINCE  1952  brain  scans  have  been  suc- 
cessfully used  in  the  detection  of  sub- 
dural hematomas,1  especially  of  the  subacute 
and  chronic  variety.2  As  far  as  can  be  as- 
certained from  perusal  of  the  literature,  iso- 
tope cisternography  has  not  been  mentioned 
to  be  of  value  in  diagnosing  these  conditions. 

Isotope  cisternography  undoubtedly  is  a 
safe  and  reliable  method  of  diagnostic  ex- 
ploration in  many  pathological  conditions 
affecting  the  CSF  pathways. 2'3’4,0  Its  major 
contributions  are: 

( 1 )  The  detection  of  communicating  or 
non-communicating  hydrocephalus. 

(2)  Demonstration  of  cerebrospinal  fluid 
leakages  (rhinorrhea,  otorrhea). 

(3)  Demonstration  of  patency  of  ven- 
tricular derivations. 

(4)  Detection  of  block  in  the  subarach- 
noid pathways  due  to  adhesive 
arachnoiditis  (secondary  to  infec- 
tious or  hemorrhagic  processes). 

We  feel  that  its  use  can  be  extended  to 
successfully  demonstrate,  albeit  in  an  in- 
direct way,  the  lack  of  flow  or  asymmetrical 
flow  of  CSF  over  one  or  both  cerebral  con- 
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vexities,  secondary  to  an  extrinsic  pressure 
effect,  such  as  can  occur  with  a large  sub- 
dural collection  of  fluid,  be  it  post-trau- 
matic or  infectious. 

Case  Report 

J.  C.  is  a seventy-five-year-old,  right- 
handed,  diabetic  male  seen  in  October,  1969, 
because  of  fairly  sudden  onset  of  weakness 
and  numbness  of  the  right  leg  and  arm.  This 
was  followed  overnight  by  motor  and  recep- 
tive aphasia.  The  history  was  obtained  from 
the  family  of  mild  head  trauma  about  one 
month  prior  to  admission.  Neurological 
examination  revealed  an  alert,  elderly  male 
who  exhibited  findings  compatible  with  an 
acute  dysfunction  of  the  left  hemisphere. 

X-rays  of  the  skull  showed  a definite  shift 
of  the  calcified  pineal  gland  to  the  right. 

On  October  11,  1969,  a left  carotid  ar- 
teriogram disclosed  the  presence  of  a rather 
large,  avascular  area  over  the  left  convexity. 

(Fig-  1) 

A very  large,  chronic  subdural  fluid  he- 
matoma was  then  evacuated  through  a 
small,  left,  temporal-parietal  craniectomy 
and  a left  frontal  burr  hole.  A well-formed 
and  very  vascular  outer  membrane  was 
found  and  partially  removed.  The  brain, 
which  had  been  found  to  be  markedly  dis- 
placed medially  for  a depth  of  about  six 
centimeters,  failed  to  expand.  A rubber 
catheter  was  then  left  for  drainage  purposes 
and  removed  two  days  later. 

The  motor  weakness  improved  very  rap- 
idly. The  aphasia  began  to  clear  up,  but 
speech  remained  irrelevant  and  garbled  for 
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several  days.  Repeat  AP  skull  films  showed 
that  the  pineal  calcification  had  returned 
to  a midline  position. 

Urinary  complications  ensued,  requiring 
prolonged  hospitalization. 

Because  of  intermittent,  incoherent,  in- 
appropriate behavior  and  disorientation,  the 


Fig.  1.  This  left  carotid  arteriogram  clearly  shows  the 
marked  separation  of  the  cortical  vessels  from  the  in- 
ner tablets  of  the  skull,  as  well  as  displacement  of  the 
internal  cerebral  vein  to  the  right. 

possibility  of  an  occult,  normal-pressure 
hydrocephalus  was  considered. 

On  December  5,  1969,  an  isotope  cis- 
ternogram,  using  100  microcuries  of  RISA, 
was  then  carried  out.  AP  and  lateral  scans 
were  obtained  at  three  hours,  twelve  hours, 
and  twenty-four  hours.  There  was  no  para- 
doxical ventricular  filling.  There  was  a 
rather  definite,  asymmetrical  passage  of  the 
isotope,  as  best  seen  in  the  AP  view,  with 
very  little,  if  any,  RISA  circulating  over 
the  convexity  of  the  right  hemisphere.  (Fig. 
2)  This  finding  at  first  could  not  be  clearly 
explained. 

Because  of  progressive  deterioration  of  his 
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gait,  and  confusion,  as  well  as  because  of 
weakness  of  the  left  arm  and  left  side  of  his 
face,  a repeat  skull  film  was  obtained.  It 
showed  a three  millimeter  shift  of  the  cal- 
cified pineal  to  the  left  side.  A brain  scan, 
on  December  19,  1969,  using  Mercury- 197, 
was  not  diagnostic,  although  admittedly  dis- 
turbed by  movement  artifacts. 


Fig.  2.  The  twenty-four-hour  AP  isotope  cisternography 
shows  very  defnite  asymmetry  in  the  passage  of  the 
radioisotope  over  the  two  hemispheres.  In  fact,  one  can 
clearly  see  there  is  very  little  uptake  over  the  right 
convexity  as  compared  to  the  left. 

On  December  29,  a right  carotid  arterio- 
gram was  performed,  and  a subdural  collec- 
tion, of  moderate  size,  was  demonstrated 
over  the  right  convexity.  (Fig.  3)  A right 
subtemporal  craniectomy  was  subsequently 
carried  out,  and  a subdural  hydroma  found 
and  evacuated.  The  outer  membrane  was 
very  thick  and  vascular  and  was  undoubt- 
edly of  age  similar  to  the  membrane  re- 
moved from  the  left  side.  No  inner  mem- 
brane was  present. 

Over  a period  of  about  one  month,  the 
patient  made  a remarkable  recovery.  When 
last  seen  in  July,  1970,  he  was  asymptomatic. 

We  feel  that  the  subdural  collection  over 
the  right  convexity  was  exerting  sufficient 
pressure  over  the  subarachnoid  spaces  to 
impede  the  flow  of  CSF,  thus  explaining  the 
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^metrical  flow  which  had  been  demon- 
rated on  isotope  cisternography. 


Fig.  3.  The  right  carotid  arteriogram  reveals  a definite 
avascular  area  over  the  right  convexity  (arrows). 


Summary 

A case  is  reported  in  which  a subdural 
hydroma  was  indirectly  demonstrated  by 
way  of  isotope  cisternography.  We  feel  that 
failure  or  asymmetrical  passage  of  the  radio- 
pharmaceutical along  the  convexity  of  the 
brain  should  alert  the  neurologist,  the  neu- 
rosurgeon, or  the  neuroradiologist  of  the 
possibility  of  an  extrinsic  mass,  fluid  or 


otherwise,  pressing  upon  the  subarachnoid 
pathways  over  the  surface  of  the  brain. 

At  the  same  time,  we  recognize  that  bi- 
lateral trephinations  carried  out,  as  custom 
dictates,  at  the  time  of  the  first  surgical 
intervention,  would  have  greatly  simplified 
the  problem. 


Acknowledgment:  Dr.  Robert  Peirce, 
Jr.,  for  his  referral  of  this  patient. 

Addendum 

The  same  findings  were  confirmed  in  six 
patients  with  chronic  subdural  hematomas, 
using  the  same  technique.  More  complete 
observation  in  all  these  cases  is  being  made 
into  a report,  to  be  published  later. 
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Serratia  Marcescens  Septicemia  Complicating 
Splenectomy  in  a Child 


Serratia  marcescens  infections 
may  be  hospital  acquired  and 
carry  a mortality  rate  of  almost 
50%. 

This  patient  was  treated  success- 
fully with  large  doses  of  antibi- 
otics. 


A RECENT  EXPERIENCE  vividly  di- 
rected our  attention  to  the  increasing 
problem  of  hospital  acquired  infections. 
The  organism  responsible,  Serratia  marces- 
cens, is  one  that  is  currently  assuming  a 
role  of  major  clinical  importance. 

Our  secondary  significance  is  the  fact 
that  the  infection  occurred  after  splenec- 
tomy in  a child,  and  raises  the  controversial 
issue  of  the  possible  association  of  splenec- 
tomy in  children  and  subsequent  infection. 

Case  Report 

S.M.  a six  year  old  white  female  was  ad- 
mitted with  a diagnosis  of  congenital  spher- 
ocytosis. History  revealed  that  the  patient 
had  intermittent  icterus,  anemia,  and  sple- 
nomegaly since  the  age  of  two  years.  There 
was  no  other  significant  past  history.  The 
family  history  revealed  that  one  sibling  had 
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undergone  splenectomy  for  the  same  con- 
dition in  1961  and  that  the  mother  and 
maternal  grandmother  had  congenital  he- 
molytic anemia.  The  only  significant  phys- 
ical finding  on  admission  was  the  presence 
of  splenomegaly  with  the  spleen  palpable 
two  fingerbreadths  below  the  left  costal 
margin.  The  hematocrit  was  33  with  11 
grams  of  hemoglobin  and  the  white  blood 
cell  count  was  normal.  The  reticulocyte 
count  was  elevated  to  5.5  percent.  Serum 
bilirubin  was  elevated  to  2.0  milligrams 
percent  with  a direct  fraction  of  0.2  over 
1.8  indirect.  The  coagulation  profile,  plate- 
let count,  and  urinalysis  were  all  normal. 

On  the  day  following  admission  and  the 
next  day  the  patient  received  250  cc.  of 
whole  blood  in  preparation  for  splenectomy. 
On  the  third  hospital  day  splenectomy  was 
performed  without  incident.  Approximate- 
ly 36  hours  postoperatively  there  was  a rec- 
tal temperature  elevation  to  102  degrees  F. 
which  rose  to  104  degrees  F.  over  the  next 
eight  hours.  The  febrile  response  was 
thought  at  this  time  to  be  of  respiratory 
origin;  however,  physical  examination  and 
a chest  x-ray  did  not  confirm  this  impres- 
sion. Chloromycetin  in  a dosage  of  5 00 
milligrams  every  eight  hours  intravenously, 
was  ordered  empirically.  Because  the  tem- 
perature continued  to  rise  to  105  degrees  F. 
the  administration  was  changed  to  75  0 
milligrams  every  eight  hours  intravenously. 
By  early  morning  of  the  third  postoperative 
day  the  patient  was  placed  on  hypothermia 
because  the  temperature  had  risen  to  106 
degrees  F.  Blood,  urine,  and  stool  cultures 
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w :e  taken.  The  white  blood  cell  count 
was  31,000  with  a marked  shift  to  the  left. 
A serum  amylase  determination  and  a re- 
peat chest  x-ray  were  normal.  It  was  rec- 
ommended by  pediatric  consultation  that 
additional  antibiotic  coverage  was  indicated 
and  accordingly  one  million  units  of  aqueous 
penicillin  every  two  hours  intravenously 
was  started.  The  two  blood  cultures  were 
reported  as  showing  a growth  of  Serratia 
marcescens.  Cultures  of  the  urine  and  stool 
were  normal.  Over  the  next  days  the  pa- 
tient appeared  to  respond  to  the  antibiotic 
therapy  and  with  subsidence  of  the  infec- 
tion the  antibiotic  dosage  was  gradually 
decreased.  By  the  tenth  postoperative  day 
all  antibiotics  were  discontinued.  The  pa- 
tient remained  afebrile  for  the  next  few 
days  and  was  discharged  from  the  hospital. 

Serratia  marcescens  was  first  described 
in  1823  by  Bizio,  an  Italian  pharmacist,  and 
has  generally  been  identified  as  a common 
saprophyte  of  water,  soil,  and  sewage.  The 
isolation  of  Serratia  marcescens  was  simpli- 
fied as  a result  of  the  classification  and  iden- 
tification of  the  enterobacteriacae  by  Ed- 
wards and  Ewing.1 

The  organism  is  a gram  negative,  motile 
bacillus  that  produces  coliform  colonies  on 
Eosin-Methylene  Blue  agar  or  blood  agar. 
It  ferments  glucose  and  sucrose  but  does  not 
ferment  lactose.  Hydrogen  sulfide  and  in- 
dole are  not  produced  and  urease  activity  is 
weak  or  absent.  The  bacteria  reduces  nitrate 
to  nitrite,  liquefies  gelatin  in  24  hours,  is 
citrate  positive,  and  has  lysine  decarboxy- 
lase activity.  Although  characteristically 
thought  to  be  a pigment  producing  bacillus, 
it  is  now  apparent  that  in  about  75  per  cent 
of  instances  there  is  no  pigment  formed. 

In  1913  Woodward  and  Clark2  reported 
the  first  case  of  human  infection  caused  by 
the  organism.  At  this  time  it  was  known 
as  Bacillus  prodigiosus  because  of  the  char- 
acteristic red  pigment  which  is  sometimes 
produced.  Since  then  many  isolated  case 
reports  and  clinical  studies  have  been  pre- 


sented which  demonstrate  that  Serratia  mar- 
cescens can  indeed  be  a human  pathogen. 
In  addition  to  producing  septicemia  it  is 
well  documented  that  the  organism  may 
cause  or  has  been  associated  with  endocar- 
ditis, respiratory  infections,  genito-urinary 
tract  and  wound  infections,  meningitis, 
peritonitis,  otitis  media,  sinusitis,  osteomye- 
litis, and  septic  arthritis.3"21 

The  portals  of  entry  for  Serratia  mar- 
cescens infection  are  generally  the  respira- 
tory system,  genito-urinary  system,  or  skin. 
Because  of  this  one  can  readily  see  the  pos- 
sibility of  an  infection  being  hospital  ac- 
quired. The  nosocomial  origin  of  Serratia 
marcescens  has  been  attributed  to  the  use 
of  indwelling  urinary  catheters  or  other 
genito-urinary  manipulation,  intravenous 
and  intraperitoneal  catheters,  spinal  needles, 
contaminated  intravenous  and  saline  irri- 
gating solutions,  and  ultrasonic  nebulizers.22 
It  has  also  been  identified  as  a contaminant 
of  hand  lotions  used  in  hospitals.23  A portal 
of  entry  was  not  determined  in  our  patient, 
yet  it  is  possible  that  the  use  of  the  Penrose 
drain  at  surgery  might  have  been  an  impor- 
tant factor.  A significant  point  is  that  prior 
to  infection  with  Serratia  marcescens  most 
patients  have  had  an  underlying  chronic  or 
debilitating  disease,  have  been  on  prolonged 
antibiotic  therapy,  and  often  have  been 
receiving  corticosteroids.  All  of  these  are 
factors  capable  of  reducing  the  host  re- 
sistance and  allowing  an  "opportunist”  or- 
ganism to  become  pathogenic. 

Because  of  the  increasing  concern  with 
the  problem  four  significant  studies  have 
recently  been  published  pertaining  to  Ser- 
ratia marcescens.  As  a result  of  the  report 
of  Fields24  much  needed  attention  was  di- 
rected to  the  entire  "paracolon”  bacteria 
group,  while  the  clinical  studies  of  Dod- 
son,20 Wilfert,26  and  Altemeier2'  present 
pertinent  experience  relative  to  Serratia 
marcescens  septicemia. 

There  are  more  than  one  hundred  cases 
of  Serratia  marcescens  septicemia  recorded 
in  the  recent  literature,  and  undoubtedly 
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more  have  occurred  but  have  not  been  rec- 
ognized nor  reported.  The  seriousness  of 
this  problem  is  evident  when  one  considers 
that  the  cumulative  mortality  rate  for  this 
group  is  almost  fifty  per  cent.  This  would 
definitely  indicate  that  Serratia  marcescens 
cannot  be  considered  an  organism  of  low 
virulence  or  nonpathogenic. 

The  antibiotic  sensitivity  for  Serratia 
marcescens  is  quite  varied  and  its  frequent 
resistance  to  the  commonly  used  antibiotics 
make  it  a potentially  dangerous  organism. 
Kanamycin  in  combination  with  Chloram- 
phenicol or  Gentamicin  alone  appears  to  be 
the  most  effective  antibiotic  therapy. 

Although  we  do  not  feel  that  it  is  appli- 
cable to  our  patient,  an  interesting  but 
debatable  issue  is  that  of  splenectomy  in 
childhood  and  its  relationship  to  infection. 
The  question  of  whether  splenectomy  in 
childhood  increases  susceptibility  and  de- 
creases resistance  to  major  infection  followed 
a report  in  1952  by  King  and  SchumackerT 
Subsequent  to  the  report  many  retrospective 

I studies  have  appeared  in  the  literature.  Some 
of  these  support  the  concept  that  splenec- 
tomy does  increase  the  chance  of  serious  and 
often  fatal  infection  while  in  others  an 
opposing  point  of  view  is  presented.'9'33 
Controlled  studies  of  the  problem  are  prac- 
tically impossible  and  there  are  many  var- 
iables to  be  considered.  Some  of  these  var- 
iables are  the  age  of  the  patient  at  the  time 
of  splenectomy,  the  influence  of  underlying 
disease  or  reason  for  splenectomy,  the  length 
of  patient  follow-up,  and  the  status  of  the 
patient  at  the  time  of  infection.  The  result- 
ing conclusions  are  often  misleading  and 
difficult  to  interpret.  An  etiologic  factor 
to  account  for  subsequent  infection  follow- 
ing childhood  splenectomy  has  not  been 
determined.  There  is  little  evidence  that  the 
serum  proteins  or  immune  response  is  altered 
in  splenectomized  children34'35;  however 
removal  of  the  spleen  in  early  infancy  may 
be  significant  by  causing  a decrease  in  the 
reticuloendothelial  system  quantitatively 
though  not  qualitatively. 
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After  summarizing  the  excellent  reviews 
of  Haller,  '’  Eraklis,  " and  Erickson  s it  is 
possible  to  draw  some  reasonable  conclusions. 
First,  that  splenectomy  in  children  less  than 
one  year  of  age  appears  to  increase  the  risk 
of  serious  infection,  although  the  mortal- 
ity of  infection  is  greater  in  those  children 
over  the  age  of  one  year.  Secondly,  fatal 
infection  after  splenectomy  is  increased  in 
children  with  thalassemia,  congestive  spleno- 
megaly from  liver  disease,  the  Wiscott- 
Aldrich  syndrome,  histiocytosis,  or  inborn 
errors  of  metabolism.  Finally,  the  use  of 
prophylactic  postoperative  antibiotics  is 
equivocal  but  it  must  be  emphasized  that 
infection  in  a splenectomized  child  requires 
early,  adequate,  and  specific  therapy. 

Summary 

A case  report  of  Serratia  marcescens  sep- 
ticemia following  splenectomy  in  a child 
has  been  presented.  Microbiological  methods 
have  been  developed,  which  result  in  im- 
proved isolation  and  accurate  identification 
of  the  organism.  Although  at  one  time  Ser- 
ratia marcescens  was  considered  to  be  re- 
latively nonpathogenic,  recent  experience 
indicates  that  it  may  be  a very  serious  hos- 
pital acquired  infection,  with  a mortality 
rate  of  almost  5 0 per  cent.  Gentamicin  or 
the  combination  of  Kanamycin  with  Chlor- 
amphenicol is  the  most  effective  antibiotic 
therapy. 

It  is  not  possible  to  draw  a general  con- 
clusion that  splenectomy  in  childhood  leads 
to  the  development  of  subsequent  infection. 
What  can  be  concluded,  however,  is  that 
there  appears  to  be  an  increased  risk  of  in- 
fection in  children  less  than  one  year  of  age, 
that  fatal  infection  after  splenectomy  is 
increased  in  children  with  severe  underlying 
diseases,  and  that  in  a splenectomized  child 
subsequent  infection  must  be  treated 
promptly,  intensively  and  specifically. 
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Physicians  Assess  Drug  Abuse  Problem  in  Virginia 


It  is  generally  agreed  that  the  drug 
abuse  problem  is  increasing  in 
Virginia  and  that  this  includes 
LSD,  heroin,  marijuana,  ampheta- 
mines, and  barbiturates. 


PHYSICIANS  OF  VIRGINIA  see  drug 
abuse  as  a problem  now  reaching  epi- 
demic proportions  and  requiring  serious 
attention  by  society. 

These  conclusions  result  from  a study 
made  in  May  1970  by  the  Committee  on 
Drugs  and  Drug  Abuse  of  the  Virginia 
Comprehensive  Health  Planning  Advisory 
Council."*  The  committee  mailed  question- 

Inaires  to  the  3,472  members  of  The  Medical 
Society  of  Virginia,  the  Old  Dominion 
Medical  Society,  and  to  psychiatrists  who 
were  not  members  of  either  society.  Re- 
sponses were  received  from  1,427  physicians, 
or  41.1  percent  of  the  group  surveyed. 
Grouping  the  responses  according  to  the 
State  planning  districts  indicated  a range 
from  26  percent  answering  in  the  Acco- 
mack-Northampton  (District  22)  to  65 
percent  returns  from  the  Northern  Neck 
Planning  District  17. 

The  questionnaire  sought  information 
from  individual  physicians  on  the  following 
points: 

(1)  Did  you  in  1969  see  patients  using 

Green,  Meredith,  Ph.D.,  Chairman  of  the  Com- 
mittee on  Drugs  and  Drug  Abuse  of  the  Virginia 
Comprehensive  Health  Planning  Advisory  Council. 

'■  Dr.  William  Grossmann  of  Petersburg  is  Chair- 
man of  the  Council. 


MEREDITH  W.  GREEN,  Ph.D. 
Winchester,  Virginia 

LSD,  heroin,  marijuana,  ampheta- 
mines, or  barbiturates  illegally? 

(2)  Is  the  problem,  in  your  opinion,  in- 
creasing? 

(3)  What  measures  do  you  recommend 
in  dealing  with  the  problem? 

Drug  Abuse  Patients  Seen  by 
Physicians 

No  attempt  was  made  to  determine  the 
actual  number  of  cases  of  illegal  drug  usage 
seen  by  physicians.  Instead  the  attention 
of  the  survey  is  focused  on  the  various  drugs 
abused  and  the  areas  of  the  State  in  which 
this  is  reported. 

Generally  the  rural  areas  were  spared, 
with  a greater  proportion  of  physicians  in 
the  heavily  populated  areas  reporting  seeing 
cases  of  drug  abuse.  (Table  I) 

Trend  of  the  Drug  Abuse  Problem 
in  Virginia 

Nearly  two-thirds  of  the  respondents  to 
the  questionnaire  expressed  no  opinion  as  to 
whether  or  not  the  drug  abuse  problem  is 
increasing.  Of  the  remaining  one-third  who 
observed  an  increasing  trend,  82%  had  seen 
an  increase  in  marijuana  usage,  and  67% 
saw  an  increase  in  amphetamine  abuse. 
(Table  II) 

Recommended  Measures  to  Curb 
Drug  Abuse 

A very  important  part  of  the  question- 
naire returns  related  to  recommendations 
from  physicians  concerning  possible  solu- 
tions to  the  drug  abuse  problem.  Since  the 
wording  of  the  questionnaire  may  have  in- 
fluenced the  responses;  the  questions,  and 
the  answers  given  are  combined  in  Table  III. 
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would  be  difficult  to  compare  the  first  the  physicians.  The  large  number  of  writ- 

ee  recommendations  which  were  specified  ten-in  comments  are  recorded  in  full  in  the 

TABLE  I 


Proportion  of  Virginia  Physicians  Who  Saw  Drug  Abuse  Patients  in  1969 

(n=1427) 


Drug 

Percent  of  Physicians 
Seeing  Cases  in  the 
State  as  a Whole 

Percent  of  Physicians 
From  a District 
Reporting  Cases 

Districts  Reporting 

No  Cases 

LSD 

19% 

Northern  Va. 

(District  8)  34% 
Norfolk  area 

(District  20)  25% 
Hampton  area 
(District  21)  24% 

Piedmont  (District  14) 
Cumberland  Plateau 
(District  2) 

(S.)  Northern  Neck 
(District  18) 

Eastern  Shore  (District  22) 

Heroin 

15% 

Northern  Va. 

(District  8)  30% 
Hampton  area 
(District  21)  22% 

Lenowisco  (District  1) 
Cumberland  Plateau 
(District  2) 

Culpeper-Orange  (District  9) 
Southside  (District  13) 
Piedmont  (District  14) 
Accomack-Northampton 
(District  22) 

Marijuana 

26% 

Northern  Va. 

(District  8)  48% 
Roanoke 

(District  5)  39% 
Norfolk  area 

(District  20)  30% 

Piedmont  (District  14) 
Accomack-Northampton 
(District  22) 

Amphetamine 

28% 

Cu  lpepe  r-Oran  ge 
(District  9)  47% 
Roanoke 

(District  5)  41% 
Norfolk  area 

(District  20)  33% 
Hampton  area 
(District  21)  28% 

Accomack-N  ort  hampton 
(District  22) 

Barbiturate 

26% 

Lenowisco 
(District  1)  44% 
Roanoke 

(District  5)  42% 
Northern  Va. 

(District  8)  31% 
Norfolk  area 

(District  20)  28% 

Accomack-Northampton 
(District  22) 

on  the  questionnaire  with  the  many  other  study  and  attest  to  the  interest  and  concern 
recommendations  which  were  written  in  by  of  the  physicians  with  the  need  for  preven- 

TABLE  II 

Physicians’  Impressions  of  Trends  in  Drug  Abuse 
(n=1427) 


Impression  among  observers  of  trend 
Physicians 

Noting  Not  observed,  or 

Drug  Trend  Decrease  No  change  Increase  Not  known 


LSD 

448 

4% 

25% 

71% 

69%  of  total  responses 

Heroin 

391 

1% 

35% 

64% 

72%  of  total  responses 

Marijuana 

568 

1% 

17% 

82% 

60%  of  total  responses 

Amphetamine 

523 

2% 

31% 

67% 

63%  of  total  responses 

Barbiturate 

490 

3% 

43% 

54% 

66%  of  total  responses 
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tive  and  treatment  procedures.  Quotation 
of  a single  comment  may  be  misleading,  but 
the  following  excerpt  seems  to  reflect  a 
common  theme  occurring  in  the  responses. 

TABLE  III 

Physicians’  Recommendations  for  Dealing  with 
Drug  Abuse 
(n=1427) 

(Numerous  respondents  made  more  than  one  recommen- 
dation) 

Which  of  the  following  proposals  would  you  recommend 
for  the  treatment  of  drug  abuse?  (Please  check  one) 

1 The  establishment  of  a State  supported  Psychiatric 
Treatment  Center  for  Adolescent  cases  (Drug  Abuse 
and  Psychiatric  Care) 

35%  of  the  physicians  checked  this  recommendation. 

2 Expansion  of  State  Mental  Health  Clinic  and  Treat- 
ment Centers 

23%  of  the  physicians  checked  this  recommendation 

3.  Expansion  of  the  Clinic  and  Hospital  Treatment 
Facilities  of  the  Division  of  Alcoholic  Studies  and 
Rehabilitation  to  include  Drug  Abuse  cases. 

25%  of  the  physicians  checked  this  recommendation. 

Other  recommendations: 

Recommendation  Number  Recommending 


Education  of  children  91 

Stricter  laws  and  law  enforcement  46 

Establish  local  clinics,  half-way 

houses,  etc.  41 

Education  of  adults  24 

Legalize  purchase  20 

More  studies  and  research  19 

Courses  for  doctors  and  teachers  18 

Legalize  treatment  by  physicians  9 

Expand  methadone  treatment  7 


"More  steps  should  be  taken  as  preventive 
measure.  Better  interpersonal  relations 
between  child  and  parents.  Education 
through  school,  T.V.  and  different  media 
to  develop  better  relationships,  trust  for- 
mation and  self-identity.  Group  therapies 
in  schools.  Group  therapies  for  teachers 
and  if  possible  for  parents  for  better  real- 
ity testing.  Marijuana  be  given  the  same 
status  as  alcohol.  Alcoholics  are  treated 
as  'sick  persons’  demanding  investment 
of  energy,  professional  manpower  and 
huge  amount  of  finance  whereas  the  drug 
user  has  to  face  court  and  jail.  I shall  be 
pleased  to  take  an  active  part  on  demand.” 

The  report  was  sent  to  Governor  Holton. 


His  reply  is  found  in  the  following  letter: 
COMMONWEALTH  OF  VIRGINIA 

Office  of  the  Governor 
RICHMOND  23219 

November  3,  1970 

Dr.  William  Grossmann 
c/o  State  Health  Department 
Madison  Building 
Richmond,  Virginia 

Dear  Dr.  Grossmann: 

This  will  serve  to  formally  acknowledge 
receipt  of  the  Comprehensive  Health  Plan- 
ning Advisory  Council’s  report  and  recom- 
mendations on  Drug  Abuse  in  Virginia. 

I wish  to  commend  the  Council  on  a most 
objective  and  thorough  report. 

After  I have  had  an  opportunity  to  study 
the  report,  I feel  we  should  have  a meeting 
with  you,  the  Commissioner  of  Administra- 
tion, Dr.  Allerton  of  the  Department  of 
Mental  Hygiene  and  Hospitals  and  Mr.  J. 
Frank  Kelly,  Executive  Director,  the  Gov- 
ernor’s Council  on  Narcotics  and  Drug 
Abuse  Control,  to  discuss  your  recommen- 
dations more  fully  and  plan  a course  of 
action  for  implementation. 

My  staff  will  be  in  touch  with  you  regard- 
ing details  on  this  most  important  meeting. 

Cordially, 

Linwood  Holton 

The  Committee  is  very  grateful  to  the 
large  number  of  Virginia  physicians  who 
took  their  time  to  give  their  experience  and 
to  suggest  ways  of  attacking  the  drug  abuse 
problem. 


117  West  Boscaiven  Street 
Winchester,  Virginia  22601 
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Diagnostic  Laboratory  Medicine 


0 0 0 0 


Antimicrobial  Susceptibility  of  Common 

Bacterial  Species 

As  in  previous  years,  the  clinical  labora- 
tory has  compiled  the  antimicrobial  suscep- 
tibility pattern  for  the  common  bacterial 
isolates  hoping  that  these  data  may  serve  as 
a guide  to  the  attending  physician  when 
forced  to  empirically  choose  an  antimicro- 
bial agent.  However,  it  is  emphasized  that 


HARRY  P.  DALTON,  Ph.D. 

MARVIN  J.  ALLISON,  Ph.D. 

MARIO  R.  ESCOBAR,  Ph.D. 

in  Table  I.  The  results  were  obtained  from 
a disc-diffusion  technique  using  Baltimore 
Biological  Laboratories’  discs  on  blood  agar 
plates  which  had  been  uniformly  inoculated 
with  the  organisms.  This  technique  is  con- 
trolled frequently  by  parallel  tube  dilution 
sensitivity  studies.  The  bacterial  species 
tested  were  all  freshly  isolated  and  in  pure 
culture. 


TABLE  I 

Percentage  of  Sensitive  Organisms — 1970* 


Organism 

Total 

Penicillin  (10) 

Ampicillin  (10) 

Methicillin  (5) 

Cephalothin  (30) 

Erythromycin  (15) 

Tetracycline  (30) 

Streptomycin  (10) 

Kanamycin  (30) 

Chloromycetin  (30' 

Neomycin  (30) 

Polymyxin  (50) 

Furadantin  (100) 

Gentamicin  (10) 

Nalidixic  Acid  (30) 

Staphylococcus  aureus 

621 

41 

47 

99 

99 

84 

79 

81 

96 

99 

0 

8 

100 

99 

4 

Streptococcus  (enteric).. 

221 

96 

97 

43 

96 

94 

48 

14 

59 

96 

NDf 

3 

95 

85 

8 

Escherichia 

1265 

0 

65 

0 

81 

0 

69 

74 

94 

93 

96 

88 

93 

99 

82 

Citrobacter 

10 

0 

27 

0 

27 

0 

90 

100 

100 

100 

100 

82 

33 

100 

33 

Aerobacter 

401 

0 

10 

0 

24 

0 

74 

72 

91 

89 

97 

72 

79 

98 

62 

Klebsiella 

1055 

0 

5 

0 

65 

0 

60 

52 

81 

73 

87 

82 

79 

99 

59 

Serratia 

170 

0 

1 

0 

4 

0 

24 

21 

66 

45 

82 

15 

2 

99 

7 

Proteus  morganii 

72 

8 

40 

0 

33 

0 

33 

69 

88 

96 

78 

1 

42 

99 

64 

Proteus  mirabilis 

471 

70 

74 

0 

75 

1 

4 

71 

97 

91 

94 

1 

12 

99 

46 

Proteus  rettgeri 

41 

14 

39 

0 

32 

0 

15 

71 

95 

83 

93 

1 

19 

100 

37 

Providencia 

10 

0 

60 

0 

50 

0 

0 

90 

90 

70 

90 

0 

NDt 

100 

NDt 

Pseudomonas 

608 

0 

1 

0 

1 

0 

18 

45 

53 

28 

90 

81 

6 

99 

14 

Herellea  vaginicola 

167 

0 

31 

1 

12 

1 

70 

59 

92 

53 

90 

83 

9 

96 

73 

Bacteroides  species 

55 

4 

7 

5 

13 

96 

100 

5 

NDt 

100 

NDt 

NDf 

NDt 

2 

NDt 

Clostridium  perfringens. . . . 

26 

88 

92 

85 

100 

92 

96 

19 

NDf 

96 

NDf 

NDt 

NDt 

15 

NDt 

*Figures  in  parentheses  represent  the  antibiotic  concentration  in  yug  used. 
fND — Not  Done. 


the  effectiveness  of  a particular  agent  in 
vivo  may  be  affected  by  factors  which  can- 
not be  incorporated  into  in  vitro  testing. 
Such  factors  as  protein  binding,  rapid  utili- 
zation of  the  drug,  or  rapid  excretion  can- 
not be  evaluated  by  the  tube  or  disc 
methods. 

The  sensitivity  pattern  of  15  bacterial 
species  for  14  antimicrobial  agents  is  listed 


612 


There  is  little  change  since  the  last  report 
in  the  antibiotic  pattern  for  the  gram-posi- 
tive organisms.  The  synthetic  penicillins, 
represented  on  the  table  by  methicillin, 
continue  to  possess  good  activity  against 
staphylococci.  Penicillin  is  still  most  effective 
against  group  A beta  hemolytic  streptococci 
as  well  as  Diplococcus  pneumoniae  since 

( Continued  on  page  61 7) 
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here’s  a soup 
for  almost  every  patient  and  diet 
.for  every  meal 
and,  it’s  made  by  VCUnpOul 


CALORIES  / 


7 oz.  Serving 


Beef  Broth 
Consommd 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


In  planning  high  or  low  calorie  diets,  Campbell  s more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell's  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 


After  a 4,000-year  search, 

have  women  finally  found  freedom? 

Abortion  and  infanticide  have,  throughout 
history,  been  the  final  and  desperate  resort  of 
women  who  were  unable  to  control  their  fertility, 
but  for  almost  4,000  years  they  have  sought 
ways  to  prevent  conception. 

In  ancient  Egypt  they  used  pessaries  of 
crocodile  dung  or  tried  to  clog  the  motile  sperm 
with  honey  and  a gumlike  substance.  The 
women  of  Islam  used  tampons  of  pomegranate 
pulp  and  rock  salt.  In  Japan  they  burned  little  balls 
of  burning  grass"  on  the  mons  veneris  or,  more 
practically,  tried  to  cover  the  mouth  of  the  uterus 


with  disks  of  oiled  bamboo  tissue  paper.  In  the 
18th  Century  in  France  upper-class  women 
rediscovered  the  vaginal  sponge,  a device 
mentioned  in  sources  as  old  as  the  Talmud. 

It  may  seem  now  that  such  advances  as  ora 
contraception  and  the  IUD  have  freed  womei 
from  this  often  fruitless  search  and  conseque 
suffering,  butthere are  millionsof  women  int 
United  States  and  elsewhere  who  have  less 
knowledge  of,  and  less  recourse  to,  contrace  3 
than  Egyptian  women  of  the  Twelfth  Dynasty 
Nothing  is  more  urgent  to  all  of  us  than  to  brii 
them  help.  We  cannot  long  support  the  ecolc 
pressures  of  an  additional  70  million  Earth 
inhabitants  each  year. 


Searle  contributions  to  the  science  of  contraception 


BOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovulen  • Demulen 

Each  white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynodiol 

diacetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

Each  pink  tablet  in  Ovulen-28®  and  Demulerf  -28  is  a placebo,  containing  no  active  ingredients 

Demulen  (for  its  low  estrogen  and  Searle’s  progestin)  and  Ovulen  (with  its 
wide  physician  and  patient  acceptance)  offer  almost  complete  contraceptive 
effectiveness  and  a low  incidence  of  side  effects— both  with  a choice  of  pill- 
taking schedules. ..simple  “Sunday-starting”  and  patient-proof  Compack* 
tablet  dispensers. 


Actions  — Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)  and  the  luteinizing  hormone  (LH) 

Special  note  — Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960  Reported  pregnancy  rates  vary  from 
product  to  product  The  effectiveness  of  the  sequential  products 
appears  to  be  somewhat  lower  than  that  of  the  combination  products 
Both  types  provide  almost  completely  effective  contraception 
An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted m both  Great  Britain  and  the  United  States  Other  risks,  such 
as  those  of  elevated  blood  pressure,  liver  disease  and  reduced  toler- 
ance to  carbohydrates,  have  not  been  quantitated  with  precision 
Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases 
the  frequency  of  some  animal  carcinomas  These  data  cannot  be 
transposed  directly  to  man  The  possible  carcinogenicity  due  to  the 
estrogens  can  be  neither  affirmed  nor  refuted  at  this  time  Close 
clinical  surveillance  of  all  women  taking  oral  contraceptives  must  be 
continued 

Indication  — Ovulen  and  Demulen  are  indicated  for  oral  contra- 
ception 

Contraindications  — Patients  with  thrombophlebitis,  thrombo- 
embolic disorders,  cerebral  apoplexy  or  a past  history  of  these 
conditions,  markedly  impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected  estrogen-dependent 
neoplasia  and  undiagnosed  abnormal  genital  bleeding 
Warnings— The  physician  should  be  alert  to  the  earliest  manifes- 
tations of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular 
disorders,  pulmonary  embolism  and  retinal  thrombosis)  Should  any 
of  these  occur  or  be  suspected  the  drug  should  be  discontinued 
immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted 
in  Great  Britain  and  studies  of  morbidity  in  the  United  States  have 
shown  a statistically  significant  association  between  thrombophle- 
bitis. pulmonary  embolism,  and  cerebral  thrombosis  and  embolism 
and  the  use  of  oral  contraceptives  There  have  been  three  principal 
studies  in  Britain'^leading  to  this  conclusion,  and  one4  in  this  country 
The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  of 
Vessey  and  Doll3was  about  sevenfold,  while  Sartwell  and  associates4 
in  the  United  States  found  a relative  risk  of  4 4.  meaning  that  the 
users  are  several  times  as  likely  to  undergo  thromboembolic  disease 
without  evident  cause  as  nonusers  The  American  study  was  not 
designed  to  evaluate  a difference  between  products  However,  the 
study  suggested  that  there  might  be  an  increased  risk  of  thromboem- 
bolic disease  in  users  of  sequential  products  This  risk  cannot  be 
quantitated,  and  further  studies  to  confirm  this  finding  are  desirable 
Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  prop- 
tosis.  diplopia  or  migraine  If  examination  reveals  papilledema  or 
retinal  vascular  lesions  medication  should  be  withdrawn 
Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen  If  the  patient  has  not  adhered  to 
the  prescribed  schedule  the  possibility  of  pregnancy  should  be  con- 
sidered at  the  time  of  the  first  missed  period 
A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time 

Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subpri- 
mate animals  Endocrine  and  possibly  liver  function  tests  may  be 
affected  by  treatment  with  Ovulen  or  Demulen  Therefore,  if  such 
tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen.  it  is  recom- 
mended that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months  Under  the  influence  of  progestogen-estrogen  prepara- 
tions preexisting  uterine  fibromyomas  may  increase  in  size  Because 


these  agents  may  cause  some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation 
In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam.  nonfunctional  causes  should  be  borne  in  mind  In  undiag- 
nosed bleeding  per  vaginam  adequate  diagnostic  measures  are  in- 
dicated Patients  with  a history  of  psychic  depression  should 
be  carefully  observed  and  the  drug  discontinued  if  the  depression 
recurs  to  a serious  degree  Any  possible  influence  of  prolonged 
Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral 
contraceptives  The  mechanism  of  this  decrease  is  obscure  For  this 
reason,  diabetic  patients  should  be  carefully  observed  while  receiving 
Ovulen  or  Demulen  therapy  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with  Ovulen  or  Demulen 
may  mask  the  onset  of  the  climacteric  The  pathologist  should  be 
advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens 
are  submitted  Susceptible  women  may  experience  an  increase  in 
blood  pressure  following  administration  of  contraceptive  steroids 
Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives—A statistically  significant  association  has  been  demonstrated 
between  use  of  oral  contraceptives  and  the  following  serious  adverse 
reactions  thrombophlebitis,  pulmonary  embolism  and  cerebral 
thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  neuro-ocular  lesions,  eg,  retinal  throm- 
bosis and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during  and 
after  treatment,  edema,  chloasma  or  melasma,  breast  changes  (ten- 
derness. enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum.  cholestatic 
laundice.  migraine,  rash  (allergic),  rise  in  blood  pressure  in  suscep- 
tible individuals  and  mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome. headache,  nervousness,  dizziness,  fatigue,  backache,  hir- 
sutism, loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives  hepatic  function  increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin. 
Factors  VII.  VIII.  IX  and  X.  thyroid  function  increase  in  PBI  and  butanol 
extractable  protein  bound  iodine,  and  decrease  in  T3  uptake  values, 
metyrapone  test  and  pregnanediol  determination 
References:  1.  Royal  College  of  General  Practioners  Oral  Con- 
traception and  Thrombo-Embolic  Disease.  J Coll  Gen  Pract 
73:267-279  (May)  1967  2.  Inman.  W H W.  and  Vessey.  M P In- 
vestigation of  Deaths  from  Pulmonary.  Coronary,  and  Cerebral  Throm- 
bosis and  Embolism  in  Women  of  Child-Bearing  Age.  Brit  Med  J 
2 193-199  (April  27)  1968  3.  Vessey.  M P and  Doll,  R Investigation 
of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report  Brit  Med  J 2:651-657  (June  14)  1969 
4.  Sartwell  P E , Masi.  A T Arthes.  F G , Greene.  G R and 
Smith.  H E Thromboembolism  and  Oral  Contraceptives  An  Epi- 
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Mental  Health .... 


Drug  Abuse  Treatment 
A Report  from  Norfolk-Cliesapeake 

The  Mental  Health  Center  of  Norfolk 
and  Chesapeake  continues  its  growth  in  re- 
sponse to  the  recognized  needs  of  the  com- 
munities we  serve.  After  Outreach  Centers 
were  established  in  the  Model  City  Area 
more  than  two  years  ago,  we  increasingly 
became  occupied  with  drug  addiction. 
After  one  year  the  three  Outreach  Centers 
were  transferred  to  the  Norfolk  Area  Med- 
ical Center  Authority  as  the  "Institute  for 
Mental  Health  and  Psychiatry”.  Our  em- 
phasis is  then  shifted  to  a limited  Pilot 
Project  for  methadone  withdrawal,  and  to 
contacts  within  the  Narcotic  Addict  Re- 
habilitation Act  (Federal  legislation  for 
the  evaluation  and  aftercare  of  ex-patients 
of  the  Drug  Research  Hospital  in  Lexing- 
ton, Kentucky)  and  for  returning  Federal 
prisoners.  These  three  projects  were  found 
wanting,  particularly  since  the  success  rate 
of  the  Drug  Research  Center  in  Lexington 
had  been  considered  poor.  This  was  demon- 
strated by  a study  which  revealed  that  60% 
of  the  patients  sent  to  Lexington,  Kentucky, 
from  Tidewater,  Virginia,  did  not  complete 
the  first  thirty  days  of  treatment,  and  only 
12%  reached  the  aftercare  phase.  Also,  Lex- 
ington is  far  from  homes  and  jobs  relevant 
to  the  addict’s  life  style. 

From  national  and  local  experiences  it 
was  formulated  that: 

A.  A detoxification  inpatient  phase  is  ad- 
visable. 

Heyder,  Dietrich  W.,  M.D.,  Director  of  The 
Mental  Health  Center  of  Norfolk  and  Chesapeake. 

Hill,  Galen,  A.C.S.W.,  Chief  Psychiatric  Social 
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B.  Thorough  psychiatric,  psychological, 
and  social  diagnoses  and  therapies  are 
essential. 

C.  The  addict’s  own  motivation  and  de- 
sire for  help  provide  a strong  basis  for 
improvement. 

D.  Useful  social  experiences,  job  training 
and  procurement  are  needed. 

E.  Long-term  psychological  and  chemical 
follow-up  is  required  in  many  cases. 

Therefore  an  application  for  funds  under 
Public  Law  91-513  was  submitted  in  March 
of  this  year.  The  application  described  the 
three  major  aspects  of  the  program  now  in 
operation  since  September  1,  1971: 

(1)  The  Detoxification  Center  is  an  in- 
patient unit  leased  from  Norfolk  General 
Hospital.  It  consists  of  four  semi-private 
rooms,  offices,  and  activity  rooms.  There, 
the  definite  diagnosis  is  established,  the  acute 
withdrawal  phase  is  carried  out,  and  medical 
and  psychiatric  services  are  rendered  to- 
gether with  counseling,  academic  and  indus- 
trial instruction. 

In  the  withdrawal  phase,  different  tech- 
niques are  utilized  for  the  withdrawal  from 
different  drugs,  such  as  heroin,  L.S.D.,  mari- 
juana, amphetamines,  or  barbiturates.  The 
unit  is  an  "open”  unit,  reflecting  the  indi- 
vidual addict’s  motivation  for  transition 
from  drug  addiction  to  a life  without  drugs. 
The  patient’s  stay  there  is  an  average  of  15 
days. 

(2)  The  Partial  Care  Center  combines 
Halfway  House,  offices,  and  the  strongly 
emphasized  Daycare  Phase.  It  is  a facility  for 
ten  overnight  patients  under  the  supervision 
of  the  House  Manager.  Individual  and 
group  work  are  carried  out  there.  The  beds 
are  provided  for  detoxified  addicts  without 
stable  home  situations,  for  those  not  hav- 
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lade  adequate  progress  in  the  residential 
section,  and  temporarily  for  crisis  interven- 
tion. Self-help,  group  confrontations,  psy- 
chotherapy, vocational  counseling,  job  pro- 
curement, and  the  establishment  of  addict- 
run  businesses  highlight  the  activities  of  the 
Day  Care  Phase. 

(3)  In  The  Out-Patient  Center  detoxi- 
fied patients  receive  further  help.  Work 
with  the  patient’s  family,  educational  and 
vocational  groups,  are  operating  there.  A 
gas  chromatograph  machine  has  been  in- 
stalled for  urine  surveillance  in  cooperation 
with  the  Public  Health  Department. 

In  due  time,  and  not  later  than  the  end 
of  the  first  year  of  the  project,  a methadone 
maintenance  program  will  be  phased  in. 

Thus,  eventually,  the  Drug  Treatment 
Division  will  encompass  comprehensively: 

A.  The  NARA  Program  (Narcotic  Ad- 
dicts Rehabilitation  Act) 


Clinical  Center  Study 

The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  precocious 
puberty  being  conducted  by  the  National 
Institute  of  Child  Health  and  Human  De- 
velopment’s Reproduction  Research  Branch 
at  the  Clinical  Center,  National  Institute 
of  Health,  Bethesda,  Maryland. 

Patients  will  be  considered  for  study  and 
treatment  regardless  of  age,  sex,  or  duration 
of  symptoms. 

Upon  completion  of  their  studies,  patients 


B.  Drug  Abuse  Detoxification  and  Treat- 
ment Facility 

C.  The  Methadone  Maintenance  Program 

The  Department  of  Health,  Education 
and  Welfare  has  funded  the  Division  at  the 
level  of  $397,000.00  for  the  first  year,  sup- 
ported locally  by  the  City  of  Chesapeake 
and  the  Model  City  Agency  of  Norfolk. 
An  intake  branch  of  our  Clinic  operates 
in  the  Chesapeake  Civic  Center.  The  NARA 
contract  calls  for  $44,000.00  worth  of 
services. 

It  is  believed  that  a considerable  number 
of  the  known  drug  addicts  of  these  two 
cities  may  be  helped  to  lead  a more  produc- 
tive life,  and  that  the  crime  rate  of  these 
two  cities  might  decrease.  We  professionals 
have  no  illusion  that  this  program  is  a pana- 
cea, but  one  which  is  eminently  worthwhile 
for  medical,  social,  and  humanitarian  rea- 
sons. It  is  a step  from  the  moralistic-puni- 
tive view  to  the  medical-therapeutic  view 
of  drug  addiction. 


of  Precocious  Puberty 

will  be  returned  to  the  care  of  the  referring 
physician  who  will  receive  a summary  of 
findings  with  recommendations  for  further 
therapy. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these 
studies  may  write  or  telephone:  Howard 
Kulin,  M.D.,  or  Griff  T.  Ross,  M.D.,  Clini- 
cal Center,  Room  10-B-09,  National  Insti- 
tutes of  Health,  Bethesda,  Maryland  20014. 
Telephone:  301-496-4686. 
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Cancer  Trends . . . . 


American  Cancer  Society  Cancer 

Prevention  Study  Reactivated 

A six-year  nationwide  epidemiological 
study  undertaken  by  the  American  Cancer 
Society  from  1959-65,  which  provided  an 
enormous  fund  of  health  data,  is  being  reac- 
tivated this  fall  in  2 5 states,  including 
Virginia. 

The  original  purpose  of  the  Cancer  Pre- 
vention Study  was  to  obtain  leads  on  en- 
vironmental factors  associated  with  the  oc- 
currence of  cancer.  This  remains  the  pur- 
pose of  the  reactivated  study  in  1971. 

The  original  study,  which  continues  un- 
der the  direction  of  Dr.  E.  Cuyler  Ham- 
mond, ACS  Vice  President  for  Epidemiology 
and  Statistics,  was  conducted  with  the 
assistance  of  68,000  volunteers.  These  vol- 
unteers enrolled  more  than  one  million  men 
and  women  subjects  who  were  then  followed 
for  an  initial  six-year  period.  During  this 
period  75,847  of  the  subjects  died  (16,947 
of  cancer),  and  statisticians  predict  that 
even  more  than  that  number  have  died  dur- 
ing the  following  six  years. 

One  reason  for  the  revival  of  the  study 
is  that  some  forms  of  cancer  do  not  become 
manifest  until  many  years  after  initial  ex- 
posure to  the  causative  agent.  For  example, 
inhalation  of  asbestos  dust  can  lead  to  a type 
of  cancer  which  seldom  appears  until 
twenty  years  or  longer  following  first  ex- 
posure to  the  dust.  Because  of  such  rela- 
tionships, continued  observation  of  people 
over  a long  period  of  time  greatly  increases 
the  chances  of  discovering  various  causes 
of  cancer. 

Beg  nning  in  October,  1971,  ACS  volun- 

Jessee,  Robert  W.,  M.D.,  Professor,  Department 
of  Preventive  Medicine,  Medical  College  of  Virginia; 
Chairman,  Cancer  Prevention  Study,  American  Can- 
cer Society,  Virginia  Division. 

Sponsored  by  the  American  Cancer  Society,  Vir- 
ginia Division,  Incorporated. 
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teers  will  try  to  trace  persons  in  the  original 
study  group  who  were  still  living  at  the 
time  the  study  was  concluded  in  1965.  In 
Virginia  over  2,600  volunteers  will  be 
searching  for  approximately  36,000  men 
and  women.  This  phase  of  the  study  will 
involve  verifying  whether  the  individuals 
are  alive  or  dead.  Causes  of  death  will  be 
ascertained,  as  before,  from  death  certifi- 
cates and  physicians  will  be  requested  to 
provide  more  detailed  information  on 
deaths  due  to  cancer.  If  this  initial  tracing 
is  successful,  the  surviving  subjects  will  be 
requested  to  answer  a brief  questionnaire 
in  1972  and  the  Society  will  follow  them  for 
five  additional  years. 

The  data  collected  will  permit: 

— Analysis  of  factors  related  to  less  com- 
mon sites  of  cancer. 

— Analysis  of  effect  of  changes  in  cig- 
arette smoking  on  death  rates.  Since  the 
early  195  0s  there  has  been  a steady  trend  to- 
ward smoking  filter-tipped  cigarettes  and 
for  manufacturers  to  reduce  the  amount  of 
tar  and  nicotine  in  all  cigarettes.  The  new 
data  furnished  by  the  1971  follow-up  of  the 
Cancer  Prevention  Study  will  show  what 
statistical  effect,  if  any,  such  changes  have 
had  on  lung  cancer  and  other  cancers,  and 
on  mortality  and  morbidity  from  other 
diseases. 

— Analysis  of  possible  cancer-related 
long-term  effects  on  early  poliomyelitis  vac- 
cine. It  is  known  that  certain  early  polio- 
myelitis vaccines  were  contaminated  with  a 
virus  which  has  caused  experimental  tumors 
in  animals.  Determining,  from  a question 
asked  in  1961,  as  to  how  many  of  the  sub- 
jects in  the  study  had  injections  of  this  con- 
taminated vaccine,  the  new  study  will  be 
able  to  detect  any  unexpected  differences  in 
their  death  rates. 
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lese  are  only  a few  examples  of  results 

pected  from  the  new  studies. 

The  original  Cancer  Prevention  Study 
provided  ACS  statisticians  with  an  enormous 
amount  of  never-before  collected  health  in- 
formation, now  stored  in  readily  accessible 
form  on  computer  tapes. 

The  depository  of  facts  already  has  pro- 
vided raw  material  for  more  than  twenty- 
five  key  scientific  studies  on  the  relationship 
of  environment  and  health  and  will  provide 
many  more.  It  also  serves  as  a measure 
against  which  other  studies  can  be  tested: 

450.000. 000  pieces  of  information  on  over 

1.000. 000  people  covering  a six-year  period 
offers  a more  solid  basis  of  making  health 
judgments  which  would  not  be  valid  in  a 
small  number  of  people  or  during  a shorter 
time  period. 

Following  are  highlights  of  some  of  the 
information  already  learned: 

Smoking  and  Health 

The  study  furnished  new  and  important 
information  on  the  fact  that  cigarette 
smoking  is  associated  with  a number  of  dis- 
eases and  decreased  life  expectancy. 

It  was  the  first  large-scale  study  to  show 
that,  in  women,  death  rates  increase  with 
the  amount  of  cigarettes  smoked;  and  that 
women  who  smoke  heavily  have  a lung  can- 
cer death  rate  nearly  four  times  as  great  as 
those  who  never  smoked. 

It  provided  data  to  estimate  life  expect- 
ancy lost  in  relation  to  the  amount  of  cig- 
arettes smoked.  Men  who  smoke  two  or  more 
packs  a day  live,  on  the  average,  8.3  fewer 
years  than  their  nonsmoking  contem- 
poraries. 

It  confirmed  very  strongly  the  relation- 
ship of  cigarette  smoking  to  lung  cancer 
and  reported  that  the  lung  cancer  death  rate 
of  heavy  (two  packs  a day)  smokers  is 
more  than  twenty  times  (2,000  percent) 
that  of  nonsmokers. 

It  also  provided  new  data  to  show  the 
relationship  of  cigarette  smoking  wtih  can- 


cers of  the  mouth,  larynx,  pancreas  and 
bladder. 

It  showed  that  death  rates  are  directly 
related  to  the  amount  of  cigarette  smoking, 
the  degree  of  inhalation,  and  the  age  at 
which  the  smoker  started.  For  example,  the 
death  rate  of  heavy  smokers  from  all  causes 
is  more  than  twice  that  of  nonsmokers;  it 
is  higher  for  those  who  started  smoking 
before  age  twenty  than  for  those  who 
started  later;  it  is  higher  for  those  who 
inhale  deeply  than  for  those  who  don’t 
inhale. 

Lung  Cancer  and  Air  Pollution 

The  study  found  that  general  air  pollu- 
tion had  little  effect  on  lung  cancer  death 
rates  in  the  study  population.  ACS  statis- 
ticians divided  the  442,000  men  in  the  study 
into  groups  according  to  place  of  residence 
(large  city,  small  city,  etc.)  and  occupa- 
tional exposure  to  dust,  fumes,  vapors,  gases 
or  x-rays.  The  results  showed  that  the 
place  of  residence  had  no  effect  on  the  rate 
of  lung  cancer.  It  was  nearly  the  same  in 
polluted  cities  as  in  rural  areas.  However, 
the  risk  of  lung  cancer  was  greater  among 
men  in  certain  exposed  trades. 

Cervical  Cancer  Risk  Factors 

The  study  showed  that  death  rates  from 
cancer  of  the  cervix  are: 

Higher  in  women  with  little  education 
than  in  women  with  college  education.  This 
has  helped  direct  ACS  lifesaving  education 
efforts  toward  poorly  educated  people. 

Higher  among  women  who  become  preg- 
nant before  age  twenty  than  in  those  who 
first  become  pregnant  later  in  life.  Thus, 
early  detection  methods  can  be  directed  to 
this  high-risk  group.  It  also  showed  that 
the  number  of  pregnancies  did  not  affect 
the  risk  of  cancer  of  the  cervix;  it  was  about 
the  same  in  women  with  few  pregnancies  as 
in  women  who  had  many. 

Lung  Cancer  and  Tuberculosis 

For  many  years,  there  has  been  a belief 
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that  tuberculosis  and  lung  cancer  were 
somehow  related;  that  one  might  follow  the 
other  or  that  there  might  be  a common 
predisposition  to  both  these  diseases.  Thor- 
ough analysis  of  the  large  number  of  cases 
of  lung  cancer  made  available  through  the 
Cancer  Prevention  Study  questions  this  be- 
lief. There  is  no  apparent  connection  be- 
tween tuberculosis  and  lung  cancer,  either 
sequentially  or  via  a mutual  predisposition. 

Risk  Factors  and  Other  Death  Causes 

The  study  confirmed  previous  findings 
that  death  rates  from  coronary  heart  disease 
and  other  arterial  diseases  are: 

Higher  in  people  with  a history  of  hy- 
pertension and  diabetes. 


Higher  in  cigarette  smokers  than  in  non- 
smokers. 

Higher  in  obese  people  than  in  lighter 
weight  people. 

Higher  in  people  who  take  little  or  no 
exercise  than  in  those  who  do. 

Control  Data  for  Other  Studies 

The  study,  by  its  very  size,  duration  and 
vast  amount  of  data,  provides  statistical  in- 
formation against  which  a great  many  other 
studies  can  be  checked  and  verified.  Thus, 
investigators  have  made  and  are  making  a 
number  of  other  studies  of  exposure  to  spe- 
cific kinds  of  air  pollution,  in  certain  in- 
dustries and  in  certain  industrial  areas, 
using  the  Cancer  Prevention  Study  subjects 
as  "controls”. 


ANTIMICROBIAL  SUSCEPTIBILITY  OF 
COMMON  BACTERIAL  SPECIES— 

( Continued  from  page  6 12) 

100%  of  the  strains  tested  were  susceptible 
to  this  drug. 

The  aerobic  gram-negative  bacillus  group 
shows  excellent  susceptibility  to  gentamicin 
i in  vitro.  This  agent  also  is  active  against 
many  of  the  gram-positive  bacteria.  How- 
ever, gentamicin  activity  against  the  two 
anaerobic  organisms  listed  in  Table  I was 
slight  since  most  strains  of  Bacteroides  and 


Clostridium  perfringens  were  resistant. 

The  Providencia  group  is  included  for  the 
first  time  in  this  study  because  this  organ- 
ism is  being  isolated  more  frequently  from 
patients  with  severe  infections.  It  is  inter- 
esting to  note  that  the  antibiotic  pattern 
of  this  group  is  similar  to  that  of  resistant 
Proteus  species. 

Division  of  Clinical  Pathology 
Medical  College  of  Virginia 
Health  Sciences  Division  of 
Virginia  Commonwealth  University 
Richmond , Virginia 
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ledicare  (Part  B) ... . 


The  three  Virginia  Medicare  offices  have 
now  been  consolidated  into  a single  office 
located  in  Richmond.  The  employment  of 
new  personnel  and  necessary  training  con- 
tinues. At  the  same  time  Virginia  Medicare 
is  preparing  to  change  its  claims  processing 
methods  to  a new  system  recommended  by 
the  Social  Security  Administration. 

A backlog  of  pending  claims  is  building 
and  will  continue  until  all  items  are  system- 
ized  and  tested.  Travelers  requests  your 
patience  and  is  exerting  every  effort  to 
overcome  these  problems  as  soon  as  possible. 

As  you  come  in  contact  with  beneficiaries, 
it  will  be  appreciated  if  you  will  reassure 
them  of  our  efforts  in  their  behalf. 

Medicare  Part  B Reimbursement  of 

Covered  Injections  on  a Reasonable 
Charge  Basis 

Social  Security  Administration  regula- 
tions concerning  injections  now  provide  that 
reimbursement  may  not  exceed: 

1.  A flat  $2.00  amount  for  the  service 
of  the  physician  (or  usually  his  office 
nurse)  in  providing  the  injection;  plus 

2.  An  amount  covering  the  current  cost 
of  the  most  frequently  administered 
dosage  of  the  drug,  as  reflected  in 
sources  such  as  Drug  Topics  Red  Book 
or  the  Blue  Book,  and  the  cost  of, 
e.g.,  disposable  syringes. 

Existing  Part  B Intermediary  Manual  in- 
structions; of  course,  continue  to  apply.  For 
example,  where  a physician  administers  an 


CURTIS  J.  KELLY,  J.D. 

injection  during  an  office  visit  and  the  pre- 
vailing practice  is  not  to  make  a separate  or 
increased  charge  for  injections  in  such  situ- 
ations but  to  charge  only  the  regular  office 
visit  fee,  reimbursement  should  not  include 
an  additional  allowance  for  the  injection. 
Similarly,  where  an  individual  physician  has 
not  customarily  made  separate  charges  for 
injections  in  addition  to  his  office  visit  fee, 
then  reimbursement  should  not  include  an 
additional  allowance  for  an  injection.  In  ad- 
dition, where  the  carrier  knows  that  the  sole 
purpose  of,  e.g.,  an  "office  visit”  was  for  the 
patient  to  receive  an  injection,  reimburse- 
ment may  be  made  only  for  the  injection 
(if  it  is  covered).  Allowance  of  a separate 
additional  charge  for  an  "office  visit”  would 
not  be  warranted,  where  the  services  ren- 
dered did  not  really  constitute  a regular 
office  visit. 

For  a review  of  coverage  in  the  area  of 
parenteral  medication  your  attention  is  in- 
vited to  the  July  1970  issue  of  the  Virginia 
Medical  Monthly,  page  45  8. 

Special  Notice 

Effective  September  1,  1971,  cytological 
examination  services  of  the  United  Medical 
Lab  (UML) , Portland,  Oregon,  will  not  be 
covered  under  the  Medicare  program  (Title 
XVIII  of  the  Social  Security  Act).  You 
may  wish  to  make  note  of  this,  since  no  pay- 
ments can  be  made  under  Title  XVIII  on 
behalf  of  Medicare  patients  receiving  these 
services  from  this  laboratory  on  or  after  the 
above  date. 
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The  Medical  Society  of  Virginia 


Minutes  of  Council 

A meeting  of  the  Council  of  The  Medical  Society 
of  Virginia  was  held  on  Wednesday,  August  2 5,  at 
Society  headquarters. 

Members  Present:  Dr.  James  M.  Moss,  Dr.  William 
S.  Hotchkiss,  Dr.  William  Grossmann,  Dr.  W.  D. 
Liddle,  Jr.,  Dr.  Harry  J.  Warthen,  Dr.  Thomas  S. 
Edwards,  Dr.  Raymond  S.  Brown,  Dr.  Arthur  A. 
Kirk,  Dr.  William  R.  Hill,  Dr.  James  C.  Respess,  Dr. 
Alvin  E.  Conner,  Dr.  Carl  E.  Stark  and  Dr.  Thomas 
L.  Lucas. 

Others  Present:  Dr.  Harold  I.  Nemuth,  Second 
Vice-President;  Dr.  Anthony  J.  Munoz,  Third  Vice- 
President;  Dr.  William  J.  Hagood,  Jr.,  Vice-Speaker; 
Dr.  W.  Callier  Salley,  Dr.  W.  Linwood  Ball  and  Dr. 
Alexander  McCausland,  AMA  Delegates;  Dr.  M. 
Pinson  Neal,  Assistant  Dean,  Medical  College  of 
Virginia;  and  Dr.  Robert  T.  Manning,  Dean,  Eastern 
Virginia  Medical  School,  Norfolk. 

VAP  Congressional  Luncheon 

The  Virginia  Association  of  Professions  will  hold 
its  first  Congressional  luncheon  in  Washington  on 
Wednesday,  September  15,  and  The  Medical  Society 
of  Virginia  will  be  represented  by  Dr.  Lucas. 

Council  was  advised  that  physician  membership 
in  VAP  is  not  at  all  good  and  that  every  effort  should 
be  made  to  bring  more  members  of  the  Society  into 
this  very  important  Association. 

Exercise  and  the  Heart 


Dr.  Moss  called  attention  to  a special  Symposium 
on  Exercise  and  the  Heart  which  will  be  held  in 
Lancaster,  Pennsylvania,  on  November  8.  The  Sym- 
posium is  jointly  sponsored  by  the  President’s  Coun- 
cil on  Physical  Fitness,  the  American  Medical  Asso- 
ciation, the  Pennsylvania  Medical  Society  and  Penn- 
sylvania Heart  Association. 

I A question  was  raised  as  to  whether  the  Society 
should  send  representatives  to  as  many  AMA  spon- 
sored meetings  as  possible.  It  was  generally  agreed 

I that  the  President  should  use  his  own  good  judgment 
concerning  the  various  Conferences  and  make  his 
decisions  accordingly. 

\ irginia  Council  on  Health  and  Medical  Care 

Dr.  Moss  reported  that  the  Virginia  Council  on 
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Health  and  Medical  Care  is  now  operating  at  a de- 
ficit for  the  year.  The  deficit  will,  in  all  probability, 
reach  $4,000.00  by  the  time  the  books  are  closed. 
He  expressed  the  hope  that  members  of  Council  will 
do  everything  they  can  to  stimulate  contributions 
from  physicians  and  other  interested  citizens  in  their 
areas. 

A suggestion  was  made  that  the  Virginia  Council 
look  into  the  possibility  of  obtaining  assistance 
through  the  United  Givers  Fund.  It  was  generally 
agreed,  however,  that  a self-sustaining  Council  is  by 
far  the  most  effective  and  desirable. 

Dr.  Neal  mentioned  that  the  Virginia  Council  on 
Health  and  Medical  Care  is  celebrating  its  2 5 th  An- 
niversary. He  stated  that  the  organization  is  reluc- 
tant to  seek  Federal  dollars  and  that  an  effort  is  be- 
ing made  to  bring  the  budget  in  line  with  its  finan- 
cial situation.  Dr.  Moss  and  Dr.  Grossmann  were 
thanked  for  their  efforts  to  bring  additional  physi- 
cians into  the  organization. 

Dr.  Stark  expressed  the  opinion  that  Council 
should  join  in  the  campaign  to  obtain  additional 
members.  He  then  moved  that  a letter  be  directed 
to  all  members  of  the  Society  urging  membership  in 
the  Virginia  Council  on  Health  and  Medical  Care. 
The  motion  was  seconded  and  carried. 

Rules  of  Procedure 

Dr.  Edwards  called  attention  to  the  fact  that 
Council  is  responsible  for  recommending  to  the  House 
of  Delegates  a set  of  rules  to  be  used  in  the  conduct 
of  its  business.  In  this  connection,  he  expressed  the 
hope  that  the  Rules  could  be  amended  in  such  manner 
as  to  give  primary  motion  status  to  any  speech  or 
expression  made  by  an  officer  of  the  Society  beccre 
the  House.  This  would  make  it  possible  for  such 
remarks  to  be  referred  to  an  appropriate  Reference 
Committee.  It  was  brought  out  that  this  is  done  by 
AMA  and  many  other  organizations.  A motion  to 
amend  the  Rules  in  keeping  with  Dr.  Edwards’  sug- 
gestion was  seconded  and  adopted. 

Dr.  Edwards  then  raised  a question  concerning  the 
size  and  make-up  of  the  three  Reference  Committees. 
It  was  his  opinion  that  Reference  Committee  mem- 
bers should  somehow  be  elected  or  appointed  far 
enough  ahead  of  time  to  permit  them  to  become 
familiar  with  Reference  Committee  procedure  and 
knowledgeable  concerning  those  matters  to  be  con- 
sidered. 
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Hotchkiss  then  moved  that  each  District  be 
sted  to  hold  a meeting  of  its  delegates  prior  to 
Annual  Meeting  and  determine  at  that  time  who 
will  represent  the  District  on  a Reference  Commit- 
tee. The  motion  was  seconded.  There  was  general 
agreement  that  such  District  meetings  should  be  held 
at  least  two  weeks  before  the  Annual  Meeting. 

Following  considerable  discussion,  a substitute  mo- 
tion was  offered  by  Dr.  Edwards  which  would  refer 
the  matter  to  the  Committee  Studying  the  Future 
Mission  of  the  Society.  The  motion  teas  seconded  and 
adopted. 

The  question  of  “one  man — one  vote”  was  dis- 
cussed at  some  length  and  it  was  learned  that  the 
Committee  Studying  the  Future  Mission  of  the  So- 
ciety had  spent  a great  deal  of  time  on  this  very 
subject.  It  was  suggested  that  the  Committee  be 
advised  of  Council’s  interest  in  the  question. 

Council  took  note  of  the  problems  which  must 
be  faced  during  the  Annual  Meeting  because  of  the 
new  Congressional  Districts.  In  order  to  establish 
some  definite  policy,  Dr.  Liddle  moved  that  present 
members  of  Council  remain  in  office  through  the 
entire  meeting.  The  motion  was  seconded. 

There  was  considerable  discussion  concerning  the 
District  caucus  and  it  was  recommended  that  the 
present  (old)  Districts  be  adhered  to  for  all  business 
other  than  the  selection  of  nominees  for  Council.  A 
caucus  by  new  Districts  was  suggested  for  this 
purpose. 

After  directing  that  the  Judicial  Committee  be 
advised  of  Council’s  thinking  on  the  matter,  the 
motion  by  Dr.  Liddle  teas  adopted. 

Council  was  advised  that  at  least  one  component 
society  would  prefer  to  remain  in  its  present  District 
rather  than  its  new  District  (where  Society  business 
is  concerned).  It  was  agreed  that  this  was  not  pos- 
sible under  Society  By-Laws. 

Due9  Exemption 

Consideration  was  given  a request  that  the  By- 
Laws  be  amended  in  such  manner  as  to  exempt  from 
further  payment  of  dues  those  physicians  who  have 
held  membership  for  30  years.  The  thinking  behind 
the  proposal  was  that  physicians  acquire  additional 
expenses  as  the  years  go  by  and,  consequently,  reach 
a point  in  life  where  they  deserve  some  relief. 

It  was  brought  out  that,  at  the  present  time,  the 
By-Laws  provide  that  any  member  over  70  years  of 
age  may,  upon  his  request,  be  exempted  from  further 
payment  of  dues.  He  must,  however,  have  been  a 
member  in  good  standing  for  the  previous  ten  years. 


It  was  the  consensus  that  present  policy  is  reason- 
able and  that  the  By-Laws  should  remain  unchanged. 

Hospital  Accreditation 

It  was  noted  that  the  W.  K.  Kellogg  Foundation 
has  made  funds  available  for  explanatory  workshops 
on  the  new  standards  accreditation  for  hospitals. 
AMA  has  urged  the  Society  to  seriously  consider 
sponsoring  such  a workshop  in  conjunction  with  the 
Virginia  Hospital  Association.  Dr.  Moss  stated  that 
Dr.  Richard  Palmer,  a member  of  the  Joint  Commis- 
sion on  the  Accreditation  of  Hospitals,  believes  that 
such  workshops  are  quite  valuable  and  should  be 
sponsored  if  at  all  possible. 

It  was  then  learned  that  the  Virginia  Hospital 
Association  already  has  a Conference  on  the  subject 
scheduled  for  September  29-October  1 in  Williams- 
burg. It  was  agreed  that  all  local  hospitals  should  be 
represented.  The  hope  was  also  expressed  that  the 
medical  profession  would  likewise  be  well  represented. 

Podiatry 

Dr.  Nemuth  presented  a short  report  on  the  ac- 
tivities of  his  Committee  during  the  year.  He  indi- 
cated that  podiatrists  are  generally  pleased  with  the 
Society’s  interest  in  their  problems — particularly 
where  consultation  privileges  in  hospitals  are  con- 
cerned. He  noted  that  Council,  in  its  previous  meet- 
ing, had  recommended  that  hospital  staffs  give  serious 
consideration  to  the  granting  of  such  privileges.  It 
was  also  noted  that  such  privileges  would  in  no  way 
affect  present  admission  policies.  The  report  was 
accepted. 

Aging 

Dr.  Nemuth  reported  that  the  special  Committee 
on  Aging  had  held  a formal  meeting  for  the  purpose 
of  determining  just  what  role  the  Society  should 
play  in  the  upcoming  White  House  Conference  on 
Aging.  It  was  the  feeling  of  the  Committee  that 
the  Conference  will  undoubtedly  prove  to  be  one 
of  the  forerunners  of  National  Health  Insurance. 
The  thought  was  also  expressed  that  Medicare,  as 
presently  set  up,  is  not  fulfilling  the  purpose  for 
which  it  was  intended. 

Included  in  its  report  was  a recommendation  that 
the  Society,  with  the  cooperation  of  the  State  Depart- 
ment of  Health,  initiate  a geriatric  training  program. 

A motion  was  then  introduced  which  would  have 
the  Committee’s  report  referred  to  the  Committee  on 
Medical  Education  and  also  the  Virginia  Regional 
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Medical  Program.  The  motion  teas  seconded  and 
adopted. 

The  report  will  be  published  in  its  entirety  in  the 
Virginia  Medical  Monthly  and  will  also  be  consid- 
ered by  the  House  of  Delegates  in  October. 

National  Health  Service  Corps 

A National  Health  Service  Corps  has  recently  been 
established  pursuant  to  Public  Law  91-623.  It  is 
now  possible  for  commissioned  officers  and  Civil 
Service  personnel  of  the  U.  S.  Public  Health  Service 
to  be  assigned  to  areas  of  the  Nation  where  health 
services  are  inadequate  because  of  critical  shortages 
of  health  personnel.  The  new  law  requires  certifica- 
tion by  local  and  state  medical  societies  that  there 
does  exist  a critical  shortage  of  health  manpower 
in  the  community  which  applies  for  assistance.  Coun- 
cil was  requested  for  its  thoughts  on  how  best  to 
determine  and  confirm  a valid  need. 

It  was  brought  out  that  the  State  Department  of 
Health  already  has  the  necessary  guidelines  for  de- 
termining whether  a particular  area  does,  in  fact, 
have  a critical  shortage  of  health  manpower.  The 
though  was  expressed  that  the  Society  would  do  well 
to  consult  with  the  Department  of  Health  and  en- 
dorse its  findings  for  purposes  of  certification. 

A question  was  raised  as  to  whether  Public  Law 
91-623  has  been  funded.  There  appears  little  likeli- 
hood at  this  time  that  the  new  program  will  be  very 
active. 

Good  Samaritan 

Physicians  in  the  Virginia  Beach  area  have  called 
the  Society’s  attention  to  a program  which  involves 
rescue  squads  in  the  management  of  cardiac  arrests 
outside  the  hospital.  Future  plans  call  for  the  use 
of  telemetry  in  obtaining  a patient’s  electrocardio- 
gram from  the  accident  scene.  The  purpose  is  to 
permit  the  diagnosis  of  certain  types  of  irregularity 
of  the  heartbeat  which  would  indicate  the  need  for 
defibrillation  by  rescue  squad  personnel  or  the  use 
of  certain  drugs  intravenously.  This  has  raised  a 
question  as  to  whether  it  might  be  necessary  to  amend 
Virginia’s  Good  Samaritan  Law  in  such  manner  as  to 
permit  rescue  squad  personnel  to  proceed  without 
fear  of  suit. 

It  was  brought  out  that  the  present  law  specifically 
states  that  "Any  person  who,  in  good  faith,  renders 
emergency  care  or  assistance,  without  compensation, 
to  any  injured  person  at  the  scene  of  an  accident  or 
fire,  or  en  route  therefrom  to  any  hospital,  medical 


clinic  or  doctor’s  office,  shall  not  be  liable  for  any 
civil  damages  for  acts  or  omissions  resulting  from 
the  rendering  of  such  care  or  assistance.” 

Dr.  Stark  called  attention  to  the  existence  of  an 
Advisory  Committee  to  the  Governor  and  expressed 
the  feeling  that  any  proposed  amendments  to  the 
current  statute  might  well  be  handled  by  that  body. 
It  was  also  brought  out  that  a number  of  groups 
are  attempting  to  determine  how  best  to  handle 
emergencies  of  this  kind  and  that  the  Society  should 
resist  any  impulse  to  move  hastily. 

AMA  Conference 

The  American  Medical  Association  has  requested 
the  Society  to  serve  as  a co-sponsor  of  a Regional 
Conference  on  "Relationships  Between  State  Medical 
Associations  and  Voluntary  Health  Agencies”.  The 
Conference  will  be  held  in  Atlanta  on  April  9,  19?2. 

After  Dr.  Moss  expressed  the  hope  that  The  Med- 
ical Society  of  Virginia  would  be  represented  at  the 
Conference,  a motion  was  offered  authorizing  the 
Society  to  serve  as  a co-sponsor.  The  motion  was  sec- 
onded and  carried. 

AMA  Committees 

Attention  was  called  to  the  fact  that  few  Virginia 
physicians  have  ever  been  appointed  to  the  various 
AMA  Committees  and  Councils.  Dr.  Moss  reported 
that  this  year  the  Society  has  sent  four  nominations 
to  the  AMA  Board  of  Trustees  and,  from  this  point 
on,  will  seek  greater  representation  at  the  national 
committee  level. 

A suggestion  was  made  that  the  staff  set  about 
to  develop  a file  of  detailed  biographical  information 
on  potential  candidates  for  AMA  Committees. 

Defective  Delinquents 

The  Committee  on  Mental  Health  has  recom- 
mended that  Council  seriously  consider  seeking  the 
enactment  of  legislation  similar  to  Maryland’s  so- 
called  “defective  delinquent”  statute.  The  primary 
purpose  of  this  legislation  is  to  protect  society  from 
that  segment  of  the  criminal  population  which  would 
very  likely  commit  crimes  once  again  if  released  upon 
the  expiration  of  a fixed  sentence.  The  Maryland 
statute  makes  it  possible  to  detain  such  individuals 
and  provide  special  treatment  until  an  apparent  cure 
has  been  obtained. 

Dr.  Moss  pointed  out  that  a recent  study  indicated 
that  85%  of  first  offenders,  released  at  the  expira- 
tion of  a fixed  sentence,  were  back  in  prison  within 
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epidemic  that's  striking  home... 

gonorrhea 

There  were  almost  14,000  reported  cases  of  gonorrhea 

in  the  Old  Dominion  State  last  year... 

almost  40  percent  of  them  in  Norfolk  and  Richmond  alone 


or 


UPJOH 


NTA 


YDRA 


single-dose  treatment  for 
intramuscular  use  only 


a chemically  distinct  antibiotic  indicated  specifically 
for  treatment  of  acute  gonorrhea: 

in  the  male-acute  urethritis  and  proctitis 
in  the  female-acute  cervicitis  and  proctitis 
when  due  to  susceptible  strains  of  N.  gonorrhoeae 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis 
and  cure  are  defined  on  page  3 of  advertisement). 

Assurance  of  a single-dose,  physician-controlled 
treatment  schedule 

No  allergic  reactions  occurred  in  patients  with 
an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin 
antibody  studies  were  not  performed 

Active  against  most  strains  of 

Neisseria  gonorrhoeae  in  vitro  (M.I.C.  7.5-20  mcg/ml) 

A single  two- gram  injection  produces  peak  serum 
concentrations  averaging  about  100  mcg/ml  in 
one  hour  (average  serum  concentrations  of  15  mcg/ml 


present  8 hours  after  dosing). 


‘Data  compiled  from  reports  of  14  investigators 


NOTE:  Antibiotics  used  in  high  doses  for  short  periods  of  time 
to  treat  gonorrhea  may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Since  the  treatment  of  syphilis  demands  prolonged 
therapy  with  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated 
in  the  treatment  of  syphilis,  patients  being  treated  for  gonorrhea 
should  be  closely  observed  clinically.  Monthly  serological  follow-up 
for  at  least  3 months  should  be  instituted  if  the  diagnosis  of 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously 
found  hypersensitive  to  it. 

For  full  prescribing  information,  including  contraindications,  warnings 
and  precautions,  please  see  last  page  of  this  advertisement. 
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jbicin  and  the  gonorrhea  challeng 


An  accelerating  epidemic— 
a decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica- 
ble disease  in  the  nation.  The  estimated  number  of  new  cases 
of  gonorrhea  in  the  United  States  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeae  increasingly  resistant  to  penicillin  and  other 
antibiotics  are  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  a few  years  ago  now 
result  in  a significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeae 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  a non- 
penicillin, intramuscular  antibiotic  for  acute  gonorrhea  in 
the  male  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a single  intramuscular  injection 
—and  it  shou  Id  not  demonstrate  cross-  resistance  with  penici  1 1 i n 
Trobicin— a new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 
Trobicin  is  indicated  in  the  treatment  or  acute  gonorrheal 
urethritis  and  proctitis  in  the  male  and  acute  gonorrheal  cer- 
vicitis and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeae. 

High  cure  rates: 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  with 
alleged  history  of  penicillin  hypersensitivity  wl 
treated  with  Trobicin,  although  penicillin  antibn 
studies  were  not  performed. 

Chemically  distinct 

Trobicin  is  structurally  not  related  to  any  other  antib  j 
commonly  used  to  treat  gonorrhea. 

The  assurance  of  a single-dose, 
physician-controlled  treatment  schedule 

Intramuscular  injections  should  be  made  deep  into  the  u 
outer  quadrant  of  the  gluteal  muscle. 

Adult  male:  Single  2 gram  dose  I.M.  in  acute  gonorr 
urethritis.  Single  4 gram  dose  I.M.  (should  be  divided  bet\ 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  ar 
patients  being  re-treated  after  failure  of  previous  antit 
therapy.  In  geographic  areas  where  antibiotic  resistan 
known  to  be  prevalent,  initial  treatment  with  4 grams  i , 
muscularly  is  preferred. 

Adult  female:  Single 4 gram  dose  I.M.  (should  be  divideoi 
tween  two  gluteal  injection  sites)  in  acute  gonorrheal  t 
vicitis  and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  no 
safety  for  use  in  infants  and  children. 


Clinical  Results  with  Single-Dose  Treatment,  lntramuscularly*(Data  compiled  from  reports  of  14  investigators**) 


Dosage 

Number  of  Patients 

Number  Cured 

Percent  Cur  j 

Adult  Males:  Gonorrheal  urethritis 

2 grams 

475 

457 

96%  » 

4 grams 

96 

93 

97%  , 

Adult  Females:  Gonorrheal  cervicitis 

4 grams 

294 

280 

95%  J 

— 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon- 
orrhoeae on  Thayer-Martin  medium  in  all  patients.  Criteria 
for  cure:  negative  culture  after  at  least  2 days  post-treatment 
in  males  and  at  least  7 days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi- 
dence of  treatment  failure  even  though  the  follow-up  period 
might  have  been  less  than  the  periods  cited  above  under 
"criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely 
Such  cases  were  judged  to  be  reinfections  rather  than  re- 
lapses or  failures.  These  cases  were  regarded  as  non-evalu- 
atable  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  si  e- 
dose  clinical  trials:  soreness  at  the  injection  site,  urtidjh 
dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  nc  I 
human  volunteers,  the  following  were  noted:  a decree  I 
hemoglobin,  hematocrit  and  creatinine  clearance,-  ele'.'f'njs 
of  alkaline  phosphatase,  BUN  and  SGPT.  In  single  andif 
tiple-dose  studies  in  normal  volunteers,  a reduction  in 
output  was  noted.  Extensive  renal  function  studies  de  fr 
strated  no  consistent  changes  indicative  of  renal  toxicity  ji 

*4-gram  doses  were  injected  in  two  gluteal  sites. 
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ft: 


a chemically  distinct  antibiotic  indicated 
specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  of  N.  gonorrhoeae 


new 


Irobkin 

STERILE  SPECTINOMYCIN  DIHYDROCHLORIDE 
PENTAHYDRATE.  UPJOHN 

single-dose  treatment  for  intramuscular  use  only 


ileTrobicin® 

^ctinomycin  dihydrochloride  penta- 
ate)— For  Intramuscular  injection: 

! c i vials  containing  5 ml  when  reconsti- 
Jtf  I with  diluent.  4 gm  vials  containing 
0 il  when  reconstituted  with  diluent. 

\n 


iminocyclitol  antibiotic  active  in  vitro 
nst  most  strains  of  Neisseria  gonor- 
ae  (MIC  7.5  to  20  mcg/ml).  Defini- 
n vitro  studies  have  shown  no  cross 
es'ance  of  N.  gonorrhoeae  between 
rocin  and  penicillin. 

rucations:  Acute  gonorrheal  urethri- 
is  jnd  proctitis  in  the  male  and  acute 
johrrheal  cervicitis  and  proctitis  in  the 
emle  when  due  to  susceptible  strains 
gonorrhoeae. 

-otraindications:  Contraindicated 


K) 


in 


nts  previously  found  hypersensitive 
Djiobicin.  Not  indicated  for  the  treat- 
ne  of  syphilis. 

Afcriings:  Antibiotics  used  to  treat  gon- 
;a  may  mask  or  delay  the  symp- 
of  incubating  syphilis.  Patients 
Id  be  carefully  examined  and 
hly  serological  follow-up  for  at  least 
nths  should  be  instituted  if  the  diag- 
os  of  syphilis  is  suspected. 

•djy  for  use  in  infants,  children  and 
Teh  ant  women  has  not  been  estab- 


sh 


Precautions:  The  usual  precautions 
should  be  observed  with  atopic  individ- 
uals. Clinical  effectiveness  should  be 
monitored  to  detect  evidence  of  devel- 
opment of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re- 
actions were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injec- 
tion site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  toler- 
ance studies  in  normal  human  volun- 
teers, the  following  were  noted:  a de- 
crease in  hemoglobin,  hematocrit  and 
creatinine  clearance;  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In 
single  and  multiple-dose  studies  in  nor- 
mal volunteers,  a reduction  "in  urine  out- 
put was  noted.  Extensive  renal  function 
studies  demonstrated  no  consistent 
changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep 
at  25° C and  use  within  24  hours  after 
reconstitution  with  diluent. 

Male—  single  2 gram  dose  (5  ml)  intra- 
muscularly. Patients  with  gonorrheal 
proctitis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther- 
apy should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  re- 


sistance is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramus- 
cularly is  preferred. 

Female  — single  4 gram  dose  (10  ml)  in- 
tramuscularly. 

How  supplied:  Vials,  2 and  4 grams 
— with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
w/v.  Reconstitution  yields  5 and  10  ml 
respectively  with  a concentration  of  spec- 
tinomycin  dihydrochloride  pentahydrate 
equivalent  to  400  mg  spectinomycin  per 
ml.  For  intramuscular  use  only. 

Susceptibility  Powder  — for  testing  in 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab- 
sorbed after  intramuscular  injection.  A 
two-gram  injection  produces  peak  serum 
concentrations  averaging  about  1 00 
mcg/ml  at  one  hour  with  15  mcg/ml  at 
8 hours.  A four-gram  injection  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8 hours. 

For  additional  product  information,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  med  b-i  silwbi 
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- ears.  Since  the  Maryland  program  has  been 
.ect,  only  30%  of  these  first  offenders  have  re- 

rned.  It  was  his  opinion  that  the  program  has  much 
to  recommend  it. 

Dr.  Moss  then  moved  that  Council  recommend 
to  the  Legislative  Committee  that  it  seek  the  enact- 
ment of  legislation  similar  to  the  Maryland  "defective 
delinquent”  statute.  The  motion  teas  seconded  and 
adopted. 

Insurance  Companies  and  Mental  Health 

The  Committee  on  Mental  Health  has  recom- 
mended that  the  Society  seek  enactment  of  legislation 
which  will  require  health  insurance  carriers  doing 
business  in  Virginia  to  provide  coverage  for  psychia- 
tric services.  The  Committee  stated,  however,  that 
should  such  legislation  not  prove  feasible,  the  So- 
ciety might  wish  to  seek  a requirement  that  policies 
not  covering  mental  illness  must  state  such  fact  in 
bold  type. 

Dr.  Moss  then  moved  that  the  Committee’s  rec- 
ommendation be  approved  and  referred  to  the  Leg- 
islative Committee.  The  motion  was  seconded. 

There  was  some  reluctance  to  require  carriers  to 
include  psychiatric  services  since  it  was  felt  that 
the  Society  did  not  have  the  right  to  dictate  just 
what  coverage  an  insurance  company  could  or  should 
write.  Consequently,  a substitute  motion  was  of- 
fered by  Dr.  Edwards  which  would  refer  the  matter 
to  the  Insurance  Committee  with  a recommendation 
that  it  do  everything  possible  to  require  policies  not 
covering  mental  illness  to  so  state  in  bold  type.  The 
substitute  motion  was  seconded  and  adopted. 

Some  discontent  was  voiced  with  reference  to 
numerous  sub-par  health  insurance  policies  which, 
more  often  than  not,  are  sold  to  those  who  need 
every  bit  of  coverage  they  can  obtain.  These  poli- 
cies are  often  misleading  and  actually  serve  to  put 
the  physician  in  a bad  light.  Hope  was  expressed 
that  the  Insurance  Committee  would  once  again  seek 
the  assistance  of  the  State  Insurance  Commission  in 
solving  this  problem  of  long  standing. 

Nursing  Education 

The  Committee  on  Nursing  recommended  that 
the  Society  go  on  record  supporting  Federal  funding 
for  nursing  education.  It  was  learned  that,  at  the 
present  time,  Congress  is  considering  legislation  which 
would  make  available  up  to  $20,000  a year  to  each 
nursing  school  and  the  sum  of  $2,000  to  each  stu- 
dent. The  legislation  is  supported  by  both  the  Vir- 


ginia Nurses’  Association  and  Congressman  Satter- 
field. 

A motion  by  Dr.  Moss  to  support  the  legislation 
iv as  seconded  and  carried. 

Another  recommendation  by  the  Committee  on 
Nursing  would  have  Council  include  the  State  Board 
of  Nursing  in  its  statement  of  opposition  to  having 
the  Board  of  Medical  Examiners  placed  under  the 
supervision  of  the  Department  of  Professional  and 
Occupational  Registration.  A motion  to  approve  the 
Committee's  recommendation  was  seconded  and 
adopted. 

Housestaff  Members 

The  Albemarle  County  Medical  Society  recently 
adopted  a resolution  requesting  The  Medical  Society 
of  Virginia  to  give  special  consideration  to  housestaff 
members  where  membership  dues  are  concerned. 

Although  Council  approved  the  resolution,  it  re- 
scinded its  action  when  it  was  learned  that  physicians 
licensed  less  than  five  years  are  required  to  pay  dues 
of  $2  5.00  rather  than  regular  dues  of  $60.00.  Also, 
interns  and  residents  in  approved  hospitals  are  eligible 
for  courtesy  membership.  This  classification  is  dues 
exempt. 

Continuing  Education 

It  has  been  proposed  that  The  Medical  Society  of 
Virginia  and  Virginia  Regional  Medical  Program 
jointly  sponsor  a Conference  on  Continuing  Educa- 
tion and  other  topics  of  mutual  interest  and  con- 
cern. The  proposed  dates  are  March  3-5,  1972,  and 
the  suggested  location  is  Williamsburg. 

Dr.  Perez  stated  that  details  of  the  proposed  Con- 
ference have  not  yet  been  completed  but  will  be  re- 
layed to  Council  just  as  soon  as  possible.  He  went 
on  to  say  that  the  expense  would  be  borne  by  the 
Regional  Medical  Program. 

Council  was  provided  details  concerning  the  phy- 
sician in  residence  program  planned  and  sponsored 
by  RMP.  Dr.  Perez  indicated  that  Dr.  Caravati  has 
agreed  to  help  get  the  program  started  and  will  con- 
centrate on  hospitals  of  100  beds  or  less  in  four  geo- 
graphical areas.  Another  similar  program  will  be 
sponsored  for  hospitals  in  the  200  bed  category.  Such 
programs  will  provide  the  basis  for  preparing  a three 
year  program  which  hopefully  will  commence  in 
1972. 

Dr.  Hill  then  moved  that  The  Medical  Society  of 
Virginia  cc-sponsor  the  proposed  Conference  on  Con- 
tinuing Education.  The  motion  teas  seconded  and 
adopted. 
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Family  Nurse  Practitioners 

The  Virginia  Regional  Medical  Program  is  extremely 
interested  in  developing  a program  which  would  utilize 
family  nurse  practitioners  in  improving  the  delivery 
of  health  care  in  physician  depleted  areas.  Dr.  Perez 
explained  that  the  idea  is  not  new  and  has  met  with 
unusual  success  in  New  Mexico.  The  program  would 
utilize  nurses  who  have  ties  in  the  areas  concerned  and 
would  feature  a training  course  of  approximately  five 
months  duration.  Once  qualified,  the  nurse  practi- 
tioner would  engage  in  an  uncomplicated  type  of 
general  practice — always  under  the  supervision  of 
a physician.  In  most  instances,  the  supervision  would 
be  by  telephone. 

Dr.  Perez  brought  out  the  fact  that  the  time  has 
come  to  be  realistic  about  the  physician  shortage  and 
realize  that  some  areas  simply  are  not  going  to  obtain 
physicians  any  time  in  the  foreseeable  future. 

Dr.  Hotchkiss  expressed  the  feeling  that  the  pro- 
gram had  a great  deal  to  recommend  it  and  moved 
that  it  be  endorsed  in  principle.  The  motion  was 
seconded. 

During  the  discussion  it  was  brought  out  that  the 
proposal  had  not  been  brought  to  the  attention  of 
component  societies  in  the  areas  most  concerned.  It 
was  agreed  that  local  physicians  should  always  be 
consulted  first. 

Council  was  advised  that  training  programs  for 
nurses  are  not  really  new  and  was  reminded  that 
the  University  of  Virginia  has  had  a pediatric  nurse 
program  for  some  time.  Also,  five  nurse  practition- 
ers are  currently  being  trained  in  adult  care. 

Dr.  Moss  then  moved  to  amend  the  original  motion 
by  making  endorsement  contingent  upon  the  ap- 
proval of  the  local  medical  society  concerned.  The 
amendment  was  seconded  and  carried. 

The  original  motion  was  then  adopted  as  amended. 

Tumor  Registry 

Dr.  Perez  reported  that  the  tumor  registry  con- 
ducted by  the  Regional  Medical  Program  was  devel- 
oping nicely  and  should  soon  produce  some  tangible 
results.  He  indicated  that  the  State  Department  of 
Health  is  cooperating  and  will  assist  with  the  com- 
puter phase. 

Dr.  Perez  went  on  to  report  recent  developments 
with  reference  to  Regional  Medical  programs  and 
expressed  concern  over  attacks  directed  against  RMP. 
It  appears  that  some  in-fighting  has  been  going  on 
within  the  Department  of  HEW  and  the  thought 
was  expressed  that  perhaps  the  Society’s  Committee 
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on  Heart,  Cancer,  Stroke  should  contact  Congress- 
man Satterfield  in  this  regard. 

It  was  then  moved  by  Dr.  Moss  that  the  Society 
reaffirm  its  endorsement  of  Regional  Medical  Pro- 
grams and  convey  its  action  to  Mr.  Satterfield.  The 
motion  was  seconded  and  adopted. 

Cost  of  Hospital  Care 

A special  Commission  looking  into  the  cost  of  hos- 
pital care  is  currently  holding  a series  of  hearings 
over  the  State.  The  Commission  is  headed  by  Senator 
Edward  E.  Willey,  Richmond,  and  was  set  up  by 
the  General  Assembly  for  the  express  purpose  of 
studying  the  overall  Blue  Cross  operation  and  making 
such  recommendations  as  it  believes  advisable.  Dr. 
Levi  Hulley,  representing  Blue  Cross  of  Virginia, 
confirmed  the  fact  that  the  Commission  is  directly 
concerned  with  operating  costs  and  activities  of 
Blue  Cross  and  will  have  its  report  ready  by  December 
1 at  the  latest.  He  indicated  that  three  formal  meet- 
ings had  been  held  by  the  Commission  thus  far  and 
a series  of  public  hearings  were  planned  for  Septem- 
ber and  October. 

Mr.  David  Watts,  also  representing  Blue  Cross  of 
Virginia,  reported  that  medicine  should  be  extremely 
concerned  since  a good  share  of  the  blame  for  increas- 
ing delivery  costs  is  being  directed  at  the  physician. 
He  added  that  the  Commission  has  received  from 
the  Health  Insurance  Council  a recommendation  that 
a Hospital  Rate  Review  Board  be  established  in  the 
State. 

Following  considerable  discussion  it  was  moved 
by  Dr.  Moss  that  The  Medical  Society  of  Virginia 
reaffirm  its  support  of  all  Blue  Cross-Blue  Shield  plans 
operating  in  Virginia  (those  based  in  Richmond,  Roa- 
noke and  the  District  of  Columbia)  and  that  it  stand 
ready  to  cooperate  with  the  study  Commission  in 
every  possible  manner.  The  motion  was  seconded 
and  adopted. 

Annual  Meeting  Program 

Dr.  Moss  expressed  the  opinion  that  the  program 
for  the  1971  Annual  Meeting  is  one  of  the  best  in  the 
history  of  the  Society.  He  called  attention  to  the 
appearance  of  Senator  Phillip  Crane  during  the 
VaMPAC  banquet  and  the  excellent  array  of  guest 
speakers  for  the  Sunday  morning  session  on  socio- 
economics. Council  was  also  advised  that  excellent 
entertainment  is  in  store  for  those  attending. 

It  was  noted  that,  for  the  first  time,  the  Society 
will  sponsor  an  interfaith  prayer  breakfast  on  Sunday 
morning. 

623 


I 


Travel  Program 

.he  1971  travel  program  has  been  unusually  well 
received  and  it  will  soon  be  time  to  consider  plans 
for  1972.  Dr.  Moss  reported  that  a number  of  pro- 
posals have  already  come  in  and  will  be  reviewed  by 
the  Executive  Committee  in  October. 

Although  two  travel  seminars  were  sponsored  this 
year,  it  is  the  Society’s  intention  to  sponsor  but  one 
trip  a year  from  this  point  on.  This  will  cause  less 
confusion  and  permit  more  effective  promotion. 

Television  Spots 

It  was  recalled  that  Council,  in  1970,  gave  its 
approval  to  a proposed  series  of  television  spots  hav- 
ing to  do  with  maternal  health.  The  spots  were  pre- 
pared under  the  direction  of  the  State  Department 
of  Health  and  both  The  Medical  Society  of  Virginia 
and  Old  Dominion  Medical  Society  will  join  the  De- 
partment in  sponsorship.  It  has  now  been  established 
that  the  Society’s  share  of  production  costs  will  be 
$1,000.00. 


A motion  by  Dr.  Moss  to  include  the  S2im  of 
$1,000.00  in  the  1971-72  budget  was  seconded  and 
adopted. 


The  Drinking  Driver 

The  Roanoke  Academy  of  Medicine  has  recently 
adopted  a resolution  calling  for  legislation  which 
would  permit  the  use  of  accurate  and  reliable  breath 
tests  in  the  determination  of  blood  alcohol  levels. 
The  resolution  would  also  make  the  presumptive  level 
of  intoxication  0.10%  of  alcohol  in  the  blood. 

It  was  agreed  that  The  Medical  Society  of  Virginia 
should  support  this  effort  to  control  the  drinking 
driver  and  a motion  to  approve  the  Roanoke  resolu- 
tion was  seconded  and  adopted. 


There  being  no  further  business,  the  meeting  was 
adjourned. 


Robert  I.  Howard,  Secretary 


APPROVED: 

James  M.  Moss,  M.D.,  President 


Five  Different  Retirement  Plans  Now  Available 


The  Medical  Society  of  Virginia  now 
sponsors  a Keogh  Act  Retirement  Plan  for 
self-employed  members,  three  plans  for 
members  who  practice  as  employees  of  pro- 
fessional corporations,  and  a "tax-deferred 
annuity”  plan  for  members  who  are  em- 
ployed by  certain  eligible  nonprofit  institu- 
tions. 

The  Keogh  Act  Plan  for  self-employed 
members  was  amended  within  the  past  year 
to  permit  contributions  to  be  invested  in 
mutual  fund  shares  as  well  as  in  group  fixed 
dollar  and  variable  annuities. 

The  three  retirement  plans  for  profes- 
sional corporations  permit  the  investment  of 
contributions  in  practically  any  manner  in 
which  the  individual  participant  desires. 
Thus,  one  corporate  employee  may  select 
a conservative  investment  while  another 
may  choose  something  more  speculative. 
Professional  investment  counsel  is  available 
to  those  who  desire  this  service. 
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The  tax-deferred  annuity  plan  for  em- 
ployees of  nonprofit  institutions  permits 
investment  of  contributions  in  group  fixed 
dollar  and  variable  annuities. 

All  of  the  plans  have  been  designed  to 
permit  the  utmost  flexibility  while  keeping 
administrative  costs  to  a minimum.  Four 
of  the  five  have  been  approved  by  the  In- 
ternal Revenue  Service  and  approval  of  the 
fifth  is  expected  soon. 

The  insurance  committee  of  the  Society 
and  the  Trustees  of  its  Retirement  Plan 
Trust  have  developed  these  plans  in  cooper- 
ation with  the  administrators,  Suter  Asso- 
ciates Retirement  Planning  Company,  242  5 
Wilson  Boulevard,  Arlington,  Virginia 
22201.  All  are  designed  to  assist  our  mem- 
bers in  establishing  retirement  plans  which 
will  suit  their  personal  needs  while  taking 
advantage  of  the  mass  buying  power  of  the 
entire  membership. 
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Woman  s A uxiliary 


A New  President 

Rebecca  Royal  Hill,  enthusiastic  president 
of  the  Woman’s  Auxiliary  to  The  Medical 
Society  of  Virginia,  is  the  wife  of  Lynch- 
burg surgeon,  David  Bennett  Hill.  She  and 
her  husband,  both  native  North  Carolinians, 
have  lived  in  Virginia  since  1957.  Prior  to 
settling  in  Lynchburg,  they  lived  for  five 
years  in  Richmond  where  Dr.  Hill  served 
his  surgical  residency  at  the  Medical  College 
of  Virginia. 

Becky  Hill  approaches  her  new  task  as 
president  with  the  zest  of  one  accustomed 
to  dedication  to  purposeful  work  and  to  the 
managing  of  a busy  schedule.  She  says,  "The 
focus  this  year  will  continue  on  adult  re- 
sponsibility, the  responsibility  of  each  mem- 
ber for  her  own  and  her  family’s  good 
health,  plus  the  promotion  of  good  health 
for  all  people  in  her  community  through 
her  efforts  and  participation  in  auxiliary 
projects  and  programs.  Also,  we  must  stress 
membership,  our  goal  being  100,000  mem- 
bers by  the  50th  anniversary  convention  in 
1972  for  A.M.A.” 

The  Hills  are  parents  of  three  children. 
Their  older  son,  David,  Jr.,  is  a tenth  grade 


student  at  Christchurch  School,  and  the 
younger  son,  Scott,  is  an  active  eight-year 
old.  Their  daughter  is  charming  eleven-year 
old  Caroline. 

For  the  past  two  years  Becky  has  donated 
her  time  two  mornings  each  week  for  in- 
structions in  sewing  to  young  girls,  in  grades 
five  through  eight,  at  the  Villa  Maria  Acad- 
emy in  Lynchburg.  More  than  well  quali- 
fied for  their  volunteer  work,  she  holds  a 
B.S.  degree  in  home  economics  from  Greens- 
boro College  in  Greensboro,  North  Carolina, 
and  did  graduate  work  at  Wake  Forest  and 
Woman’s  College  of  the  University  of 
North  Carolina.  She  also  has  to  her  credit 
the  experience  of  eight  years  of  teaching 
home  economics  in  North  Carolina  public 
schools.  She  currently  is  serving  her  local 
community  further  as  a board  member  of 
the  Child  Care  Center. 

The  Hills  attend  the  First  Presbyterian 
Church  in  Lynchburg  where  Becky  has  been 
active  both  in  the  Sunday  School  and  in 
the  Women  of  the  Church.  A member  of 
the  Hillside  Garden  Club,  she  has  been  her 
club’s  state  flower  show  chairman  for  the 
past  three  years.  In  her  local  medical  aux- 
iliary she  has  served  as  treasurer  and,  in  1966, 
as  president. 

Becky’s  hobbies  include  needlework,  an- 
tique collecting,  flower  gardening  (especial- 
ly roses)  and  arranging  and  gourmet  cook- 
ing. All  of  these  are  in  evidence  when  the 
popular  Hill  home  is  visited,  whether  it  be 
for  a casual  drop-in,  for  an  elegant  dinner 
party,  or  for  one  of  Dave’s  pit-cooked  bar- 
becues. Despite  busy  and  often  hectic  sched- 
ules, Becky  and  Dave  Hill  seem  to  find  ample 
time  for  warmly  entertaining  old  friends  as 
well  as  newcomers  to  Lynchburg,  fre- 
quently those  in  the  medical  profession. 

As  a family,  the  Hills  may  enjoy  a day  of 
skiing  at  Hot  Springs  in  the  winter,  sailing 
with  friends  in  the  Atlantic  Ocean  in  the 
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er  and  when  time  allows,  a day  on  the 
course.  Fall  will  find  them  frequently 
Winston-Salem,  North  Carolina,  as  avid 
Wake  Forest  University  football  fans. 

Becky’s  reputation  for  "going  the  extra 
mile”  beyond  a job  well  done  is  illustrated 
in  a recent  undertaking  which  astounded 
her  friends.  For  the  past  two  years  she  has 
inspired,  guided  and  prodded  her  eighth 
grade  sewing  students  to  make  their  own 
graduation  gowns,  a project  she  initiated  in 
an  effort  not  only  to  teach  but  also  to  save 
the  girls  a considerable  sum  of  money.  Her 


gargantuan  efforts  have  been  repaid  by  the 
girls’  pride  of  achievement  as  well  as  by  the 
gratitude  of  the  nuns  and  the  parents.  This 
ability  to  inspire  and  to  accomplish  big 
things,  combined  with  a generous  spirit  and 
a fondness  for  individuals  that  spurs  her 
painstakingly  to  monogram  exquisite  guest 
towels  as  Christmas  gifts  for  friends,  makes 
vivacious  Mrs.  David  B.  Hill  a happy  choice 
indeed  for  leading  the  Woman’s  Auxiliary 
to  The  Medical  Society  of  Virginia  into  a 
fresh  and  vigorous  1971-1972. 

Jean  Tandy  Cook 


Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 


Sept. 

Jan. 

Sept. 

Sept. 

Jan.- 

Sept. 

1971 

1971 

1970 

1970 

Brucellosis 

— 

14 

— 

23 

Diphtheria 

— 

— 

— 

1 

Hepatitis 

90 

1,117 

143 

1,032 

Meningitis  (Aseptic) 

_ 24 

74 

87 

130 

Meningococcal  Inf. 

2 

39 

— 

40 

Poliomyelitis 

— 

— 

— 

— 

Rocky  Mt.  Spotted  Feve 

r 5 

28 

9 

55 

Rubella 

3 

204 

33 

714 

Rubeola 

_ IS 

1,603 

14 

1,985 

Tularemia 

— 

8 

1 

5 

Rabies  in  animals 

4 

66 

12 

188 

Venereal  Disease: 
Syphilis 

205 

155 

1,583 

1,071 

Gonorrhea 

-1,554 

1,441 

11,493 

10,745 

Other 

4 

5 

30 

23 
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Editorial — 


Our  New  President 


William  Stuart  Hotchkiss,  M.D. 


TAR.  BILL  HOTCHKISS  was  born  at  Waco,  Texas,  in  May  of  1915 
and  comes  from  a family  of  early  Texas  settlers.  His  roots  spring 
largely  from  Methodist  ministers  on  the  paternal  side  of  the  family  and 
physicians  and  surgeons  on  his  mother’s  side. 

Bill  was  first  exposed  to  the  Tidewater  section  of  the  Commonwealth 
in  1942.  This  followed  his  graduation  from  McMurry  College  in  Abilene 
and  the  receiving  of  his  medical  degree  from  the  University  of  Texas  in 
1939.  He  served  the  war  years  in  the  Public  Health  Service  and  was  sta- 
tioned for  three  years  at  the  United  States  Public  Health  Hospital  in 
Norfolk.  It  was  here  that  he  met  his  wife,  the  former  Miss  Virginia 
Tabet,  who  was  a medical  secretary  and  record  librarian.  They  were 
married  in  1942  and  have  three  children. 

His  son,  William,  Jr.,  is  now  a student  at  the  University  of  Richmond 
and  his  son,  Richard,  is  preparing  to  enter  the  study  of  medicine  at  the 
University  of  Virginia.  On  the  distaff  side  of  the  family,  his  daughter, 
Mary,  is  a Junior  at  Mary  Baldwin  College  where  she  is  "number  one” 
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on  the  tennis  team.  Her  name  is  well  known  in  tennis  circles  in  the  State. 
She  has  won  many  local  and  regional  tournaments  and  was  a member  of 
the  traveling  Junior  Wightman  Cup  Team  in  1971. 

Following  his  six  years  in  the  Public  Health  Service,  Bill  completed  his 
surgical  training  in  general  and  thoracic  surgery  at  Henry  Ford  Hospital 
and  in  the  Veterans  Hospital  at  McKinney,  Texas.  This  training  enabled 
him  to  be  certified  by  the  respective  boards  in  general  and  thoracic 
surgery. 

Bill  returned  to  Norfolk  in  1951  and  entered  the  private  practice  of 
thoracic  surgery  and  in  the  span  of  years  since  that  time  he  has  involved 
himself  in  the  medical  and  civic  activities  in  the  area.  As  a doctor  he  has 
endeared  himself  to  his  fellow  physicians,  friends  and  patients  through 
his  kindness,  gentleness,  and  his  deep  sense  of  humility. 

Since  entering  private  practice  Bill  has  found  time  to  fill  most  of  the 
various  offices  of  the  hospital  staffs  and  of  the  Norfolk  County  Medical 
Society.  In  1965  and  1966  he  was  the  President  of  The  Norfolk  County 
Medical  Society.  Since  that  time  he  has  served  as  the  Councilor  of  the 
Second  Congressional  District.  In  the  medically  aggressive  environment 
of  the  Norfolk  Area,  Bill’s  service  in  these  capacities  has  well  fitted  him 
for  any  and  all  problems  that  might  arise  on  the  state  level. 

Philosophically  Bill  is  a progressive  conservative.  He  does  not  readily 
subscribe  to  change  for  the  sake  of  change  alone,  but  stands  ever  ready 
to  explore  new  ideas  and  horizons,  if  the  achievement  of  such  offers  hope 
for  human  betterment.  He  is  a firm  believer  in  the  growth  and  develop- 
ment of  organized  medicine  at  all  levels  and  it  is  his  feeling  that  this  is 
the  salvation  of  the  efficient  and  fully  independent  practice  of  medicine. 

The  Medical  Society  of  Virginia  is  fortunate  in  having  the  leadership 
of  Dr.  Bill  Hotchkiss  for  the  coming  year.  His  election  as  President  is 
a tribute  to  his  qualities  as  an  outstanding  physician  and  organizer  of 
medical  affairs  in  the  growing  state  organization.  We  wish  him  a success- 
ful and  progressive  administration. 

John  W.  Hollowell,  M.D. 

Lemuel  E.  Mayo,  Jr.,  M.D. 


Medicare  and  Its  Problems 

A /T  EDICARE  has  never  played  the  role  of  a philanthropic  institution 
A with  regard  to  either  the  participating  patient  or  physician.  Re- 
cently the  payments  to  physicians  have  been  more  niggardly  than  usual 
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and  this,  in  turn,  has  meant  that  the  patients  whose  quarterly  premiums 
have  been  increased  are  also  receiving  less  in  terms  of  medical  coverage 
than  they  did  a few  months  ago.  This  reduction  doubtless  is  unrelated  to 
changes  in  administrative  personnel  in  the  Richmond  office  last  summer 
for  the  situation  appears  to  be  nationwide.  The  bald  fact  is  that  Medicare 
is  broke.  The  entire  fiscal  set-up  was  unrealistic  from  the  beginning.  The 
red  lights  were  flashing  from  the  very  onset  but  our  political  economists 
were  sure  they  knew  all  the  answers  and  this  is  the  result.  We  are  now 
having  just  a small  sample  of  what  we  have  to  look  forward  to  if  the 
Hero  of  Chappaquidick  Bridge  succeeds  in  saddling  his  version  of  nation- 
alized medicine  upon  us. 

A second  and  perhaps  more  exasperating  aspect  is  purely  local  in  origin. 
The  unpredictable  and  erratic  fees  that  surgeons  now  receive  for  similar 
procedures  are  a frequent  reminder  that  Big  Brother  is  in  a highly  con- 
fused state  of  mind.  This  probably  is  true  in  other  fields  of  medicine  but 
the  writer  can  only  speak  for  the  surgical  specialties.  The  cause  doubtless 
can  be  attributed  in  large  degree  to  the  recent  consolidation  of  the  Medi- 
ical  Claims  Department  in  Richmond.  For  the  past  five  years  the  Trav- 
elers Insurance  Companies  in  Virginia  have  processed  Part  B claims  in 
offices  located  in  Roanoke,  Norfolk  and  Richmond.  The  offices  in  Roa- 
noke and  Norfolk  were  closed  this  summer  and  all  Part  B claims  arising 
in  Virginia,  with  the  exception  of  Fairfax  County,  and  covered  by  the 
Social  Security  Act,  are  now  being  processed  in  Richmond.  Claims  arising 
from  beneficiaries  under  the  Railroad  Retirement  Act  are  handled  in  the 
usual  manner  and  locations  as  in  the  past. 

Curtis  J.  Kelly,  who  was  then  Administrator  in  the  Richmond  office, 
frankly  warned  in  the  July,  1971,  issue  of  the  Virginia  Medical  Monthly 
that  "Every  effort  will  be  made  to  minimize  delays  in  the  processing  of 
Medicare  claims  during  the  transition  period.  However,  during  the  con- 
solidation the  total  work  force  will  be  expanded  and  many  new  employees 
recruited  and  trained.”  Physicians  and  patients  are  now  feeling  the  grow- 
ing pains  incident  to  the  consolidation  and  training  of  the  many  new  and 
inexperienced  employees. 

Mr.  Kelly  is  not  visibly  discouraged  by  the  confusion  in  the  Richmond 
office  and  we  hope  that  his  prediction  for  better  things  will  untimately 
come  true.  If  the  matter  rested  solely  in  the  hands  of  Mr.  Kelly,  we 
would  be  more  optimistic.  Meanwhile  we  should  reserve  judgment  on  the 
present  problems  at  local  Medicare  levels  and  follow  the  dictum  of  our 
western  friends — "Don’t  shoot  the  piano-player — he  is  doing  the  best 
he  can.” 

H.J.  W. 
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Calendar  of  Events 

Virginia  Hospital  Association — Annual  Meeting — Williamsburg — November  11- 
12,  1971. 

Pediatric  Infectious  Disease — A Postgraduate  course  sponsored  by  University  of 
Virginia  School  of  Medicine — Charlottesville — November  12-13,  1971. 

American  Medical  Association — Clinical  Session — New  Orleans,  Louisiana — No- 
vember 28-December  1,  1971. 

McGuire  Lecture  Series — “Advances  in  Reproduction” — Sponsored  by  Department 
of  Obstetrics  and  Gynecology  and  Department  of  Continuing  Education  of  the 
Medical  College  of  Virginia — Baruch  Auditorium,  Medical  College  of  Virginia — 
December  2-3,  1971. 

Ware  Residence  Program — A Postgraduate  Course  in  Obstetrics  and  Gynecology — 
Medical  College  of  Virginia — Richmond — December  3,  1971. 

Virginia  Board  of  Medical  Examiners — Richmond — December  11-17,  1971. 

“Prescribing  Exercise  for  the  Maintenance  of  Cardiovascular  Health” — 
Symposium — Sponsored  by  the  University  of  North  Carolina  at  Charlotte — 
Charlotte,  North  Carolina — February  11-12,  1972. 

Stoneburner  Lecture  Series — “What  Is  New  in  Anesthesiology” — Sponsored  by 
the  Department  of  Anesthesiology  and  Department  of  Continuing  Education, 
Medical  College  of  Virginia — Baruch  Auditorium,  Medical  College  of  Virginia — 
February  25-26,  1972. 

Law  Institute  on  Hospitals  and  Medicine — Sponsored  by  Department  of  Legal 
Medicine — Medical  College  of  Virginia — Richmond — March  3,  1972. 

Alton  D.  Brashear  Postgraduate  Course — “Head  and  Neck  Anatomy” — Med- 
ical College  of  Virginia — Richmond — March  6-9,  1972. 

Review  of  Clinical  Oncology — Sponsored  by  Department  of  Radiology  of  the 
Medical  College  of  Virginia — Williamsburg  Conference  Center — Williamsburg — 
March  12-15,  1972. 

Pediatric  Day — Sponsored  by  Department  of  Pediatrics — Medical  College  of  Vir- 
ginia— Richmond — April  14,  1972. 

^ ^ 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and  programs 

of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised  of  any  meetings 

scheduled  in  your  area.  "Phis  will  not  only  help  others  avoid  conflicts  but  also  provide 

helpful  information  on  opportunities  for  continuing  education. 
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New  Members. 

The  following  members  were  received 
into  The  Medical  Society  of  Virginia  during 
the  month  of  September: 

Philip  Guy  Banning,  M.D.,  Winchester 
John  Hibler  Blalock,  Jr.,  M.D., 
Charlottesville 

Algernon  Gibson  Davis,  M.D.,  Roanoke 
James  Timothy  Devlin,  M.D., 

Virginia  Beach 

Adrian  Dominick  Duffy,  M.D., 

Great  Fall 

Arnold  S.  Dunn,  M.D.,  Vienna 
Frank  J.  Durcan,  M.D.,  Woodstock 
Palmer  Willis  Fant,  M.D.,  Galax 
John  H.  Gindhart,  M.D.,  Luray 
Rufus  Henry  Gordon,  M.D., 

South  Boston 

Alton  Frank  Cross,  M.D.,  Danville 
Helen  Margaret  Hackman,  M.D., 

Fairfax 

James  Nelson  Hall,  M.D.,  Fairfax 
Charles  Jacobs  Hoffman,  M.D., 
Portsmouth 

Stuart  S.  Howards,  M.D.,  Charlottesville 
Raymond  Stanley  Jones,  M.D., 
Fredericksburg 

John  P.  Judson,  M.D.,  Blacksburg 
Richard  W.  Lindsay,  M.D., 

Charlottesville 

Preston  Brooks  Mayson,  Jr.,  M.D., 
Roanoke 

Gordon  Gray  Nidiffer,  M.D.,  Leesburg 
Bernard  Angelo  Nigro,  M.D.,  Alexandria 
Mallory  Joseph  Read,  Jr.,  M.D.,  Norfolk 
Fayette  Cecil  Root,  M.D.,  Falls  Church 
Tomas  Rubio,  M.D.,  Norfolk 
James  Caldwell  Sams,  M.D.,  Scottsville 
Robert  Darling  Fraser  Scorgie,  M.D., 
Winchester 

Wilbur  Lowell  Secrist,  M.D.,  Dumfries 
Valvin  Earl  Sutton,  IV,  M.D.,  Richmond 
James  Witcher  Turner,  Jr.,  M.D., 
Springfield 

Visal  Yawapongsiri,  M.D.,  Hopewell 

Component  Society  Officers. 

The  following  societies  have  new  officers: 


Loudoun  County  Medical  Society — Presi- 
dent, Dr.  Gordon  G.  Nidiffer,  Leesburg, 
and  secretary,  Dr.  Warren  E.  Johnson,  Pur- 
cellville. 

Northern  Virginia  Medical  Society — 
President,  Dr.  Allen  Futral,  Jr.,  Winchester, 
and  secretary,  Dr.  George  H.  Kessler,  Jr., 
Winchester. 

Southwestern  Virginia  Medical  Society — 
President,  Dr.  Julian  L.  Givens,  Indepen- 
dent, and  secretary-treasurer,  Dr.  Maury  C. 
Newton,  Jr.,  Narrows.  The  executive  sec- 
tary is  Mr.  Lindsay  Huff,  Radford. 

Dr.  Walton  M.  Belle 

Has  been  elected  president  of  the  Rich- 
mond Community  Hospital. 

Dr.  John  L.  Fischetti, 

Suffolk,  has  been  granted  Fellowship  in 
the  American  College  of  Cardiology. 

Burn  Symposium. 

The  second  annual  Norfolk  General  Hos- 
pital Burn  Symposium  will  be  held  in  the 
Auditorium  of  the  Norfolk  Public  Health 
Building  on  November  19th.  This  is  co- 
sponsored by  the  Departments  of  Plastic 
Surgery  and  General  Surgery  and  the  Nor- 
folk Department  of  Public  Health.  The 
program  is  as  follows:  Topical  Antibacterial 
Therapy  by  Dr.  John  Moncrief,  Professor 
of  Surgery  and  Director  of  Burn  Unit,  Med- 
ical University  of  South  Carolina;  The 
Burned  Hand  by  Dr.  John  Boswick,  Secre- 
tary, American  Burn  Association,  Director 
of  the  Sumner  L.  Koch  Burn  Unit,  and  Di- 
rector of  Hand  Surgery,  Cook  County  Hos- 
pital, and  Professor  of  Surgery,  University 
of  Illinois;  Complications  of  Thermal  In- 
jury by  Dr.  Wellford  Inge  Jr.,  Chief, 
Clinical  Division,  U.  S.  Army  Institute  of 
Surgical  Research,  Brooke  Army  Medical 
Center;  and  Reconstruction  Aspects  of 
Burn  Treatment  by  Dr.  John  Constable, 
Director,  Shriners’  Burn  Hospital,  Boston, 
and  Professor  of  Plastic  Surgery,  Massachu- 
setts General  Hospital. 
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This  symposium  is  open  to  all  members 
of  the  medical,  nursing  and  allied  professions 
that  are  interested  in  and  care  for  the  burn 
patient.  Further  information  may  be  ob- 
tained from  Dr.  Richard  A.  Mladick,  Chair- 
man of  the  Continuing  Education  Depart- 
ment of  Norfolk  General  Hospital. 

American  College  of  Emergency  Physi- 
cians, Virginia  Chapter. 

Offices  of  this  Chapter  are:  President,  Dr. 
Forrest  McCoig,  Hampton;  vice-president, 
Dr.  Gus  B.  Jackson,  Richmond;  secretary, 
Dr.  James  D.  Massie,  Lynchburg;  and  treas- 
urer, Dr.  Douglas  R.  Koth,  Arlington. 

Meetings  of  this  group  are  to  be  held 
bi-monthly.  The  November  Regional  meet- 
ing of  ACEP  will  be  held  at  the  Alexandria 
Hospital. 

Richmond  Division,  American  Cancer 
Society. 

Dr.  David  C.  Forrest  has  been  named 
president  of  this  group  and  Dr.  Wyatt  S. 
Beazley,  III,  second  vice  president. 

Medical  Student  Scholarships. 

Two  Virginia  students  are  recipients  of 
Medical  Student  Scholarships  by  the  South- 
ern Medical  Association.  They  are:  John  P. 
Bushkar,  Medical  College  of  Virginia;  and 
Thomas  W.  Sturgill,  University  of  Virginia, 
School  of  Medicine. 

Virginia  Association  of  Medical  Assist- 
ants. 

The  Alleghany-Bath  Chapter  of  Medical 
Assistants  was  host  for  the  1971  Seminar 
held  at  the  Homestead,  Hot  Springs,  Sep- 
tember 26th.  The  meeting  was  presided 
over  by  Mrs.  Crystal  Coleman,  vice-presi- 
dent, due  to  the  illness  of  the  president,  Mrs. 
Ruth  Dize.  Some  of  the  subjects  presented 
were:  50  Years  in  Rural  G.P.  by  Dr.  Ira 
Hornbarger,  Hot  Springs;  Pediatric  Medi- 
cal Emergencies  by  Dr.  Julia  Edmunds, 
Clifton  Forge;  Inhalation  Therapy  by  Dr. 


Charles  Ballou,  Clifton  Forge,  and  Shock, 
a film  by  the  Upjohn  Company. 

The  fifteenth  annual  convention  of  the 
American  Association  of  Medical  Assistants 
will  be  held  at  the  Marriott  Motor  Hotel, 
Atlanta,  November  9-13. 

New  Procedure  in  Processing  Social  Se- 
curity Disability  Claims 

Dr.  M.  Jane  Page,  chief  medical  consul- 
tant of  the  Disability  Determination  Sec- 
tion of  the  Virginia  State  Department  of 
Vocational  Rehabilitation  under  the  juris- 
diction of  the  Social  Security  Administra- 
tion, wishes  to  announce  that  on  October 
28,  1971,  a new  procedure  was  introduced 
in  regard  to  obtaining  initial  medical  evi- 
dence from  treating  physicians  to  support 
claims  of  applicants  for  disability  benefits. 

Heretofore  the  district  office  of  the  Social 
Security  Administration  interviewed  and 
took  claims  of  applicants  and  assisted  in 
requesting  initial  medical  evidence  from 
appropriate  sources  prior  to  submitting  the 
claim  to  the  Disability  Determination  Sec- 
tion for  medical  and  vocational  review. 

The  new  procedure  permits  the  district 
office  to  expedite  the  claim  to  the  state  agen- 
cy where  medical  expertise  will  be  employed 
in  securing  the  initial  evidence  as  well  as 
further  evaluation. 

State  agency  medical  consultants  will 
contact  the  treating  physicians  by  telephone 
as  well  as  correspondence  to  tailor  the  initial 
requests  and  offer  the  attending  physician 
an  opportunity  to  inquire  about  basic  as- 
pects of  the  program. 

The  district  office  rather  than  the  state 
agency  will  continue  to  assist  in  special  situ- 
ations such  as  the  claimant  preferring  that 
he  request  evidence  himself  or  the  physician 
prefers  that  he  do  so. 

There  is  no  change  in  the  claimant’s  re- 
sponsibility under  this  new  procedure.  He 
continues  to  be  responsible  for  furnishing 
medical  as  well  as  other  evidence  in  support 
of  his  claim.  Though  the  state  agency  may 
assist  the  claimant  in  requesting  evidence 
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iethylpropion  hydrochloride,  N.F.) 


Vhen  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
jpport  for  the  weight  control  program  you  recommend. 
EPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
ss.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
ely  low  incidence  of  CNS  stimulation. 

vindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
s drug;  in  emotionolly  unstable  pctients  susceptible  to  drug  abuse 

ling:  Although  generally  sofer  than  the  omphetcmines,  use  with  great  caution  in 
tients  with  severe  hypertension  or  severe  cardiovosculor  diseose  Do  not  use  dur- 
first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks 
verse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
asont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
asionally  couse  CNS  effects  such  os  insomnio.  nervousness,  dizziness,  anxiety, 
jitteriness.  In  contrast,  CNS  depression  hos  been  reported.  In  o few  epileptics 
increase  in  convulsive  episodes  hos  been  reported.  Sympathomimetic  cardio- 
culor  effects  reported  include  ones  such  os  tachycardia,  precordiol  poin. 


arrhythmia,  palpitation,  ond  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  o healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  os  rosh, 
urticaria,  ecchymosis.  ond  erythema.  Gastrointestinal  effects  such  os  diarrhea, 
constipation,  nauseo,  vomiting,  and  cbdominol  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  morrow 
depression,  agranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hoir  loss,  muscle  pain,  decreased 
libido,  dysurio,  and  polyuria 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
doily,  swallowed  whole,  in  midmorning  (10  o.m  ),  TEPANIL  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meols.  If  desired,  on  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended 
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Division  of  Richardson- Merrell  Inc 
Cincinnati.  Ohio  45215 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

MERRELL-  NATIONAL  LABORATORIES 

Division  of  Richardson -Merrell  Inc. 

Cincinnati,  Ohio  45215 
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from  his  medical  sources,  the  government 
may  not  assume  responsibility  for  any 
charges  made  for  these  initial  reports. 

Handbooks  for  physicians  outlining  med- 
ical criteria  for  the  social  security  disability 
program  are  available  upon  request  from  the 
following  address:  Disability  Determina- 
tion Section,  Post  Office  Box  1300,  Rich- 
mond, Virginia  23210,  Attention:  M.  Jane 
Page,  M.D. 

General  Medical  Examiner 

Needed  to  provide  examinations  and 
treatment  in  Outpatient  Service  of  hos- 
pital. U.  S.  licensure  required.  868-bed 
GM&S  Hospital  affiliated  with  Medical 
School.  Excellent  retirement  and  leave  ben- 
efits. Nondiscrimination  in  employment. 
Contact  Chief,  Outpatient  Service,  VA 
Hospital,  Richmond,  Virginia  23219.  Tele- 
phone 703-233-963 1,  ext.  295.  (Adv.) 

For  Rent  or  Sale. 

Modern  air  conditioned  office  in  South 
Richmond,  Virginia.  Four  examining  rooms, 
waiting  room,  nurse  and/or  receptionist 
room,  two  bath  rooms,  laboratory,  fluoro 
room,  supply  rooms,  oil  heat  furnace  in 
basement.  Plenty  of  parking  space.  Lucra- 
tive area  and  considerate  patients. 

Suitable  for  doctors,  lawyers,  etc.  Pres- 
ent doctor  tenant  will  soon  move  out  into 
his  new  building.  Should  be  available  in  late 
fall  of  1971.  For  information  contact  R. 


P.  Beckwith,  Jr.,  M.D.,  2801  Hey  Road, 
Richmond  23224.  Phone  276-5830.  ( Adv .) 

Health  Director  Wanted 

For  County  of  Henrico  (population  160,- 
000).  Serves  as  department  head  and  per- 
forms administrative  and  professional  medi- 
cal work  in  directing  County  public  health 
services.  Directs  a staff  of  26  including  Pub- 
lic Health  Nurses,  Sanitarians  and  clerical 
personnel.  Receives  administrative  direction 
from  County  Manager  and  carries  out  major 
policies  established  by  State  Department  of 
Health.  Qualifications  include  license  to 
practice  in  Virginia  and  three  or  more  years 
of  medical  practice,  public  health  experience 
preferred.  M.P.H.  is  desirable.  Salary  range 
$22,763-$30,234.  To  apply,  send  resume  to 
Personnel  Officer,  County  of  Henrico,, 
P.  O.  Box  27032,  Richmond,  Virginia 
23261.  (Adv.) 

Need  Some  Help  with  Your  Office  W ork? 

Former  Blue  Shield  Physician’s  Relation 
representative  wants  work  in  a doctor’s  of- 
fice, full  or  part  time,  as  advisor  in  filing 
medicare,  medicaid,  Blue  Shield  and  com- 
mercial company  claims.  Five  and  a half 
years  experience  with  Blue  Shield  and  19 
years  in  commercial  hospitalization,  acci- 
dent and  health  insurance.  Call  262-2073 
after  6:00  P.M.,  or  write  F.  W.  Pamperin, 
2802  Maplewood  Road,  Richmond,  Virginia 
23228.  (Adv.) 
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Obituary 
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Dr.  Kester  St.  Clair  Freeman, 

Kenbridge,  died  September  11.  He  was 
sixty-seven  years  of  age  and  was  a graduate 
of  the  Medical  College  of  Virginia,  class  of 
1930.  Dr.  Freeman  had  practiced  in  Ken- 
bridge since  his  graduation.  He  had  been  a 
member  of  The  Medical  Society  of  Virginia 
for  forty  years. 

A son  survives  him. 

Dr.  Homer  Earle  Ferguson, 

Richmond,  died  while  boarding  a plane 
at  Byrd  Airport  on  October  1.  He  was  fifty- 
nine  years  of  age  and  a native  of  Pittsylvania 
County.  Dr.  Ferguson  was  a graduate  of 
the  Medical  College  of  Virginia  in  1936, 
and,  after  graduate  work,  he  began  his  prac- 
tice in  Richmond.  He  was  a member  of  The 
Medical  Society  of  Virginia,  having  joined 
in  1938. 

Dr.  Ferguson  is  survived  by  his  wife  and 
two  sons. 

Dr.  Johnson. 

Whereas:  Dr.  Robert  Walter  Johnson,  72,  died 
June  28,  1971,  after  an  illness  of  seven  months 
which  he  faced  with  the  same  patience  and  fortitude 
as  characterized  his  life. 

Born  April  16,  1 899,  in  Norfolk,  he  completed 
his  undergraduate  work  at  Lincoln  University  in 
Lincoln,  Pennsylvania,  in  1924.  He  graduated  from 
Meharry  Medical  College  in  1932.  He  served  his 
internship  at  Prairie  View  Hospital  in  Prairie  View, 


Texas.  He  later  took  postgraduate  training  in  ob- 
stetrics at  Howard  University  Hospital  in  Washing- 
ton, D.  C. 

Dr.  Johnson  served  his  patients  and  his  community 
during  thirty  years  of  practice.  He  was  a member 
of  the  Hill  City  Medical  Society,  the  Lynchburg 
Academy  of  Medicine,  the  Old  Dominion  Medical 
Society  and  The  Medical  Society  of  Virginia. 

He  recognized  an  obligation  to  his  fellow  man 
beyond  the  practice  of  his  profession.  He  was  one  of 
the  first  members  to  serve  on  the  Lynchburg  Biracial 
Commission  and  served  his  community  with  distinc- 
tion in  this  capacity. 

He  loved  tennis  and  he  loved  young  people.  He 
filled  his  home  every  summer  with  promising  young 
tennis  players,  at  no  expense,  from  across  the  nation. 
He  exposed  them  to  his  skill  as  a tennis  coach  which 
brought  them  and  him  national  and  international  rec- 
ognition. Althea  Gibson  and  Arthur  Ashe,  winners 
at  Forest  Hills  and  Wimbledon,  were  his  proteges.  He 
received  the  Marlboro  Award  from  World  Tennis 
Magazine  in  recognition  of  his  contributions  to  the 
sport  of  tennis. 

As  a faithful  and  conscientious  physician,  an  erector 
of  bridges  of  understanding  toward  peaceful  and 
equitable  solutions  for  his  community’s  problems,  and 
as  a skilled  instructor  who  taught  young  tennis  play- 
ers that  sportsmanship  and  courtesy  were  more  im- 
portant than  winning.  Dr.  Johnson  will  be  long  re- 
membered by  those  whose  lives  he  touched. 

Therefore,  be  it  resolved:  That  we  his  col- 
leagues express  our  profound  sense  of  loss  at  his  death, 
but  our  gratitude  that  we  were  privileged  to  share 
his  life. 

Further,  that  these  resolutions  be  spread  on  the 
minutes  of  the  Lynchburg  Academy  of  Medicine, 
that  copies  be  sent  to  his  family  and  to  the  Virginia 
Medical  Monthly  for  publication. 

Lynchburg  Academy  of  Medicine 
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A Damon  Medical  Laboratory  is . . . 
a pathologist  available  for  professional  consultation. 


Staff  pathologists  direct 
a d supervise  the  entire 
Deration  in  each  and 
eery  laboratory  in  the 
eer-growing  Damon 
g:>up.  They’re  backed  by 
eperienced,  highly  skilled 
b>chemists  and  medical 
tthnologists  equipped 
\fch  the  most  advanced, 


automated  analytical  in- 
strumentation. 

Accuracy  and  reproduci- 
bility are  assured  by  con- 
stant, careful  attention 
to  quality  control  and  lab- 
oratory methodology. 

And,  as  a final  check, 
results  are  routinely  re- 
viewed by  a pathologist. 


He  is  also  available  for 
professional  consultation. 

Washington  Medical 
Laboratory,  Inc.,  a compre- 
hensive clinical  laboratory 
service  to  physicians  in  pri- 


vate and  group  practice, 
hospitals,  nursing  homes, 
industry,  government, 
other  clinical  laboratories 
and  research  institutions. 

Write  for  full  information. 


WASHINGTON  MEDICAL  LABORATORY,  INC. 

6064  ARLINGTON  BOULEVARD  FALLS  CHURCH  VIRGINIA  22044.  (703)  534-8441 


Woodrow  Wilson  Slept  Here.  At 

Staunton’s  stately  “Manse”,  you  can 
see  the  crib  that  held  a future 
president.  And  the 
home  where  Jessie 
Wilson  gave  birth  to 
the  son  who  later 
gave  birth  to  the 
League  of  Nations 
with  its  vision  of 
world-wide  peace. 


The  General’s  Assembly.  Douglas  MacArthur  called 
Norfolk  home,  though  he  was  born  in  Arkansas 
(“while  his  parents  were  away”,  the  Norfolk  paper 
said).  Here,  at  the  MacArthur  Memorial,  you  can  see 
the  possessions  of  this  great  soldier. 
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Broadway  In  The  Blue  Ridge.  These  spurs  were 
worn  in  an  early  play  at  Abingdon’s  Barter 
Theatre,  so-called  because  its 

depression-hungry  founders  traded 
seats  for  food.  To  date,  over 
2 million  tickets  have  been 
sold ; most  of  them,  in 
recent  years,  for  cash. 


The  Doll  Who  Spied  For  Dixie.  She  had  a 

head  for  smuggling.  Hollow.  Just  right  for  candy- 
ing medicines  across  Union  lines.  She’s  at  Rich- 
mond’s Confederate  Museum  now.  In  retirement. 


The  Mighty  In  Miniature.  These  water  color 
miniatures  of  the  first  President  and  his  lady, 
painted  from  life,  are  now  on  view  in  Williams 
burg.  Come  see  them. 

Visit,  write  or  call 
VIRGINIA  STATE  TRAVEL  SERVICE 
9th  & Grace  Streets,  Richmond  23219 
phone:  (703)  770-4484 


This  advertisement  is  published  by  Virginia  Medical  Monthly  as  a Public  Service. 


ESTABLISHING  A PROFESSIONAL  CORPORATION 
OR  INTERESTED  IN  A KEOGH  ACT  PLAN? 


JhiL  9l&w  VYlsidkaL  Socudb^.  UikqhvucL 
yyUumJb&M!  (RsdjbmmnL  (platu,  CIasl  GvailablsL . . . 


FOR  INFORMATION  CALL  OR  WRITE: 

The  Trustees  of  The  Medical  Society  of  Virginia 
Members'  Retirement  Plan 

2425  Wilson  Boulevard 
ARLINGTON,  VIRGINIA  22201 

703/525-6700  (collect  calls  accepted) 


It's  your  professional  privilege 
to  replenish  your  ranks  . . . 

Give  to 

medical  education 
through.  AMEF 


American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 


i 

t 


who  goes 
for  checkups? 


1 


In  a recent  survey,  90%  of 
patients  said  they  would  have 
annual  checkups  if  their 
physicians  told  them  to  do  so. 
This  confirmed  what  we  have 
long  known  — your  key  role, 
doctor,  in  motivating  your 
patients  to  follow  good  health 
practices.  We  alert  the  public 
with  facts  about  cancer.  You 
follow  through  by  urging 
regular  checkups.  A life-saving 
combination. 


American  Cancer 


Society*  £ 
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of  the 
^gripping 
pain  of 
angina 


Per  it  rate9  S A 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


& 


% 


Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-toierance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARN  ER-CHILCOTT 

Morris  Plains,  New  Jersey  07950 


PE-GP-11 


Old  age 


v Convalescence 

<r 

; . 


Jfnfanc  diarrhea 

m S r t * 

1-  / 


Debilitati 

gastroin 

conditioi 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  Bu, 

protective  quantities  of 
potassium,  in  a palatable  aod 
readily  assimilated  form. 


Postoperative^ 


**.%• 


Supplied  in  bottles  of  2 or  6 fluidounces. 

Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 
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INVESTMENTS 


It  takes  money  to  make  money. 

Unfortunately,  a doctor  in  private  practice  must  provide  his  own 
"retirement  program"  when  he  is  ready  to  slow  down  and  take 
life  easy.  Which  means  he  must  make  investments  during  the 
years  to  achieve  his  retirement  goal. 

We  would  be  delighted  to  talk  with  you  about  paying  you  the 
original  price  of  the  equipment  in  your  office  in  cash  (for  you  to 
invest  for  the  future) , and  then  lease  the  equipment  back  to  you. 
You  may  expense  the  lease  payments  as  you  would  your  telephone, 
rent,  etc. 

How  much  equipment  do  you  have  in  your  office,  $10- $20- 
$30,000?  What  kind  of  return  can  you  get  on  that  much  money 
through  investing? 

Also,  when  you're  buying  new  equipment,  why  pay  out  all  that 
cash  at  one  time,  lease  it  and  expense  it. 

Call  us  toll  free  in  Virginia  by  dialing  1-800-552-5686 

(Have  the  operator  dial  it  for  you  in  the  Charlottesville  area) 


\ DELTA  LEASING  COMPANY 

1004  N.  THOMPSON  STREET,  RICHMOND,  VIRGINIA  23230  PHONE  703/359-1395 
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the  compound  analgesic 
that  calms  instead  of  caffeinates 


In  addition  to  pain,  this  patient  has  experienced  anxiety, 
fear,  embarrassment,  anger,  and  frustration.  It's  very 
likely  that  these  psychic  factors  actually  accentuated  his 
perception  of  pain.  Surely  the  last  thing  he  needs  is  an 
analgesic  containing  caffeine.  A much  more  logical 
choice  is  Phenaphen  with  Codeine.  It  provides  a quarter 
grain  of  phenobarbital  to  take  the  nervous  “edge"  off, 
so  the  rest  of  the  formula  can  control  the  pain  more 
effectively.  It's  no  accident  that  the  Phenaphen  formu- 
lations contain  a sedative  rather  than  a stimulant.  Don't 
you  agree,  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen’ 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital 
(’A  gr.),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  (2'k 
gr.) , 162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate, 
0.031  mg.;  Codeine  phosphate,  'A  gr.  (No.  2),  Vi  gr.  (No.  3)  orl  gr. 
(No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  exces- 
sive or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules 
every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule  every 
3 to  4 hours  as  needed.  For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va.  AH-ROBINS 


'head  clear  upon  arising 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  1 2 hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /Wff^OBINS 

.......  . A.  H.  Robins  Company 

prescribing  information  appears  on  next  page  Richmond,  Va.  23220 


Dimetapp 

Extentabs 


)imetane®  (brompheniramine  maleate),  12  mg.,  phenyl- 
iphrme  HCI.  15  mg.;  phenylpropanolamine  HCI,  15  mg 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tress. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 
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TIDEWATER 
PSYCHIATRIC 
INSTITUTE 

1005  Hampton  Boulevard 
Norfolk,  Va.  23507 
(703)622-2341 

The  Tidewater  Psychiatric  Institute 
of  Norfolk,  Va.  announces 
the  opening  of  its  50  bed 
private  mental  health  facility 
for  adults  and  adolescents. 

Tidewater  Psychiatric  Institute  offers  a 
comprehensive  program  of  diagnostic, 
consultative,  and  treatment  services  within 
the  setting  of  a therapeutic  community. 

TREATMENT  PROGRAMS: 

The  basic  treatment  orientation  at  Tidewater 
Psychiatric  Institute  is  psychodynamic 
group  therapy  carried  out  by  treatment 
teams. 

Intermediate  Treatment  Team: 

For  patients  requiring  intermediate 
treatment  of  a few  weeks  or  months. 

Acute  Treatment  Team: 

A crisis  intervention  service  providing 
hospitalization  for  evaluation  and  treatment 
of  acute  disturbances. 

Attending  Physicians  Team: 

For  physicians  who  wish  to  continue  to  treat 
their  hospitalized  patients  within  a 
structured  psychiatric  milieu. 

Rehabilitation  Services: 

Rehabilitation  activities  include  individual 
and  group  counseling,  social  discussion 
groups,  vocational  groups,  special 
education  programs,  and  recreational 
activities. 

Staff  open  to  all  psychiatrists  on  application. 
Stuart  Ashman,  M.D.,  Medical  Director 
Julian  W.  Selig,  Jr.,  M.D.,  Clinical  Director  & 
Attending  Team  Director 
Robert  F.  Scott,  M.D.,  Intermediate  Team  Director 
Lawrence  A.  Bernert,  M.D.,  Intermediate  Team 
Director 

David  B.  Kruger,  M.D.,  Acute  Team  Director 
David  C.  Butler,  Hospital  Administrator 
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ST.  LUKE  S HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGuire  clinic  inc. 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Webster  P.  Barnes,  M.D. 
John  H.  Reed,  Jr.,  M.D. 
Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Endoscopy,  Thoracic  & Vascular 
Surgery 

Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 


Internal  Medicine 

John  P.  Lynch,  M.D. 
William  H.  Harris,  Jr.,  M.D. 
John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
Alice  V.  Thorpe,  M.D. 

David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 
W.  Wayne  Key,  Jr.,  M.D. 

Anesthesiology 

Beverley  Jones,  M.D. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  P.  King,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

G.  E.  Smith,  Jr.,  M.D. 

Physical  Therapy 

Elizabeth  L.  Watson,  R.P.T. 


Hospital  Administrator 

Charles  M.  Green 

Director  of  Nurses — St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N. 

School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 


Clinic  Manager 

S.  Taylor  Ware,  Jr. 

Director  of  Nurses — McGuire  Clinic,  Inc. 

Mary  E.  Simmons,  R.N. 


BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 


Accredited  by  the  Joint  Commission  on  Accreditation  & Approveo  for  Medicare 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive).  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jose  A.  Montes,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 
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Gill  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 

STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Dr.  M.  Kemper  Humphries  III 
Charles  T.  Akers,  Jr. 
Administrator 

A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Scven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology.  Otolaryngology. 
Surgery  for  Deafness.  Rhinoplastic  Sur- 
gery Bronchoscopy  and  Esophagoscopy . 

Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance 

For  further  information,  address-. 

Administrator.  Box  1789,  Roanoke.  Virginia  24008 


Fourth  Decade  of  Nursing 


Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947) 


GENE  CLARK  REGIRER  (1912-1962) 


A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  353-3981 
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SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


Edward  E.  Cale,  Jr.,  M.D. 
Don  L.  Weston,  M.D. 

J.  William  Ciesen,  M.D. 
Delano  W.  Bolter,  M.D. 
Davis  C.  Garrett,  M.D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 

Asst.  Administrator 

AFFILIATED  CLINICS 
Bluefield  Mental  Health  Center  Beckley  Mental  Health  Center 

Federal  Street,  Bluefield,  W.  Va.  109  E.  Main  Street,  Beckley,  W.  Va. 

David  M.  Wayne,  M.D.  Leslie  J.  Borbely,  M.D. 

Mental  Health  Clinic 

Professional  Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.D. 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 


James  P King,  M.D. 
William  D.  Keck,  M.D. 
Morgan  E.  Scott,  M.D. 
David  S.  Sprague,  M.D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D 
Carl  McCraw,  Ph.D. 

James  E.  Dublin,  Ph.D. 
Thomas  M.  Weddig,  Ph.D. 


A private  hospital  tor  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
James  Asa  Shield,  Jr.,  M.D. 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle  RICHMOND,  VIRGINIA 


Medicine : 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 
William  W.  Martin,  Jr.,  M.D. 
James  R.  Wickham,  M.D. 

Obstetrics  and  Gynecology: 

Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 

Pediatrics: 

Edward  G.  Davis,  Jr.,  M.D. 
Thomas  P.  Overton,  M.D. 

Albert  S.  Thompson,  Jr.,  M.D. 
Edward  J.  Wiley,  M.D. 

Roentgenology  and  Radiology: 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

James  W.  Proffitt,  M.D. 


Anesthesiology : 

William  B.  Moncure,  M.D. 
Heth  Owen,  Jr.,  M.D. 

Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 
Wyatt  S.  Beazley,  III,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Ophthalmology,  Otolaryngology: 

Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 

Pathology: 

W.  Scott  Gilmer,  Jr.,  M.D. 

Physical  Therapy: 

William  J.  Cowan,  R.P.T. 

Director: 

Charles  C.  Hough 


DOCTORS: 

ADMINISTRATORS: 

Terrace  Hill  ...  An  Extended 
Care  Facility  Accredited  by 
the  J.C.A.H.  and  Approved  by 
Medicare. 

Within  9 minutes  from  any  local  hospital 

• Post  Hospital  Nursing  Care 

e Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  e Activities 

e Trained  Dietitian  e Male  Orderlies 

• Air-Conditioned  Rooms 


In  compliance  with  the  Civil  Rights  Act  of  1964 

Accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  an 
Extended  Care  Facility. 

John  P.  Pate 


Member 


Administrator 

” Understanding  Care ” 

Terrace  Hill  Nursing  Home,  « 

2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 
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ST.  ELIZABETHS  HOSPITAL 


617  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 

Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

Elmer  S.  Robertson,  M.D. 
Internal  Medicine 

James  W.  Pancoast,  M.D. 

General  Surgery  and  Gynecology 

J.  Edward  Hill,  M.D. 

Urology 

Gladstone  E.  Smith,  Jr.,  M.D. 
Pathology 

Leroy  Smith,  M.D. 

Plastic  Surgery 

William  T.  Stuart,  M.D. 

Urology 

Ronald  K.  Davis,  M.D. 

General  Surgery  & G ynecology 

L.  0.  Snead,  Jr.,  M.D. 

Radiology 

Clarry  C.  Trice,  M.D. 

General  Medicine 

Edward  A.  Zakaib 

General  Medicine 

0.  Christian  Bredrup,  Jr.,  M.D. 
Radiology 

Georce  W.  Reese,  Jr.,  M.D. 

Internal  Medicine 

Jack  A.  Peters,  Administrator 


For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 


Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 


An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 


56 


Virginia  Medical  Monthly 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OP  THE 
WEST  END  RESIDENTIAL  SECTION 
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ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 
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Patients  fell  asleep  quickly 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.1 2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,"  Scientific  Exhibit  presented  at  Clinical  Convention. 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29,  1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
ctroencephalographic,  electro-oculographic  and  electromyo- 
. : h c 'ecordings. 
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}l-mg  capsule  h.s.  — usual  adult  dosage. 
»-mg  capsule  h.s.  — initial  dosage  for 
r or  debilitated  patients. 


f Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  in  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g..  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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N ho’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  'accidents”, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl 

PM  GElGY  PHARMACEUTICALS,  DIVISION  OF  GElGY  CHEMICAL  CORPORATION,  ARDSLEY,  NEW  YORK  10502  UNDER  LICENSE  FROM  BOEHRINGER  INGELHEIM  G.  M.  B H. 
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A Damon  Medical  Laboratory  is . . . 
a pathologist  available  for  professional  consultation. 


Staff  pathologists  direct 
and  supervise  the  entire 
operation  in  each  and 
every  laboratory  in  the 
ever-growing  Damon 
group.  They’re  backed  by 
experienced,  highly  skilled 
biochemists  and  medical 
technologists  equipped 
with  the  most  advanced, 


automated  analytical  in- 
strumentation. 

Accuracy  and  reproduci- 
bility are  assured  by  con- 
stant, careful  attention 
to  quality  control  and  lab- 
oratory methodology. 

And,  as  a final  check, 
results  are  routinely  re- 
viewed by  a pathologist. 


He  is  also  available  for 
professional  consultation. 
Washington  Medical 


vate  and  group  practice, 
hospitals,  nursing  home: 
industry,  government,  | L 


Laboratory,  Inc.,  a compre-  other  clinical  laboratorie , I 
hensive  clinical  laboratory  and  research  institution 
service  to  physicians  in  pri-  Write  for  full  informal  h 1 

<g> 

WASHINGTON  MEDICAL  LABORATORY,  IN 

6064  ARLINGTON  BOULEVARD  FALLS  CHURCH  VIRGINIA  22044.  (703  ) 534-8441  I 1 
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What  to  do 
until . 
suppositories 
work: 


‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 
Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

A Fleet  Enema  avoids  the  irritation  common 
I with  soapsuds  enema.  And  Fleet  Enema 
! I is  leakproof:  a rubber  diaphragm  at  the 
I I base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
imiw  assuring  comfortable  administration. 

; L Fleet  Enema.  Regular  and  pediatric. 

A Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


c.  B.  fleet  CO  INC 
Lynchburg,  Va.  24505 


iibIM 

| pharmaceuticals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  In  dependence  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician 
References:  1 Blumberg.  N : Med  Times  91:45,  Jan.,  1963  2 Sweeney.  W J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar  . 1964  4 Baydoun.  A B 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A..  Flores,  A and  Weiss.  J Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E D : Western  J Surg  72:177,  May-June  1964 
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INVESTMENTS 

It  takes  money  to  make  money. 

Unfortunately,  a doctor  in  private  practice  must  provide  his  own 
"retirement  program"  when  he  is  ready  to  slow  down  and  take 
life  easy.  Which  means  he  must  make  investments  during  the 
years  to  achieve  his  retirement  goal. 

We  would  be  delighted  to  talk  with  you  about  paying  you  the 
original  price  of  the  equipment  in  your  office  in  cash  (for  you  to 
invest  for  the  future),  and  then  lease  the  equipment  back  to  you. 
You  may  expense  the  lease  payments  as  you  would  your  telephone, 
rent,  etc. 

How  much  equipment  do  you  have  in  your  office,  $10- $20- 
$30,000?  What  kind  of  return  can  you  get  on  that  much  money 
through  investing? 

Also,  when  you're  buying  new  equipment,  why  pay  out  all  that 
cash  at  one  time,  lease  it  and  expense  it. 

Call  us  toll  free  in  Virginia  by  dialing  1-800-552-5686 

(Have  the  operator  dial  it  for  you  in  the  Charlottesville  area) 


DELTA  LEASING  COMPANY 

1004  N.  THOMPSON  STREET,  RICHMOND,  VIRGINIA  23230  PHONE  703/359-1395 
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total 

support... 

Yes!  we  support  the  proposition  enunciated  by  the  NATIONAL  HEARING  AID 
SOCIETY  and  the  VIRGINIA  BOARD  OF  HEARING  AID  DEALERS  AND 
FITTERS  that  the  person  experiencing  a depressed  level  of  hearing  acuity  be  en- 
couraged to  seek  medical  advice.  Thus  a valid  determination  may  be  assured  as 
to  whether  or  not  the  problem  may  be  alleviated  surgically  or  by  prosthetic  means. 

Our  offices  provide  a BEKESY  audiogram  and  a sound  pressure  read-out  of  your 
patient’s  hearing  level  at  frequencies  of  250  Hz  through  4000  or  6000  Hz.  A pa- 
tient referred  to  our  offices  by  a physician  for  fitting  will  be  permitted  a 30  day 
"period  of  adjustment”  before  final  payment  is  expected.  During  this  "period  of 
adjustment”  the  patient  will  be  seen  by  the  attending  physician  and  the  instru- 
ment fitter  on  a weekly  schedule. 


PRESCRIPTION  HEARING  AIDS 

Medical  Science  Center 
Libbie  at  Old  Richmond  Ave. 
Richmond,  Va.  23226 
Phone  288-7251 


HEARING  AID  CENTER 

Court  Square 
Harrisonburg,  Va.  22801 
Phone  434-3456 
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Virginia  has  a romantic  past. 
And  lots  of  mementos  to  prove  it. 


Woodrow  Wilson  Slept  Here.  At 

Staunton’s  stately  “Manse”,  you  can 
see  the  crib  that  held  a future 
president.  And  the 
home  where  Jessie 
Wilson  gave  birth  to 
the  son  who  later 
gave  birth  to  the 
League  of  Nations 
with  its  vision  of 
world-wide  peace. 


The  General’s  Assembly.  Douglas  MacArthur  called 
Norfolk  home,  though  he  was  born  in  Arkansas 
(“while  his  parents  were  away”,  the  Norfolk  paper 
said).  Here,  at  the  MacArthur  Memorial,  you  can  see 
the  possessions  of  this  great  soldier. 


Broadway  In  The  Blue  Ridge.  These  spurs  were 
worn  in  an  early  play  at  Abingdon’s  Barter 
Theatre,  so-called  because  its 

depression-hungry  founders  traded 
seats  for  food.  To  date,  over 
2 million  tickets  have  been 
sold ; most  of  them,  in 
recent  years,  for  cash. 


The  Doll  Who  Spied  For  Dixie.  She  had  a 

head  for  smuggling.  Hollow.  Just  right  for  carry- 
ing medicines  across  Union  lines.  She’s  at  Rich- 
mond’s Confederate  Museum  now.  In  x'etirement. 


The  Mighty  In  Miniature.  These  water  color 
miniatures  of  the  first  President  and  his  lady, 
painted  from  life,  are  now  on  view  in  Williams 
burg.  Come  see  them. 

Visit,  write  or  call 

VIRGINIA  STATE  TRAVEL  SERVICE 

9th  & Grace  Streets,  Richmond  23219 
phone:  (703)  770-4484 


This  advertisement  is  published  by  Virginia  Medical  Monthly  as  a Public  Service. 


IN  ASTHMA 
IN  EMPHYSEMA 


optional 

therapy 


™*  mtfdnanea 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Vi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 

Synirin. 

ASPIRIN  5 GR— PENTOBARBITAL  1/9  OR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


WILLIAM  P.  POYTH  BESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 

STTana/&clu*eiA  oT’TbrTiea/ ' &Katomaeeu/ioa&  (-Twice  / TS6 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


Your  investment's  can  earn  you  a 

TAX-FREE  INCOME 

With  tax-exempt  municipal  bonds 

That's  right — Interest  earned  from  municipal  bonds  are  exempt  from  federal  income  taxes.  Thousands  of  peo- 
ple all  over  the  nation  are  earning  5,  6,  7 and  even  8%  tax-free  on  their  investment  funds — and  you  can  too. 
With  tax-exempt  bonds  your  investment  is  secure,  enjoys  the  highest  tax-free  earnings  possible  and  they  are 
easy  to  sell  should  you  ever  need  or  want  to  do  so. 

Whether  you  have  $5  thousand  or  $500  thousand  to  invest — learn  what  banks,  insurance  companies  and  large 
investment  syndicates  have  known  for  years — 

MAIL  COUPON  BELOW  OR  CALL  COLLECT— TODAY! 


Dear  Mr.  Russom: 

Without  obligation,  please  rush  me  information 
regarding  investments  in  municipal  bonds. 

Name  

Street  

City State  Zip 

If  you  need  to  contact  me  for  further  consultation: 

My  home  phone  is 

My  business  phone  is 


"One  of  America's  oldest  and  largest  exclusive  municipal  bond  dealers" 


MR.  JIM  RUSSOM 

FIRST  U.S.  CORPORATION 

"Investment  Bankers " 

Fifth  Floor — First  American  Bank  Bldg. 

147  Jefferson  Ave.,  Memphis,  Tenn.  38103 
COLLECT  CALLS  WELCOMED 
— PHONE  — 


901/525-6692 


F OR  A GENUINE  CHRISTMAS  GIFT  to  your  family,  give  yourself. 

For  a Christmas  weekend  of  secluded  togetherness  at  special  holiday  rates.  Together 
you’ll  unwrap  a surprise  package  of  where-but-at-the-Boar’s-Head  enjoyments — 
“Bringing  in  the  Boar’s  Head”  at  Christmas  Dinner,  four-in-hand  coach  rides,  Yule 
Log  fun  around  a hearthside  wassail  bowl,  caroling.  Leisure  for  golf,  tennis,  brisk 

walks  around  the  lake,  sauna,  dozing,  talking.  Children 
under  12  in  parents’  room  free. 

THE  BOAR’S  HEAD  INN 

CHARLOTTESVILLE,  VIRGINIA  22901 

For  reservations,  brochure,  phone  296-2181 
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"Sorry  Doctor. 


■ With  that  “switch”,  Doctor,  your  income  stops. 

But  your  everyday  expenses  keep  right  on  ...  in  your  home  and  at  your  office. 
That’s  why  you  need  a sound  disability  income  plan. 

We  offer  the  original  Group  Plan  of  Disability  Income  ...  the  one  that’s  been 
recommended  and  sponsored  by  the  Medical  Society  of  Virginia  for  more  than 
a decade. 


SPECIAL  FEATURES  OF  OUR  PLAN: 


• disability  income  up  to  $300  weekly. 

• weekly  payments  covering  you  up  to  age 
65  for  sickness  or  even  lifetime  for  ac- 
cident. 

• $1,000  accidental  death  benefit  with 
each  policy  . . . higher  limits  available, 
of  course. 

• additional  benefits  available  for  acciden- 
tal loss  of  limbs,  sight,  speech,  or  hear- 
ing. 


• medical  payments  for  treatment  of  non- 
disabling injuries  (to  a maximum  equiv- 
alent to  one  week's  indemnity). 

• guaranteed  minimum  benefits  for  cer- 
tain fractures  and  dislocations,  whether 
disabled  or  not. 

• optional  daily  hospital  benefits. 

• optional  plans  also  available  for  your  of- 
fice personnel. 


FOR  FULL  DETAILS  WRITE  OR  PHONE 

Administrators 

Murphy  Insurance  & Travel,  Inc.  Suter  Associates,  Inc.  Ernest  L.  Baker  Asso's  General  Insurance  of  Roanoke 

Charlottesville,  Va.  Arlington,  Va.  Virginia  Beach,  Va.  Roanoke,  Va. 

295-4157  525-6700  425-1892  345-8148 

G.  C.  French  Agency,  Inc. 

Richmond,  Va. 

M13-1140 

Underwritten  by 

COMMERCIAL  INSURANCE  COMPANY  OF  NEWARK,  NEW  JERSEY 

one  of 

The  Continental  Insurance  Companies 


||  is 


Jnfanc  diarrhea 

’ ai 


Debilita; 

gastroin 

conditioi 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  Bl2, 

protective  quantities  of 
potassium,  in  a palatable  and 
readily  assimilated  form. 


■ Poscoperadvely 


Supplied  in  bottles  of  2 or  6 fluidounces. 

Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 


Still  serving... 


Miltown 

(meprobamate) 

WALLACE  PHARMACEUTICALS  M 
Cranbury,  N.J.  08512 


An  epidemic  that's  striking  home. . . 

gonorrhea 

There  were  almost  14,000  reported  cases  of  gonorrhea 

in  the  Old  Dominion  State  last  year... 

almost  40  percent  of  them  in  Norfolk  and  Richmond  alone 


In  Virginia . . . and  everywhere  else 
a new  alternative 


iwirobici 

SPECTINOMYCIN  DIHYDROCHLORIDE 


single-dose  treatment  for 
intramuscular  use  only 


;micaliy  distinct  antibiotic  indicated  specifically 
Kitment  of  acute  gonorrhea: 
the  male-acute  urethritis  and  proctitis 
the  female-acute  cervicitis  and  proctitis 
due  to  susceptible  strains  of  N.  gonorrhoeae 


High  core  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis 
and  cure  are  defined  on  page  3 of  advertisement). 

Assurance  of  a single-dose,  physician-controlled 

treatment  schedule 

No  allergic  reactions  occurred  in  patients  with 
an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin 
antibody  studies  were  not  performed 
Active  against  most  strains  of 
Neisseria  gonorrhoeae  in  vitro  (M.I.C.  7.5- 20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum 
concentrations  averaging  about  100  mcg/ml  in 
one  hour  (average  serum  concentrations  of  1 5 meg/ ml 
present  8 hours  after  dosing). 


NOTE:  Antibiotics  used  in  high  doses  tor  short  periods  of  time 
to  treat  gonorrhea  may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Since  the  treatment  of  syphilis  demands  prolonged 
therapy  with  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated 
in  the  treatment  of  syphilis,  patients  being  treated  for  gonorrhea 
should  be  closely  observed  clinically.  Monthly  serological  follow-up 
for  at  least  3 months  should  be  instituted  if  the  diagnosis  of 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously 
found  hypersensitive  to  it. 

For  full  prescribing  information,  including  contraindications,  warnings 
and  precautions,  please  see  last  page  of  this  advertisement. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Irobicin  and  the  gonorrhea  challenge 


An  accelerating  epidemic— 
a decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica- 
ble disease  in  the  nation.  The  estimated  number  of  new  cases 
of  gonorrhea  in  the  United  States  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeae  increasingly  resistant  to  penicillin  and  other 
antibiotics  are  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  a few  years  ago  now 
result  in  a significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeae 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  a non- 
penicillin, intramuscular  antibiotic  for  acute  gonorrhea  in 
the  male  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a single  intramuscular  injection 
—and  it  should  not  demonstrate  cross-resistance  with  penicillin 

Trobicin— a new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 

Trobicin  is  indicated  in  the  treatment  or  acute  gonorrheal 
urethritis  and  proctitis  in  the  male  and  acute  gonorrheal  cer- 
vicitis and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeae. 

High  cure  rates: 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  with  an 
alleged  history  of  penicillin  hypersensitivity  when 
treated  with  Trobicin,  although  penicillin  antibody 
studies  were  not  performed. 


Chemically  distinct 

Trobicin  is  structurally  not  related  to  any  other  antibiotic 
commonly  used  to  treat  gonorrhea. 

The  assurance  of  a single-dose, 
physician-controlled  treatment  schedule 

Intramuscular  injections  should  be  made  deep  into  the  upper 
outer  quadrant  of  the  gluteal  muscle. 

Adult  male:  Single  2 gram  dose  I.M.  in  acute  gonorrheal 
urethritis.Single  4 gram  dose  I.M.  (should  be  divided  between 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  and  in  (jr 
patients  being  re-treated  after  failure  of  previous  antibiotic , » 
therapy.  In  geographic  areas  where  antibiotic  resistance  is  j-.. 
known  to  be  prevalent,  initial  treatment  with  4 grams  intra- 
muscularly is  preferred.  fft]  ^ 

Adult  female:  Single 4 gram  dose  I.M.  (should  be  divided  be- 
tween two  gluteal  injection  sites)  in  acute  gonorrheal  cer- 
vicitis and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  nor  has 
safety  for  use  in  infants  and  children. 

1 He 


Clinical  Results  with  Single-Dose  Treatment,  lntramuscularly*(Data  compiled  from  reports  of  14  investigators**) 


Dosage 

Number  of  Patients 

Number  Cured 

Percent  Cured 

Adult  Males:  Gonorrheal  urethritis 

2 grams 

475 

457 

96% 

4 grams 

96 

93 

97% 

Adult  Females:  Gonorrheal  cervicitis 

4 grams 

294 

280 

95% 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon- 
o rrhoeoe  on  Thayer-Martin  medium  in  all  patients.  Criteria 
for  cure:  negative  culture  after  at  least  2 days  post-treatment 
in  males  and  at  least  7 days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi- 
dence of  treatment  failure  even  though  the  follow-up  period 
might  have  been  less  than  the  periods  cited  above  under 
criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely. 
Such  cases  were  judged  to  be  reinfections  rather  than  re- 
apses or  failures.  These  cases  were  regarded  as  non-evalu- 
atable  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  norma 
human  volunteers,  the  following  were  noted:  a decrease  ir  ■ 'c 
hemoglobin,  hematocrit  and  creatinine  clearance,-  elevatior  r:e 
of  alkaline  phosphatase,  BUN  and  SGPT.  In  single  and  mul-  Mo 
tiple-dose  studies  in  normal  volunteers,  a reduction  in  urine 
output  was  noted.  Extensive  renal  function  studies  demon- 
strated no  consistent  changes  indicative  of  renal  toxicity. 

*4-gram  doses  were  injected  in  two  gluteal  sites. 

"‘Medical  Research  Files,  The  Upjohn  Company 


a chemically  distinct  antibiotic  indicated 
specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  of  N.  gonorrhoeae 


new 


Irobicin 

STERILE  SPECTINOMYCIN  DIHYDROCHLORIDE 
PENTAHYDRATE.  UPJOHN 

single-dose  treatment  for  intramuscular  use  only 


re  leTrobicin* 

arinomycin  dihydrochloride  penta- 
c )te)— For  Intramuscular  injection: 
gl;  vials  containing  5 ml  when  reconsti- 
e with  diluent.  4 gm  vials  containing 
3 r when  reconstituted  with  diluent, 
n ninocyclitol  antibiotic  active  in  vitro 
gost  most  strains  of  Neisseria  gonor- 
we  (MIC  7.5  to  20  mcg/ml).  Defini- 
te i vitro  studies  have  shown  no  cross 
3«bnce  of  N.  gonorrhoeae  between 
ol:in  and  penicillin. 

-dations:  Acute  gonorrheal  urethri- 
s cd  proctitis  in  the  male  and  acute 
on  rheal  cervicitis  and  proctitis  in  the 
ern  e when  due  to  susceptible  strains 
•f  M gonorrhoeae. 

or  revindications:  Contraindicated  in 
athts  previously  found  hypersensitive 
3 jpbicin.  Not  indicated  for  the  treat- 
ierof  syphilis. 

rai  ings:  Antibiotics  used  to  treat  gon- 
rrhq  may  mask  or  delay  the  symp- 
>rn of  incubating  syphilis.  Patients 
O'd  be  carefully  examined  and 
'on  ly  serological  follow-up  for  at  least 
rohths  should  be  instituted  if  the  diag- 
os|qf  syphilis  is  suspected. 
arf  for  use  in  infants,  children  and 
recant  women  has  not  been  estab- 
>he 


Precautions:  The  usual  precautions 
should  be  observed  with  atopic  individ- 
uals. Clinical  effectiveness  should  be 
monitored  to  detect  evidence  of  devel- 
opment of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re- 
actions were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injec- 
tion site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  toler- 
ance studies  in  normal  human  volun- 
teers, the  following  were  noted:  a de- 
crease in  hemoglobin,  hematocrit  and 
creatinine  clearance;  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In 
single  and  multiple-dose  studies  in  nor- 
mal volunteers,  a reduction 'in  urine  out- 
put was  noted.  Extensive  renal  function 
studies  demonstrated  no  consistent 
changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep 
at  25° C and  use  within  24  hours  after 
reconstitution  with  diluent. 

Male  — single  2 gram  dose  (5  ml)  intra- 
muscularly. Patients  with  gonorrheal 
proctitis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther- 
apy should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  re- 


sistance is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramus- 
cularly is  preferred. 

Female—  single  4 gram  dose  (10  ml)  in- 
tramuscularly. 

How  supplied:  Vial s,  2 and  A grams 
— with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
w/v.  Reconstitution  yields  5 and  10  ml 
respectively  with  a concentration  of  spec- 
tinomycin  dihydrochloride  pentahydrate 
equivalent  to  400  mg  spectinomycin  per 
ml.  For  intramuscular  use  only. 

Susceptibility  Powder  — for  testing  in 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab- 
sorbed after  intramuscular  injection.  A 
two-gram  injection  produces  peak  serum 
concentrationsaveraging  about  100 
mcg/ml  at  one  hour  with  15  mcg/ml  at 
8 hours.  A four-gram  injection  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8 hours. 

For  additional  product  information,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  med  b-i  suwbi 


Upjohn 


The  Up|ohn  Company.  Kalamazoo,  Michigan  49001 


Two  dosage 
strengths- 
125  mg./5  ml. 
and 

250  mg. /5  ml. 


V-Cillin  KiPediatric 

potassium 


phenoxymethyl 

penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


1 

1 


*Based  on  Lilly  selling  price  to  wholesalers. 
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The  Silent  Epidemic— Venereal  Disease 

'"pHE  VENEREAL  DISEASES  have  reached  epidemic  proportions  in 
A the  United  States  and  in  many  other  parts  of  the  world.  Gonorrhea 
incidence  is  the  highest  in  recorded  history  and  is  increasing  at  the  rate 
of  14-16%  per  year.  Syphilis  incidence,  after  a short  decline  from  1965 
to  1969,  is  again  on  the  rise — and  at  an  accelerated  pace.  In  the  past  few 
months  some  urban  areas  have  shown  as  much  as  a 30-50%  increase  over 
the  1969  rates.  We  are  talking  about  a big  problem.  An  estimate  of  two 
million  cases  of  gonorrhea  and  80,000  cases  of  syphilis  were  treated  last 
year. 

While  there  has  been  justifiable  concern  with  other  serious  problems 
facing  this  country,  there  has  been  such  an  attitude  of  complacency  or 
defeatism  about  the  venereal  disease  problem  that  one  might  designate  it 
the  silent  epidemic.  However,  the  onslaught  and  spread  of  the  venereal 
diseases  cannot  be  silenced  and  I feel  that  we  must  meet  the  problem 
head  on.  Some  beginnings  in  this  direction  have  already  been  made,  as 
follows. 

On  April  19  and  20,  1971,  the  then  Undersecretary  of  HEW,  Dr. 
Roger  Egeberg  convened  a National  Commission  on  Venereal  Disease  to 
formulate  plans  to  correct  and,  hopefully,  to  bring  under  control  this 
venereal  disease  epidemic.  The  Commission  members  were  then  to  report 
their  suggestions  back  to  HEW  and  to  their  respective  organizations, 
American  Osteopathic  Association,  American  Medical  Association,  Amer- 
ican Public  Health  Association,  American  College  of  Physicians,  Na- 
tional Medical  Association,  American  Academy  of  Dermatology,  Ameri- 


can  Academy  of  Neurology,  American  College  of  Obstetricians  and 
Gynecologists,  American  Academy  of  General  Practice,  American  Ven- 
ereal Disease  Association,  American  Academy  of  Pediatrics,  Association 
of  American  Medical  Colleges,  American  Social  Health  Association, 
American  Urological  Association,  and  the  three  major  armed  services 
representing  the  Department  of  Defense. 

Subcommittees  were  formed  to  study  in  depth  the  scope  and  needs  in 
education,  communication,  and  basic  research;  to  evaluate  current  ven- 
ereal disease  control  methods  and  to  formulate  new  techniques  of  control, 
to  coordinate  the  activities  of  private  medicine  and  public  health,  and 
to  recommend  means  of  implementing  these  recommendations. 

In  the  past  year  there  has  been  an  encouraging  increase  in  interest  in 
the  venereal  disease  problem.  Many  physician  education  symposia  on 
venereal  disease  have  been  held  throughout  the  country,  probably  more 
than  in  any  single  year  to  date.  There  has  also  been  an  increasing  number 
of  articles  on  venereal  disease  in  medical  and  scientific  journals  and  in  lay 
journals  and  newspapers.  An  increasing  number  of  secondary  schools 
have  begun  to  include  venereal  disease  education  as  part  of  their  core 
curricula  with  only  sporadic  resistance  by  parents  to  this  type  of  instruc- 
tion. Drug  companies  have  furnished  financial  support  (with  no  strings 
attached)  for  venereal  disease  symposia  and  publications.  These  events 
constitute  a good  beginning,  although  a small  one  in  the  right  direction. 
Much  more  needs  to  be  done  in  case  finding,  epidemiology  and  education 
both  of  the  profession  and  the  public.  Perhaps  the  area  which  needs  much 
more  study  in  proportion  to  the  problem  is  research.  Hopefully,  more 
basic,  clinical,  epidemiologic,  and  behavioral  research  commensurate  with 
the  problem  will  be  forthcoming.  We  have  a big  challenge  and  the  tools 
to  meet  it.  With  a concerted  effort  the  venereal  disease  problem  could 
be  overcome. 

Harry  Pariser,  M.D. 


401  Colley  Avenue 
Norfolk,  Virginia  23  507 
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Headaches 


Chart  1 

Important  Descriptive  Symptoms  and  Signs: 
Location  of  pain. 

Character  of  pain,  intensity  of  pain,  and 
whether  this  intensity  is  changing. 
Type  of  onset  and  duration  of  pain. 
Frequency  of  pain,  and  duration  since 
onset,  and  whether  frequency  is  chang- 
ing. 

The  hour  of  occurrence. 

Factors  seeming  to  precipitate  the  pain, 
and  what  seems  to  ease  it. 

Associated  symptoms,  such  as  nausea, 
vomiting,  visual  disturbances,  obstruc- 
tion of  nose,  and  discharge  from  the 
nose. 

Participants: 

Michael  J.  Moore,  M.D.,  Internist 
Thomas  W.  deBeck,  M.D.,  Neurologist 
John  W.  Kolmer,  M.D.,  Otolaryngologist 
Nelson  G.  Richards,  M.D.,  Neurologist 
Ward  W.  Stevens,  M.D.,  Neurosurgeon 
Edgar  N.  Weaver,  M.D.,  Neurosurgeon 
Kenneth  D.  Tuck,  M.D., 
Ophthalmologist 
J.  Keith  Bohon,  D.D.S.,  Dentist 
Alexander  McCausland,  M.D.,  Internist- 
Allergist 

C.  L.  Crockett,  Jr.,  M.D.,  Internist 
Frank  A.  Strickler,  M.D.,  Psychiatrist 

Michael  J.  Moore,  M.D.:  Our  topic  for 
this  meeting  is  "Headache”,  a problem  which 
plagues  the  average  practitioner,  and  one 
which  many  practitioners  come  to  face.  It 
is  probably  one  of  the  most  frequent  com- 
plaints encountered  by  the  general  practi- 
tioner, the  family  practitioner,  the  intern- 
ist, the  neurologist,  the  ophthalmologist, 
otolaryngologist,  the  psychiatrist,  the  neuro- 
surgeon, and  even  our  friends  the  dentists 

Symposium  held  at  Community  Hospital  of  Roa- 
noke Valley,  Roanoke. 


also  deal  with  it.,  The  average  patient  in 
cities  such  as  ours  seem  to  believe  a headache 
indicates  a need  for  glasses,  and  they  make 
an  appointment  with  an  ophthalmologist 
and  get  tested  for  glasses  first,  and  generally 
proceed  from  there.  While  I don’t  recall  a 
specific  article  citing  percentages,  the  ma- 
jority of  headaches  probably  originate  from 
tension,  and  the  general  practitioner  and 
family  physician  might  be  the  ideal  first 
appointment.  With  this  introduction,  we 
will  proceed  to  call  upon  Dr.  deBeck  to 
review  the  anatomy  and  physiology  involved 
in  pain  in  the  head. 

Thomas  W.  deBeck,  M.D.:  I will  very 
briefly  describe  the  anatomical  features  and 
pathophysiology  of  headache.  Most  of  the 
extracranial  structures  are  pain  sensitive  and 
pain  from  lesions  that  are  extracranial  are 
felt  locally  with  considerable  specificity  in 
regard  to  location.  The  intracranial  struc- 
tures that  produce  pain  when  stimulated  are 
the  meningeal  arteries,  those  arteries  at  the 
base  of  the  brain,  and  their  main  branches, 
the  large  venous  sinuses  and  their  tributaries, 
the  dura  at  the  base  of  the  skull  and  the 
upper  cervical,  and  5th,  9th,  and  10th 
cranial  nerves.  The  brain  itself,  the  dura 
over  the  hemispheres,  and  the  remaining 
structures  are  relatively  insensitive  to  pain. 
The  commonly  regarded  basic  mechanisms 
for  the  production  of  headache  are  traction, 
compression,  and  inflammation.  For  exam- 
ple, traction  on  intracranial  vessels  is  men- 
tioned as  frequent  cause  of  headaches.  Dis- 
tention and  dilation  of  intracranial  arteries 
is  important  in  migraine  for  example.  Pres- 
sure on  cervical  and  cranial  nerves  contain- 
ing pain  afferents  from  the  head,  and  in- 
flammation, underly  the  remainder  of 
headaches.  Any  of  these  mechanisms,  alone 
or  in  combination,  may  cause  a particular 
headache.  In  general,  stimulation  of  pain 
sensitive  structures  above,  the  tentorium 
causes  pain  to  be  felt  from  the  trigeminal 
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pathways,  and  results  in  localization  an- 
terior to  a vertical  plane  drawn  through  the 
ears.  Structures  that  are  below  the  ten- 
torium cause  pain  to  be  perceived  posterior 
to  this  plane  in  the  mastoid,  occipital,  and 
posterior  cervical  regions.  Here,  it  is  trans- 
mitted by  the  upper  3 cervical,  and  the  9th 
and  10th  cranial  nerves.  Diseases  of  extra- 
cranial structures  such  as  the  eyes,  ears,  and 
sinuses  produce  their  pain  through  stimula- 
tion of  cranial  and  cervical  nerves.  Toxic 
and  metabolic  factors  frequently  operate 
through  the  mechanism  of  distention  of 
intracranial  arteries  and  in  association  with 
various  biochemical  changes.  Substances 
such  as  5-hydroxy-tryptamine,  bradykinin, 
kaladin,  and  histamine  are  capable  of  dilat- 
ing arteries  and  stimulating  pain  receptors. 
Structural  lesions  such  as  tumors  usually 
produce  headache  through  traction  and  dis- 
placement. Hemorrhage  and  infection  may 
act  in  this  manner  as  well  as  by  inflamma- 
tion. The  pathophysiology  of  certain  rela- 
tively specific  types  of  headaches  such  as 
migraine  and  the  post-traumatic  variety  is 
not  clearly  established.  Tension  headaches 
resulting  from  psychological  disturbances 
are  often  associated  with  vasodilation,  and 
with  stimulation  of  pain  receptors  in  pos- 
terior cervical  and  frontotemporal  muscles 
as  a result  of  their  prolonged  contraction. 

Dr.  Moore:  With  this  review  of  pain 
mechanisms,  there  are  some  questions  which 
can  be  asked  initially  of  the  patient  with  a 
complaint  of  headache,  such  as:  Location  of 
pain;  character  of  pain;  type  of  onset  and 
duration  of  pain;  frequency  and  duration 
since  onset;  the  hour  of  occurrence;  what 
seems  to  precipitate  the  pain,  and  what 
might  serve  to  ease  it.  Next,  I would  like 
to  call  on  the  panel  members  for  additions 
to  this  list. 

Dr.  deBeck:  In  addition  to  whether  the 
frequency  is  changing,  intensity  should  also 
be  on  your  list,  as  well  as  changes  in  inten- 
sity. I also  think  that  associated  symptoms 
and  factors  should  be  included  such  as: 


nausea,  vomiting,  visual  disturbances,  ob- 
struction or  discharge  from  the  nose,  and 
other  neurological  symptoms. 

Dr.  Moore:  With  these  items  added  to 
our  descriptive  list,  I would  like  now  to 
discuss  these  by  using  symptoms  to  differen- 
tiate them  into  two  main  divisions:  (1) 
Vascular,  (2)  Non-vascular.  Do  any  par- 
ticular symptoms  or  signs  come  to  mind 
which  you  think  are  characteristic  to  one  or 
the  other  of  these  arbitrary  divisions? 

John  W.  Kolmer,  M.D.:  I would  be  in- 
terested in  whether  pain  is  pulsating,  and 
whether  there  is  a swishing  sound  in  the 
head;  also,  whether  compression  over  the 
temporal  arteries  helped  in  relieving  the 
pain. 

Dr.  deBeck:  I might  mention  that  a 
vascular  headache  is  usually  a throbbing 
headache,  characteristically,  as  compared  to 
a headache  of  the  nonvascular  group  which 
would  be  different  in  character  with  dull, 
aching,  steady  pain,  without  a pulsating 
quality. 

Dr.  Moore:  I would  now  like  to  begin  to 
discuss  a series  of  patients  theoretically  re- 
ferred from  physicians’  offices  to  consul- 
tants, and  with  a probable  diagnosis.  First, 
we  will  discuss  one  referred  by  me  to  Dr. 
Nelson  Richards  with  the  comment  that  I 
think  the  patient  might  have  a tension  head- 
ache. I am  curious  to  know  what  studies 
he  would  feel  were  indicated  for  such  a 
patient. 

Nelson  G.  Richards,  M.D.:  I think  that 
the  classification  of  headaches  has  changed 
considerably  over  the  years  and  there  is 
growing  gradually  a concept  that  tension 
headaches  and  vascular  headaches  are  not  the 
same,  although  they  both  occur  in  the  same 
individual.  If  you  think  of  tension  head- 
ache as  being  that  which  occurs  at  5:00  on 
Friday  afternoon  when  the  office  is  full, 
the  phone  is  ringing,  the  secretary  is  trying 
to  leave,  and  everything  else  is  going  on  that 
you  would  rather  not  have  happen,  that 
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grabbing  in  the  back  of  your  neck,  and  in 
your  "temples”  is  tension  headache.  This 
is  quickly  relieved,  usually  whenever  you 
get  over  whatever  catastrophe  is  going  on, 
and  get  to  something  that  causes  relaxation, 
whatever  it  may  be — solution  of  problem  or 
some  other  way  to  get  relaxation.  Vascular 
headache  of  a migraine  type,  on  the  other 
hand,  does  not  occur  at  time  of  tension,  al- 
though it  occurs  in  tense  people.  This  dif- 
ferential, I think,  causes  great  difficulty  in 
treating  patients,  and  if  there  is  one  thing 
that  a neurologist  usually  does,  it  is  to 
straighten  out  the  mechanisms  of  medica- 
tion that  are  being  used,  and  to  tell  the  pa- 
tient when  to  use  which  medication.  For 
example,  a medication  of  the  ergot  group 
would  have  no  effect  on  a tension  headache. 
Likewise,  a medication  of  the  Valium  va- 
riety would  have  no  effect  on  a migraine 
patient  when  their  head  is  pounding,  unless 
you  literally  put  them  to  sleep.  Vascular 
headache  of  migraine  type,  by  character, 
is  one  which  awakens  the  patient  in  the 
night,  or  is  there  upon  awakening  in  the 
morning.  Playing  the  pure  and  simple  per- 
centage, if  the  headache  awakens  the  patient 
in  the  morning,  or  is  there  when  he  awakens 
in  the  morning,  it  is  most  likely  a vascular 
headache,  providing  it  is  a chronically  re- 
curring headache,  and  not  something  that 
is  new.  I think  that  the  important  thing  in 
trying  to  discuss  headache  with  people  is  to 
describe  to  them  how  their  particular  head- 
ache takes  place  physiologically,  and  how 
it  can  be  documented.  In  vascular  head- 
aches, a pulse-wave  plethysmograph  on  the 
patient’s  temporal  artery  during  a headache 
will  produce  large  waves.  The  recording 
during  the  earlier  arterial  contraction  phase 
with  scotomata  or  hemiplegia  will  show 
smaller  waves  without  head  pain.  Throbbing 
is  probably  the  best  sign  of  vascular  head- 
ache, but  there  are  some  people  who  ex- 
perience vascular  headaches  without  this 
symptom,  and  who  may  complain  instead  of 
symptoms  of  a tightening  vise  or  indian 
headband  around  their  head.  Such  patients 


will  respond  to  vasoconstrictor  medications, 
so  presumably  it  is  a vasodilatory  headache. 
Neurokinen  is  found  around  arteries  which 
have  been  dilated  for  a prolonged  period. 
This  is  an  irritating  substance  similar  to 
bradykinen  and  is  the  cause  of  the  scalp 
irritation  after  a vascular  headache.  This 
substance  which  accompanies  the  vascular 
headaches  makes  the  head  tender,  and  it  is 
difficult  for  girls  to  back-comb  their  hair 
for  one  to  two  hours  after  having  a head- 
ache, and  it  usually  leaves  them  with  a "sore 
head”  on  the  following  day. 

As  I mentioned  earlier,  it  is  useful  to 
describe  the  physiologic  sequence  of  vascular 
headaches  as  a means  of  telling  the  patient 
how  to  use  his  medicines.  For  best  results, 
you  have  to  give  an  ergot  preparation  in  a 
way  to  avoid  its  associated  effects  on  the 
gastrointestinal  tract,  and  bypass  the  stom- 
ach when  that  is  possible.  Suppository,  in- 
halers, sublingual  tablets  are  all  available  and 
convenient.  Now  this  same  patient  with  the 
pounding  vascular  headache  is  naturally 
walking  around  with  his  head  held  in  a rigid 
position  to  minimize  the  intensifying  effects 
of  shaking  his  head,  jostling,  etc.,  and  there- 
by contracts  the  neck  muscles,  with  the  end 
result  a muscle  tension  headache  which 
radiates  up  the  back  of  the  neck.  This  is 
a tight,  painful  sensation,  which  is  felt  at 
the  time  of  tension,  in  contradistinction  to 
the  vascular  headache  which  begins  at  times 
of  relaxation,  such  as  the  vacation  headache, 
the  weekend  headache,  the  Friday  night 
headache,  the  fishing  trip  headache,  all  of 
which  are  of  the  migraine  character.  To 
take  care  of  the  tension  headache,  you  have 
to  do  something  to  relax  tension,  whatever 
it  may  be,  such  as  an  analgesic  plus  a bit  of 
sedative,  or  be  it  a muscle  relaxant  such  as 
Diazepram.  So,  in  the  management  of  a 
patient  with  a tension-vascular  headache 
of  the  migraine  type,  I would  recommend 
( 1 ) a medication  which  would  cause  vaso- 
constriction at  the  onset  of  a vascular  head- 
ache of  a throbbing,  pounding,  constricting 
variety,  and  which  may  be  preceded  by  sco- 
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tomata,  and  which  may  eventually  lead  to 
tenderness  of  the  scalp;  (2)  a muscle  relax- 
ant such  as  Valium  to  cause  the  patient  to 
work  at  a lower  level  of  anxiety,  and  (3) 
finally,  a relatively  good  and  effective  anal- 
gesic for  his  pain.  As  far  as  where  to  stop 
the  workup,  I think  most  of  the  time  in 
neurologic  diagnosis,  until  you  get  a focal 
sign,  you  do  not  go  any  further. 

Dr.  Moore:  Thank  you,  I will  next  ask 
you  about  a patient  who  has  tension  head- 
aches, who  is  really  "tuned  in”  on  them, 
and  whose  symptoms  are  experienced  daily 
for  several  days  or  weeks.  From  your  point 
of  view,  does  it  help  to  put  this  person  on 
regular  analgesic  medication  in  a dosage  of 
two  to  three  tylenol  or  bufferin  tablets  at 
meals  and  bedtime,  to  be  taken  every  day 
for  four  to  five  days?  This  has  worked  well 
for  me,  and  it  has  been  my  thought  that  it 
serves  as  a means  of  distracting  his  attention 
from  noticing  the  pain,  and  to  avoid  his 
anxieties  which  increase  when  it  takes  the 
analgesic  medication  one  to  two  hours  to 
relieve  his  pain. 

Dr.  Richards:  Usually,  the  vascular  head- 
ache patient  will  have  it  a couple  of  times  a 
week,  or,  when  income  tax  is  coming  due, 
or  will  have  them  in  clusters,  which  is  also 
called  Horton’s  headache.  It  is  a vascular 
headache  which  is  different  from  the  mi- 
graine headache  type  in  that  the  cluster  head- 
ache usually  lasts  for  one  or  two  hours, 
frequently  comes  on  during  the  daytime 
in  contradistinction  to  the  migraine  vascular 
headache  which  may  often  develop  at  night 
time,  or  first  thing  in  the  morning;  it  may 
occur  two  to  three  times  during  the  day, 
or  it  may  occur  daily  for  six  weeks,  and  then 
disappear,  and  doesn’t  come  again  until  the 
season  changes.  These  are  the  people  who 
may  be  relieved  by  Sansert.  The  patient 
with  the  frequent  headache  which  you  de- 
scribe, and  treated  with  regular  analgesic 
with  a good  response,  are  not  ones  whom  I 
see,  and  this  may  be  because  the  practitioners 
who  see  them  are  controlling  their  symp- 


toms, and  have  no  need  to  refer  them. 
Frankly,  if  somebody  gets  to  a point  of 
having  headaches  so  badly  they  can’t  func- 
tion, the  best  thing  to  do  for  them  is  to  put 
them  in  the  hospital  and  shut  the  door,  and 
leave  them  there  for  a period  of  three  or 
four  days.  If  they  don’t  get  better  in  three 
to  four  days  despite  symptomatic  treatment, 
it  is  most  likely  that  you  are  not  dealing 
with  a vascular-tension  headache.  Most  of 
these  people  should  get  better  in  three  to 
four  days,  unless  they  happen  to  be  doctors 
or  nurses,  who  are  particularly  reactive  to 
the  hospital.  As  far  as  using  long-term 
analgesic-type  medications,  I think  most 
of  this  group  are  tension  headaches,  and  that 
Valium,  and  a little  bit  of  analgesic  might 
help. 

Dr.  Moore:  We  will  now  discuss  the  next 
patient,  who  is  one  seen  by  me  as  his  family 
physician,  experiencing  headaches,  and  re- 
ferred to  Dr.  Ward  Stevens  by  me  as  a pos- 
sible brain  tumor.  When  there  is  nothing 
obvious  such  as  a choked  disc,  or  paralyzed 
arm,  is  there  a symptom  or  sign  other  than 
such  real  obvious  ones  which  particularly 
concerns  you  when  you  receive  such  a re- 
ferral. 

Ward  Stevens,  M.D.:  Well,  I think  I will 
preface  any  remarks  I make  with  re-empha- 
sis of  Nelson’s  remarks  that  without  any 
focal  signs,  I would  be  reluctant  to  pursue 
the  diagnosis  of  mass  lesion  with  encephalo- 
grams or  arteriograms.  However,  I think 
we  can  throw  in  here  the  headache  syn- 
dromes seen  in  children.  We  haven’t  men- 
tioned too  much  about  that  aspect  of  head- 
ache, and  as  a neurosurgeon,  I think  this  is 
about  the  only  time  that  you  can  rely  rather 
significantly  on  the  history  of  headache,  and 
the  type  of  headache  that  a child  complains 
about.  Brain  tumor  warrants  consideration 
because  most  children  will  not  persist  with 
a complaint  of  headache  for  any  significant 
period  of  time  unless  it  is  a pathological 
process.  Specifically,  if  a child  experiences 
a suboccipital  headache  on  bending  the  head 
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forward,  or  screams  with  pain  from  this 
maneuver,  you  should  think  of  tonsillar 
herniation  as  a possibility.  Holding  the  head 
with  a tilt  to  one  side,  steadily,  and  com- 
plaining of  headache  is  an  equally  helpful 
and  obvious  clue.  The  majority  of  adults 
that  I have  seen  since  entering  the  private 
practice  of  neurosurgery  would  fall  into  the 
categories  of  tension  and  vascular  headache 
syndromes.  There  is  no  fine  point  of  history 
which  would  likely  help  me  to  decide  wheth- 
er the  patient  should  be  pursued  with  diag- 
nostic tests,  and  I would  think  that  I would 
be  often  quite  dependent  upon  my  referring 
physician’s  impression.  If  this  is  a patient 
he  has  been  following  for  a good  period  of 
time  with  headache-type  symptoms,  and  he 
didn’t  feel  that  this  man  or  woman  was 
really  tense,  and  there  is  something  about 
the  symptoms  which  has  him  thinking  it 
may  be  pathological,  then  I would  be  in- 
fluenced by  his  judgment,  and  opinion,  and 
would  probably  launch  diagnostic  studies. 
I say  this  because  I think  that  only  through 
a period  of  time  can  you  hope  to  get  a "feel- 
ing” about  people’s  headache  syndromes, 
and  whether  you  feel  there  is  a reason  for 
them  other  than  tension. 

Dr.  Moore:  Among  the  brain  tumor  pa- 
tients you  encounter,  and  those  with  brain 
abscess,  what  would  be  your  "off-the-cuff” 
estimate  regarding  the  percentage  of  them 
who  experience  headache,  and  complain  of 
it. 

Dr.  Stevens:  I would  say  that  95%  of 
the  brain  tumor  patients  would  have  a his- 
tory of  headache  at  one  time  or  the  other. 

Dr.  Moore:  The  next  patient  is  one  that 
a practitioner  is  sending  to  Dr.  deBeck:  this 
patient  has  symptoms  which  have  the  doc- 
tor considering  tic  douloureux,  temporal 
arteritis,  and  he  is  also  wondering  about  mi- 
graine. This  patient’s  complaints  have  been 
a little  baffling  to  him,  and  he  has  asked 
for  an  opinion.  In  his  discussion,  I will  ask 
him  to  emphasize  differential  points. 

Dr.  deBeck:  The  differentiation  of  mi- 


graine from  temporal  arteritis  and  trige- 
minal neuralgia  is  not  difficult.  Temporal 
arteritis  may  cause  unilateral  headache,  but 
unlike  migraine,  it  occurs  after  the  age  of 
40  and  most  commonly  affects  more  elderly 
patients.  The  headache  of  arteritis  is  severe 
with  a deep,  aching  quality,  and  there  is 
often  a burning  sensation  associated  with 
it.  These  characteristics  are  unusual  in  the 
vascular  headache  of  the  migraine  type.  Sim- 
ilar to  vascular  headache,  at  times  the  pa- 
tient with  temporal  arteritis  may  have  a 
pounding  sensation.  The  temporal  arteries 
are  usually  prominent  and  quite  tender  dur- 
ing the  acute  stage  of  the  illness.  It  is  im- 
portant to  recognize  this  particular  headache 
promptly  because  early  treatment  may  pre- 
vent the  blindness  that  occurs  in  about  a 
third  of  patients  with  this  type  of  illness. 
Patients  with  this  disease  characteristically 
have  an  elevated  sedimentation  rate,  they 
have  some  evidence  of  a low  grade  infection, 
and  in  the  majority  of  cases,  they  can  be 
diagnosed  by  biopsy  of  the  temporal  artery. 
Over  half  the  patients  with  this  disease  have 
pain  with  mastication,  and  they  may  have 
this  as  their  presenting  symptom.  Trige- 
minal neuralgia,  like  temporal  arteritis,  is 
more  common  in  the  older  age  groups.  It 
differs  in  that  the  pain  is  more  severe  and 
lancinating  in  character.  It  is  much  briefer 
in  duration  and  lasts  only  for  a few  seconds, 
and  then  disappears  completely  rather  than 
persisting.  There  may  be  a series  of  these 
shot-like  pains,  and  attacks  may  occur  over 
the  course  of  a few  days,  or  may  last  months, 
if  not  treated.  The  pain  is  not  primarily 
in  the  temporal  region  as  it  is  in  temporal 
arteritis,  but  is  usually  confined  to  the  sec- 
ond and  third  divisions  of  the  trigeminal 
nerve,  and  it  is  quite  unusual  in  the  ophthal- 
mic division.  The  well  known  triggerzones 
that  occur  in  trigeminal  neuralgia  aren’t 
present  in  temporal  arteritis  or  migraine, 
but  in  trigeminal  neuralgia,  the  face  pain  is 
unilateral.  Trigeminal  neuralgia  may  occur 
on  both  sides,  but  it  never  does  simultane- 
ously. The  clinical  features  of  migraine  have 
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already  been  discussed  by  Dr.  Richards,  and 
the  clinical  features  of  temporal  arteritis 
and  trigeminal  neuralgia  are  such  that  they 
would  not  ordinarily  be  confused  with  mi- 
graine or  with  each  other.  There  are  sev- 
eral other  conditions,  however,  that  do  sim- 
ulate the  headache  of  migraine,  such  as 
vascular  malformations,  cerebral  artery 
aneurysms,  tumors,  glaucoma,  seizure  equiv- 
alents, hypertension,  pheochromocytoma 
causing  vascular  headaches,  and  at  times, 
psychogenic  headaches. 

Dr.  Moore:  Our  next  patient  for  consid- 
eration is  one  who  has  had  a recent  head 
injury,  and  who  has  been  referred  to  a neu- 
rosurgeon with  regard  to  this.  The  history 
is  that  he  was  struck  on  the  head  with  some 
object,  and  continues  to  complain  of  head- 
aches. The  physician  is  wondering  if  he 
might  have  a concussion  or  if  he  might  have 
a subdural  hematoma.  Texts  written  on  the 
subject  of  headache  usually  list  those  follow- 
ing injury  in  a category  of  "post-trau- 
matic”, and  don’t  subdivide  them.  What 
would  you  think  would  be  helpful  points 
for  you  in  determining  whether  to  do  fur- 
ther studies,  or  whether  to  dispense  with 
them? 

Dr.  Stevens:  This  is  a very  common  sit- 
uation that  you  see  always  as  a neurosur- 
geon, and  a large  percentage  of  these  cases 
will  have  some  type  of  legal  connotation  to 
them,  which  I think  is  an  important  factor 
in  evaluating  the  patient.  Strictly  from  the 
practical  standpoint,  and  in  an  attempt  to 
give  some  definite  ground  rules,  I will  make 
some  comments  on  this  range  of  patients. 
We  are  all  familiar  with  the  post-concussion 
syndrome,  and  people  will  indeed  have  per- 
sistent headaches  after  injury.  I don’t  think 
any  of  us  can  say  definitely  "why”,  but  it 
occurs.  As  to  whether  the  head-injured 
patient  has  a subdural  hematoma,  this  possi- 
bility becomes  quite  slim  as  time  goes  by. 
I assume  that  the  patient  of  whom  we  are 
speaking  is  four  to  seven  weeks  or  more 
post-injury,  and  you  can  have  about  95% 


confidence  that  a subdural  hematoma  hasn’t 
occurred  if  (a)  the  period  of  four  to  six 
weeks  or  more  has  elapsed,  (b)  the  head 
trauma  was  mild,  and,  (c)  the  individual 
injured  is  not  an  alcoholic,  or  one  with  a 
propensity  to  develop  a chronic  subdural 
hematoma.  In  order  to  follow  this  individ- 
ual in  a manner  to  minimize  concern  and 
worry  over  development  of  a subdural  he- 
matoma later,  I think  that  routine  office 
visits  should  be  carried  out  for  a period  of 
five  to  six  months.  In  certain  selected  cases, 
echoencephalograms  may  be  helpful  in  pick- 
ing up  a clot,  unexpectedly,  but  I wouldn’t 
do  this  study  as  a routine  follow-up  for  all 
head-injury  cases.  You  can  also  follow  sim- 
ilar patients  with  electroencephalograms, 
but  not  as  regular  and  usual  routine.  With 
regard  to  drug  treatment  of  such  cases,  I 
think  it  should  be  minimal,  and  I don’t  favor 
anything  more  than  mild  analgesics. 

Dr.  Moore:  Realizing  that  some  of  the 
head-injury  patients  will  be  sent  to  a neu- 
rologist, I would  like  to  describe  two  pa- 
tients being  referred  to  Dr.  Richards — one 
who  was  injured  a week  ago,  and  one  who 
has  a history  of  injury  one  month  ago,  and 
both  complaining  of  persistent  headaches. 
The  referring  physician  is  again  concerned 
over  subdural  hematoma  and/or  concussion. 

Dr.  Richards:  Be  thinking  of  subdural 
all  the  time  in  anybody  who  has  been  hit 
on  the  head.  Post-traumatic  syndrome  and 
post-traumatic  state  are  difficult  terms.  This 
post-traumatic  state  may  have  headache, 
may  have  neckache,  may  have  blurring  of 
vision,  may  have  dizziness,  may  have  dental 
pain,  may  have  anything  else,  but  you 
haven’t  said  that  it  is  a definite  syndrome — 
it  is  the  post-traumatic  state.  I believe  the 
legal  people  won’t  get  us  into  too  much 
trouble  with  this  choice  of  terminology, 
and  if  you  need  a reference  for  this,  there  is 
an  excellent  monograph  being  published 
now  by  Earl  Walker  on  the  "Late  Effects 
of  Head  Injury”.  As  to  how  to  follow  these 
people,  the  biggest  point  about  a headache 
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is:  "Is  it  new?”  Is  it  the  same  old  headache, 
but  just  a little  worse — one  which  you’ve 
had  for  years?  Or,  if  this  is  a new  kind  of 
headache?  The  only  one  that  knows  this 
answer  is  the  patient  with  the  head  pain, 
and  if  you  can  get  them  to  say  it  is  not  a 
new  headache,  but  is  the  "same  old  head- 
ache”, but  just  a little  bit  worse,  that  you 
will  feel  confident  that  it  is  not  related  to 
the  recent  injury,  and  that  subdural  hema- 
toma and  post-traumatic  state  can  be  ex- 
cluded. However,  if  they  say  it  is  a new 
headache,  in  a new  location,  and  it  is  a new 
type  of  head  pain,  and  nothing  ever  experi- 
enced like  it  before,  then  I start  worrying 
about  it.  As  to  the  diagnostic  studies  for 
evaluation,  and  follow-up,  I think  the  echo- 
encephalogram  is  very  good,  because  it  can 
provide  useful  information,  and  is  totally 
painless  and  harmless.  It  gives  you  some- 
thing to  lean  on  if  there  is  a definite  shift 
or  not  and  also  makes  the  patient  feel  that 
something  is  being  done  which  the  patient 
regards  as  better  than  the  history  and  phys- 
ical examination.  The  electroencephalo- 


gram is  a very  good  test  to  get  as  early  as 
possible  in  any  head  trauma,  mainly  for 
a baseline,  but  don’t  lean  on  it  too  heavily 
to  diagnose  subdural  hematomas.  Subdural 
hematomas  fail  to  show  up  always  on  EEGs, 
and  using  it  exclusively  you’ll  miss  more 
than  you’ll  see.  Concluding,  I’d  say  that 
post-traumatic  headaches  of  concussion  and 
subdural  hematomas  are  unlikely  to  be  con- 
fused with  the  headaches  of  a patient  who 
has  tension-vascular-migraine  headache, 
which  is  the  common  garden-variety  that 
make  up  90%  of  patients  walking  into  your 
office  with  chief  complaint  of  headache. 

Dr.  Moore:  In  the  discussion  thus  far, 
no  one  has  happened  to  comment  on 
the  therapeutic  and  diagnostic  benefits  of 
rest  in  bed  for  the  patient  who  was  injured 
one  or  two  days  ago,  and  who  is  experienc- 
ing headache,  dizziness  and  nausea.  We  will 
now  conclude  the  first  half  of  our  confer- 
ence on  headache,  to  resume  again  for  the 
second  half  in  the  near  future. 

( Continued  in  next  issue  of 
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A Familial  Disorder  Characterized  by 
Hepatosplenomegaly  Presenting  as  “Preleukemia” 


Several  siblings  presented  with 
signs  and  symptoms  suggestive  of 
“ preleukemia ” or  iiprelympho- 
ma After  long-term  follow-up, 
no  neoplastic  disease  has  devel- 
oped. 


N OCCASION  ONE  SEES  A CASE 
which  does  not  conform  to  any  previ- 
ously described  clinical  or  pathologic  en- 
tity. The  family  described  herein  is  such 
a case.  The  initial  presentation  of  the  fam- 
ily was  EB,  an  infant  with  hepatospleno- 
megaly, lymphadenopathy,  and  an  elevated 
peripheral  leukocyte  count.  No  definitive 
diagnosis  was  rendered  either  here  or  at  an- 
other university  hospital,  but  a "preleuke- 
mic” or  "prelymphoma”  state  was  hypothe- 
sized. It  was  subsequently  found  that  EB’s 
two  half  brothers  also  had  an  elevated  pe- 
ripheral leukocyte  count;  one  had  hepato- 
splenomegaly and  the  other  had  splenomeg- 
aly. The  children’s  mother  has  splenomeg- 
aly and  her  first  cousin  has  had  thrombocy- 
topenic purpura.  At  12  years  EB,  being 
clinically  well,  was  admitted  to  a hospital 
for  elective  surgery.  He  succumbed  follow- 
ing an  ill-defined  idiosyncratic  course.  His 
autopsy  findings,  the  clinical  history  of  the 
family,  and  some  possible  pathogenetic 
mechanisms  are  discussed. 

From  the  Department  of  Pathology,  Medical  Col- 
lege of  Virginia,  Richmond. 


JAMES  L.  HOLIMON,  M.D. 

Cleveland,  Ohio 

GORDON  E.  MADGE,  M.D. 

Richmond,  Virginia 

Case  Presentations 

EB,  the  first  and  central  figure  in  this  re- 
port, presented  at  18  months  with  abdomi- 
nal swelling.  On  physical  exam  he  was  a 
vigorous,  healthy  child  with  shotty  lymph- 
adenopathy in  cervical  and  inguinal  regions 
and  splenomegaly.  Leukocyte  count  ranged 
from  10,000  to  30,000  with  70%  lympho- 
cytes. Histologic  examination  of  a lymph 
node  revealed  hyperplastic  lymphadenitis. 
No  diagnosis  was  rendered  but  leukemia 
and/or  lymphoma  was  to  be  ruled  out  by 
close  follow-up.  At  22  months  he  had  hepa- 
tomegaly. Curiously,  his  mother  reported 
that  his  spleen  and  liver  periodically  swelled 
and  then  decreased  in  size.  At  36  months  he 
was  referred  to  a medical  university  in  a 
neighboring  state.  Their  findings  were  the 
same  and  they  made  no  diagnosis,  but  they 
did  treat  him  with  metacorten,  phenobar- 
bital  and  erythromycin  on  a daily  basis. 
Seven  months  later  he  returned  with  ab- 
dominal distress,  nausea,  vomiting,  but  no 
localizing  signs.  He  had  a "buffalo  hump,” 
obesity  and  abdominal  striae.  The  medica- 
tions were  stopped.  At  48  months  EB  had 
a staphylococcal  pneumonia  and  hemophilus 
conjunctivitis.  In  an  asymptomatic  period 
at  5 2 months,  lymph  node,  muscle  and  skin 
biopsies  were  studied  for  storage  diseases  and 
neoplasia.  Again,  no  diagnosis  could  be 
made.  At  seven  years  the  child  had  partial 
large  bowel  obstruction,  which  was  relieved 
by  barium  enema.  At  nine  years  EB  suf- 
fered trauma  to  the  right  eye,  had  hyphe- 
ma, secondary  glaucoma  and  lost  the  sight 
in  that  eye.  At  12  years  the  damaged  eye 
was  removed  for  cosmetic  purposes.  Ten 
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days  post  surgery  he  had  chest  and  abdomi- 
nal pain  and  developed  a non-blanching 
rash  in  skin  creases.  The  operative  wound 
was  infected  with  Staphylococcus  aureus 
and  a gram-negative  bacillus  and  was 
treated  with  appropriate  antibiotics.  He  de- 
veloped a duodenal  hematoma,  then  severe 
gastrointestinal  bleeding.  Although  he  re- 
ceived multiple  units  of  whole  blood,  packed 
cells  and  fresh  frozen  plasma,  his  hematocrit 
continued  to  fall;  he  developed  aspiration 
pneumonia  and  died  three  weeks  post  op. 
His  serum  protein,  immunoglobulin  levels, 
and  immunoglobulin  electrophoresis  were 
normal  at  all  ages. 

BC,  a half  brother  of  EB,  first  presented 
at  16  months  with  hepatosplenomegaly 
without  lymphadenopathy.  The  family  re- 
lationships are  shown  in  Figure  1.  His  leu- 


+ (5)  (7)  (10) 

Fig.  1.  Family  legend  (after  Stanbury  et  al.9). 

kocyte  count  was  21,000 — 29,000  with 
60%  lymphocytes.  Bone  marrow  examina- 
tion revealed  a lymphocytosis.  Once  again 
the  child  was  to  be  watched  closely  for  de- 
velopment of  leukemia.  At  25  months  he 
had  a traumatic  subcutaneous  hematoma 
which  recurred  several  times.  His  leukocyte 
count  was  28,100  with  50%  lymphocytes. 
Although  he  has  frequent  "colds”  and  oc- 
casional "hives”,  the  child  is  now  five  years 
old. 

The  other  half  brother,  MC,  had  neonatal 
jaundice  without  sequelae.  At  1 month 
he  had  a repair  of  an  incarcerated  right  in- 
guinal hernia.  At  30  months  he  was  seen 
for  a left  inguinal  hernia.  Physical  exam 
revealed  an  undescended  left  testis  and 


splenomegaly.  Leukemia  and  lymphoma 
were  again  considered,  but  no  diagnosis  was 
made.  The  patient  is  now  asymptomatic  at 
eight  years. 

BBC,  the  mother  of  the  three  boys,  was 
examined  and  found  to  have  an  enlarged 
spleen.  She  is  in  good  health  at  37  years. 
MF,*  a paternal  first  cousin  to  BBC,  had 


Fig.  2.  Section  of  liver  showing  acute  leukocytic  infiltrate, 
acute  arteritis,  and  recanalizing  thrombus  (hematoxylin- 
eosin  x 40). 


an  unclassified  thrombocytopenic  purpura 
treated  by  splenectomy  at  age  25.  She  is 
now  3 5 and  well. 

Postmortem  examination  of  EB  revealed 
an  underdeveloped,  adequately  nourished 
pubescent  male.  The  right  orbit  contained 
pus,  necrotic  debris,  and  granulation  tissue. 
Crusted  erythematous  maculopapular  le- 
sions were  most  marked  over  the  dorsal 

*MF  resides  in  a distant  state  and  was  unavailable 
for  interview. 
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aspects  of  the  lower  extremities.  Pre-  and 
postmortem  sections  of  skin  revealed  a pro- 
liferative vasculitis  in  contrast  to  normal 
skin  at  age  three.  The  tracheobronchial  tree 
contained  a milky  white  fluid  identical  to 
that  found  in  the  stomach.  He  had  pulmo- 
nary atelectasis  particularly  marked  in  the 
left  lower  lobe  where  there  was  a 300  ml 
serous  pleural  effusion.  The  peritoneal  space 
contained  15  00  ml  of  bloody  fluid.  The 
1 5 00  gm  liver  had  recent  occlusive  thrombi 


Fig.  3.  Composite  of  lymph  nodes  with  1959  surgical  pa- 
thology biopsy  on  left  and  autopsy  lymph  node  on  right. 
Notice  loss  of  follicles  and  cellular  infiltrate  in  autopsy 
specimen  (hematoxylin-eosin  x 40). 

in  major  vessels,  one  of  which  had  ruptured 
allowing  a 5 00  gm  clot  to  form  under  Glis- 
son’s  capsule  (Fig.  2).  Liver  histology 
showed  an  acute  and  resolving  arteritis  with 
an  infiltrate  of  neutrophils,  lymphocytes 
and  eosinophils.  Some  vessels  had  recent  and 
organizing  thrombi.  Although  the  portal 
areas  had  a lymphocytic  infiltrate  and  re- 
generating bile  ducts,  the  parenchymal  cells 
were  relatively  unaffected.  A review  of  the 


liver  biopsy  at  three  years  showed  a slight 
periportal  lymphocytic  infiltrate. 

There  was  generalized  lymphadenopathy. 
The  firm,  white,  1-3  cm  nodes  had  an  al- 
most complete  loss  of  germinal  centers  in 
definite  contrast  to  the  one-year  and  three- 
year  lymph  node  biopsies  which  showed 
very  active  germinal  centers  (Fig.  3).  The 
postmortem  nodes  were  diffusely  replaced 
by  plasma  cells,  many  of  which  were  bi- 


Fig.  4.  Lymph  node  at  autopsy  showing  diffuse  infiltration 
or  proliferation  by  plasma  cells  many  of  which  show 
ple.morphism  and  hyperchromaticity  (hematoxylin- 
eosin  x 380). 

and  tri-nucleate  and  some  even  had  pleo- 
morphic irregular  giant  nuclei  (Fig.  4). 
Germinal  centers  were  absent  from  the  soft 
2 50  gm  spleen  which  also  had  normal  and 
abnormal  plasma  cells.  Bone  marrow  from 
vertebrae  and  rib  was  hypercellular  with  in- 
creased megakaryocytes;  all  elements,  in- 
cluding proliferating  plasma  cells,  were 
present. 
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The  kidneys  were  swollen  and  pale;  the 
capsule  stripped  easily,  but  the  cortical  sur- 
faces were  studded  with  petechiae.  The 
walls  of  the  medium  sized  vessels  showed  fi- 
brinoid necrosis  and  some  had  recanalized 
thrombi.  There  were  focal  necrosis  of  some 
glomerular  tufts.  Adjacent  to  an  infarcted 
area  of  adrenal  gland  were  several  small  ves- 
sels with  vasculitis.  A small  artery  in  the 
base  of  a gastric  ulcer  was  probably  the  site 
of  earlier  severe  gastrointestinal  bleeding. 
The  brain,  pancreas,  and  thyroid  were  nor- 
mal. 

Discussion 

EB  apparently  succumbed  to  an  idiosyn- 
cratic reaction  to  a drug  or  to  an  organism 
following  fairly  simple  elective  surgery.  He 
had  a necrotizing  vasculitis  with  uncon- 
trollable hemorrhage,  finally  succumbing  to 
aspiration.  The  reaction  of  the  lympho- 
poietic system  is  the  central  feature  of  this 
pathologic  process.  Although  as  an  infant 
EB  had  a normal  hypertrophy  and  hyper- 
plasia of  lymph  nodes,  terminally  he  had 
significant  lymph  node  replacement  of 
lymphocytes  by  plasma  cells.  Experimental 
work  on  the  anamnestic  response  by  Schoen- 
berg et  al1  showed  a tremendous  lymph 
nodal  plasma  cell  proliferation  within  12  to 
24  hours  after  injection  of  antigen.  This 
plasma  cell  proliferation  was  coincident 
with  a rise  in  serum  antibody  levels;  the  ces- 
sation of  plasma  cell  proliferation  coincided 
with  a halt  in  antibody  production.  Extra- 
polation of  this  experimental  situation  to 
the  disease  process  in  EB  may  suggest  that 
his  antibody  producing  cells  recognized  a 
continuing  stimulus  by  an  unspecified  anti- 
gen, but  the  antibody  produced  was  either 
ineffective  or  insufficient  to  meet  the  attack 
on  the  host.  The  normal  to  high  levels  of 
all  his  immune  globulins  may  also  suggest 
that  a necessary  specific  clone  of  plasma  cells 
was  ineffective,  rather  than  the  plasma  cell 
system  as  a whole.  The  inflammatory  ar- 
teritis is  related  in  some  unexplained  man- 
ner. 

Comparison  of  the  clinical  data  of  this 


family  with  the  family  presented  by  Ran- 
dall et  al"  as  a familial  myeloproliferative 
disease  reveals  some  basic  similarities;  how- 
ever, there  are  striking  differences.  The  fa- 
milial incidence,  the  hepatomegaly,  the 
splenomegaly,  and  the  resemblance  to  leu- 
kemia are  present  in  our  family.  But  our 
cases  did  not  have  anemia,  thrombocyto- 
penia, an  extreme  leukocytosis,  or  a resem- 
blance to  myeloid  leukemia.  There  is  no 
suggestion  in  our  cases  of  myeloid  meta- 
plasia.1 These  cases  do  not  resemble  child- 
hood cirrhosis  in  clinical  course  or  in  his- 
tology.4 The  only  resemblance  between  our 
cases  and  Nelson’s  generalized  lymphohis- 
tiocytic  infiltration  is  the  familial  hepato- 
splenomegaly  and  infiltration  by  leuko- 
cytes. Generalized  lymphohistiocytic  infil- 
tration as  described  by  Nelson  et  al"  is  an 
acute  disease  characterized  by  fever,  anemia, 
leukopenia,  hepatosplenomegaly,  pneumo- 
nitis, meningitis,  and  extensive  infiltration  of 
many  tissues  by  lymphocytes  and  histio- 
cytes. 

The  obvious  similarities  between  our  cases 
and  leukemia  are  an  elevated  white  blood 
cell  count,  splenomegaly,  hepatomegaly  and 
adenopathy.  The  maturity  of  the  periph- 
eral lymphocytes  argues  against  this  being 
an  acute  leukemia  and  chronic  lvmphocvtic 
leukemia  in  infants  is  rare.'1  The  large  spleen, 
liver,  and  lymph  nodes  do  not  have  a histo- 
logic pattern  at  all  suggestive  of  leukemia. 
The  proliferation  of  plasma  cells  in  the 
lvmph  nodes  and  spleen  of  the  case  which 
came  to  autopsy  may  well  be  a terminal 
event.  The  long  survival  without  anti-leu- 
kemic  drugs  is  also  strong  evidence  against 
a diagnosis  of  leukemia.  Familial  relation- 
ship in  leukemia  is  disputed,  so  this  should 
neither  argue  for  nor  against  the  diag- 
nosis.' s To  determine  the  mode  of  inherit- 
ance in  our  cases  another  generation  is  nec- 
essary. In  considering  the  distribution  on  the 
family  tree,  it  could  be  x-linked  or  x-linked 
recessive. 

On  the  basis  of  the  long  term  reactive 
hyperplasia  and  then  plasma  cell  prolifera- 
tion of  lymph  nodes  in  EB,  the  several  cases 
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of  hepatomegaly,  the  universal  splenome- 
galy, the  plasma  cell  abnormalities,  the  lack 
of  evidence  for  a diagnosis  of  leukemia,  and 
the  similarity  to  experimental  immunologic 
models,  we  suggest  that  this  family  may 
have  a heritable  disorder  of  the  immune 
system.  We  cannot  be  specific  as  to  the 
offending  antigen  or  class  of  antigens  or  to 
the  mechanism  of  action.  The  experience 
in  EB  indicates  extreme  caution  in  medical 
treatment  of  children  so  affected.  Any 
drugs,  anesthetics,  or  radiographic  dyes 
known  to  produce  allergic  manifestations 
should  be  used  only  when  no  other  course  of 
action  is  available.  Any  drugs  previously 
used  on  these  patients  should  be  pretested 
for  acquired  sensitivity. 

Summary 

This  report  describes  a family  several 
members  of  whom  presented  with  hepa- 
tosplenomegaly  and  elevated  peripheral  leu- 
kocyte counts.  The  affected  members  are 
the  mother,  two  boys  by  one  father  and 
one  boy  by  another  father.  In  multiple 
workups  the  boys  were  thought  to  be  "pre- 
leukemic”  or  "prelymphoma”.  After  fol- 
lowup for  1 1 years  of  one,  and  five  to  seven 
years  of  his  half  brothers,  none  has  leu- 
kemia. The  clinical  history  and  pathologic 
findings  do  not  fit  any  previously  described 
syndrome.  One  died  after  an  abnormal  re- 
action following  elective  surgery.  Possible 
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pathologic  mechanisms  leading  to  his  de- 
mise are  discussed. 
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A New  Approach  for  the  Elimination  of 
Cerebral  Spinal  Fluid  Discharge  from  the  Nose 

E.  E.  MIHALYKA,  M.D. 

Cheriton,  Virginia 


A case  of  cerebral  spinal  rhinor- 
rhea  has  been  treated  successfully 
by  a new  approach  that  appears  to 
offer  definite  advantages. 


Throughout  the  years  many 

attempts  have  been  made  to  eliminate 
cerebral  spinal  fluid  nasal  discharge.1 4 The 
most  accepted  route  has  been  the  intracra- 
nial approach,  closing  the  cribriform  plate 
area  with  various  substances  such  as  fascial 
grafts,  muscle  grafts,  and  various  types  of 
foreign  body  prosthetic  agents.  The  results 
from  this  type  of  closure  have  been,  at  best, 
not  satisfactory.  Morbidity  in  this  pro- 
cedure has  been  among  other  problems,  re- 
sidual personality  change,  bacterial  menin- 
gitis, Jacksonian-type  seizures,  hypertension, 
and  recurrent  cerebral  spinal  fluid  discharge 
through  the  nose.  The  prognosis  is  not  good. 
A survey  reveals  that  between  1954  and 
1959  at  the  University  Hospitals  and  at 
Crile  Veterans  Administration  Hospital 
(both  in  Cleveland),  there  has  been  a total 
of  eight  cases;  in  each  the  usual  temporal 
frontal  craniostomy  approach  with  muscle 
fascial  repair  was  used.  Death  resulted  in  all 
eight  cases.  It  seemed  justified  to  explore 
the  possibility  of  a new  route.  A search  of 
the  literature  revealed  that  in  1952  Hirsch  ’ 
used  an  intranasal  approach  to  the  sphenoid 
sinus,  and  with  this  thought  in  mind,  the 
following  approach  was  attempted  to  solve 
this  severe  cerebral  spinal  rhinorrhea  prob- 
lem. 


The  following  case  is  presented  with  in- 
tranasal approach  repair.  M.A.T.,  a 1 5 year 
old,  white,  female  was  involved  in  an  auto- 
mobile accident  on  November  11,  1960. 
The  patient  was  hospitalized  from  Novem- 
ber, 1960,  to  February,  1961,  having  the 
various  and  sundry  residuals  of  pneumonia 
and  meningitis.  X-rays  at  one  of  the  local 
hospitals  revealed  a fracture  of  the  nasal 
bone,  the  nasal  septum,  the  left  maxillary 
sinus  and  the  cribriform  plate.  Because  of 
other  complications  this  patient  was  consid- 
ered a poor  surgical  risk,  and  was,  therefore, 
treated  conservatively.  She  was  discharged 
from  the  hospital  in  February,  1961.  The 
patient  was  next  admitted  to  Cleveland 
Metropolitan  Hospital  on  3/8/61  with  a 
purulent  meningitis,  pneumococci  type.  She 
also  complained  of  cerebral  spinal  rhinor- 
rhea, but  again  because  of  her  precarious 
medical  condition,  it  was  felt  that  an  opera- 
tive procedure  could  not  be  justified.  The 
x-rays  at  the  hospital  corraborated  the  frac- 
tures in  the  same  area  as  stated  before.  The 
patient  was  discharged  from  Metropolitan 
Hospital  on  3/25/61,  improved,  and  from 
March,  1961,  through  June,  1961,  the  rhi- 
norrhea stopped.  However,  by  the  middle 
of  July,  1961,  through  September  5,  1961, 
the  patient  had  almost  constant  rhinorrhea 
with  many  "colds  and  a constant  dull  head- 
ache”. On  several  occasions  she  was  "so 
lightheaded”  that  she  almost  "passed  out”. 
The  patient  was  able  to  demonstrate  at  will 
the  great  amount  of  rhinorrhea  by  merely 
stooping  over  and  allowing  the  discharge  to 
collect  in  a cup.  Spinal  fluid  laboratory  ex- 
amination of  this  discharge  revealed  a total 
protein  of  108  mg.  percent,  sugar  of  12  mg. 
percent,  B.U.N.  of  20  mg.  percent,  and 
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chloride  of  94  mg.  perliter,  as  well  as  some 
bacteria.  The  laboratory  examination  sug- 
gested that  this  fluid  represented  the  typical 
contaminated  cerebral  spinal  fluid.  The 
patient  was  originally  seen  in  our  office  on 
9/ 5/61.  The  physical  examination  disclosed 
a nasal  septal  deviation  in  an  “S”  shaped 
curve;  the  bilateral  inferior  turbinates 
greatly  hypertrophied;  and  the  mucosa  of 
the  nose  quite  boggy  and  edematous.  One 
could  readily  observe  the  cerebral  spinal 
rhinorrhea  from  both  nasal  attic  areas. 
There  was  a right  tonsillar  tag  present. 
X-rays  taken  of  the  skull  and  the  paranasal 
sinuses  as  well  as  of  the  mastoids  revealed  that 
the  mastoids  were  normal  throughout.  The 
x-rays  also  revealed  that  there  was  no  frac- 
ture visible  at  this  time  of  the  previously 
fractured  areas.  There  was  a fluid  level  in 
the  floor  of  the  right  maxillary  sinus  with- 
out other  evidence  of  abnormality,  with  the 
exception  of  some  mucous  membrane  thick- 
ening. 

On  10/15/61,  the  patient  was  admitted 
to  the  Fairview  Park  Hospital  (Cleveland), 
and  on  1/16/61,  the  patient,  under  sodium 
pentothal  anesthesia  and  endotracheal  intu- 
bation, had  a bilateral  inferior  turbinectomy 
and  a complete  submucosal  resection  in 
order  to  create  adequate  room.  The  cerebral 
spinal  rhinorrhea  could  be  seen  up  around 
the  nasal  attic  areas.  A plastic  closure  of 
the  cribriform  fistula  with  the  bilateral 
nasomucosal  membrane  reefing  was  per- 
formed by  splitting  the  mucous  membrane 
covering  of  the  superior  turbinate  on  both 
sides,  peeling  back  the  mucosa  with  the 
periosteal  elevator  and  under  direct  vision 
removal  of  the  superior  tubinate.  The  peri- 
osteal elevator  (hooked  type)  was  utilized 
to  elevate  the  mucosal  lining  up  to  the 
cribriform  area.  This  was  done  on  both  sides 
and  then  the  mucous  membrane  lining  was 
reefed  on  both  sides  so  as  to  create  an  over- 
laying and  shortening  procedure.  The  Kil- 
lian type  incision  was  closed  with  inter- 
rupted 4-0  silk.  The  bilateral  attic  area  was 
then  packed  with  Oxycel  cotton  packing 


and  the  rest  of  the  operative  procedure  was 
completed  by  trimming  off  the  inferior  tur- 
binate areas  and  then  overlaying  the  mucous 
membrane.  The  patient  tolerated  the  pro- 
cedure well  and  was  discharged  much  im- 
proved on  10/25/61.  The  patient  was  fol- 
lowed in  the  office  and  the  nasal  packing 
was  cleaned  out  over  a period  of  time  and 
finally  on  11/4/61,  the  whole  attic  area  of 
both  sides  was  completely  healed  and  the 
patient  for  the  first  time,  since  February  of 
1961,  was  free  of  headache  and  light  head- 
edness.  Furthermore,  the  patient  was  moved 
in  every  position,  but  she  had  no  rhinorrhea. 
For  the  first  time  since  the  accident,  the 
patient  on  12/9/61,  started  to  have  smell 
sensation  again.  The  patient  was  discharged 
on  3/3/62.  She  has  had  no  recurrence  of 
her  cerebral  spinal  fluid  rhinorrhea  or  any 
other  NET  problems.  I have  seen  this  pa- 
tient at  frequent  intervals  from  3/3/62 
through  1969. 

Summary 

This  is  the  case  of  a 15  year  old  female 
who  had  chronic  recurrent  cerebral  spinal 
fluid  rhinorrhea  for  a period  of  approxi- 
mately one  year  in  whom  a new  approach 
was  attempted  to  close  the  cerebral  spinal 
leak  through  the  cribriform  plate.  It  is 
realized  that  this  is  only  one  case,  but  the 
advantages  seem  promising:  the  route  is  less 
hazardous,  morbidity  is  drastically  reduced, 
hospitalization  is  shortened,  nursing  care  is 
less  involved,  and  the  discharge  has  been 
eliminated.  This  procedure  has  been  dis- 
cussed with  several  neurosurgeons  in  the  area 
and  it  is  their  judgment  that  this  intranasal 
approach  deserves  further  investigation. 
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Cardiovascular  Diseases 


The  cardiovascular  diseases  rank  first 
among  the  leading  causes  of  death  in  the 
United  States,  Canada,  and  Western  Europe. 
More  than  half  of  all  deaths  in  the  United 
States  each  year  are  attributed  to  these  dis- 
eases, a record  matched  by  Canada,  the 
Scandinavian  countries,  the  United  King- 
dom, and  Ireland.  In  the  other  countries  of 
Western  Europe,  the  proportion  of  all  deaths 
ascribed  to  the  cardiovascular  diseases  cur- 
rently ranges  from  34  percent  in  Portugal 
to  46  percent  in  Switzerland  and  Italy. 

At  ages  45-74  these  diseases  are  by  far  the 
most  frequent  cause  of  death.  The  stand- 
ardized mortality  rates  from  all  cardiovas- 
cular diseases  combined  for  males  aged  45- 
74  ranged  from  a low  of  719.3  per  100,000 
in  the  countries  of  Southwestern  Europe 
(Italy,  Spain,  and  Portugal)  to  75  6.0  per 
100,000  in  the  Scandinavian  countries  and 
the  Netherlands  as  a group,  839.9  in  the 
block  of  more  industrialized  Western  Euro- 
pean countries,  999.1  in  Canada,  and  1,189.9 
among  white  males  in  the  United  States. 
Among  women  the  lowest  rate  was  the  376.6 
per  100,000  recorded  in  the  Scandinavian 

! countries  and  the  Netherlands,  followed  by 
429.8  per  100,000  in  the  block  of  more  in- 
dustralized  countries,  457.8  in  Southwestern 
Europe,  460.9  in  Canada,  and  5 20.0  per 
100,000  among  white  women  in  the  United 
States. 

The  standardized  death  rate  for  males  in 
Finland  was  1,402.6  per  100,000  the  highest 
among  the  individual  European  countries 
here  considered.  The  corresponding  death 
rate  of  672.6  per  100,000  among  Finnish 
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women  was  exceeded  in  Europe  only  by  that 
for  women  in  Scotland.  Ireland  and  the 
countries  of  the  United  Kingdom  also  re- 
ported significantly  higher  death  rates  for 
women  from  these  causes  than  were  report- 
ed by  other  European  countries  in  the  same 
group. 

The  mortality  from  the  cardiovascular 
disorders  increases  rapidly  with  advancing 
age.  In  1966-67  in  the  United  States,  Can- 
ada, and  Finland  death  rates  among  white 
males  doubled  with  each  10-year  advance  in 
age  while  those  among  women  tripled  with 
each  such  advance.  In  the  Western  Euro- 
pean countries  death  rates  among  men  gen- 
erally tripled  for  successive  10-year  age 
groups — except  in  the  block  of  more  indus- 
trialized countries,  which  showed  a doubling 
of  rates  at  the  older  ages.  Among  women 
in  the  Scandinavian  countries  and  the  Neth- 
erlands, death  rates  from  the  cardiovascular 
diseases  quadrupled  in  each  successive  10- 
year  age  group,  but  the  Southwestern  Euro- 
pean countries  and  the  block  of  more  in- 
dustrialized countries  recorded  only  a three- 
fold increase  by  decennial  age  groups.  In 
general,  female  death  rates  from  all  cardio- 
vascular diseases  combined  have  been  about 
half  those  among  men. 

Mortality  from  all  of  the  cardiovascular 
diseases  combined  is  higher  in  the  nonwhite 
than  in  the  white  population  of  the  United 
States,  due  partly  to  the  high  prevalence  of 
hypertension  and  hypertensive  heart  disease 
among  nonwhites. 

(Statistical  Bulletin,  Metropolitan  Life, 

August  1971 ) 
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Cancer  Trends 


Prevention  of  the  Complications  from 

Radiation  Therapy  in  the  Management 

of  Cancer 

The  purpose  of  this  paper  is  to  acquaint 
our  nonradiologic  colleagues  with  some  of 
the  complications  and  morbidity  that  may 
result  from  inadequate  treatment  planning. 
It  is  not  the  purpose  of  this  article  to  at- 
tempt to  discourage  physicians  from  refer- 
ring their  cases  for  radiation  therapy. 
Radiation  therapy  remains  the  best  method 
for  destroying  small  localized  tumors  with- 
out seriously  interfering  with  the  normal 
anatomy  or  physiology  of  that  portion  of 
the  body  involved.  Radiation  is  universally 
accepted  as  being  the  treatment  of  choice 
for  early  squamous  cell  carcinoma  of  the 
uterus,  or  the  head  and  neck,  as  well  as 
Hodgkins  Disease,  seminoma,  medulloblas- 
toma, and  other  sensitive  tumors.  Some 
tumors  can  best  be  controlled  by  combining 
the  therapeutic  approaches  of  surgery,  can- 
cer chemotherapy,  and  radiation  therapy. 
Complications  resulting  from  an  overdose 
to  the  kidneys,  the  brain  or  spinal  cord, 
intestinal  tract,  the  lung,  or  the  heart  and 
pericardium  can  usually  be  avoided  if  ade- 
quate treatment  planning  and  meticulous 
patient  management  is  observed.  While  these 
procedures  are  very  time  consuming  (it 
usually  requires  two  or  three  work  days  to 
prepare  a Hodgkins  Disease  patient  for 
treatment),  it  is  mandatory  that  they  be 
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performed  so  that  complications  and  in- 
creased morbidity  may  be  avoided.  Much 
of  the  three  years  the  radiotherapy  resident 
spends  in  training  is  directed  to  learning  the 
tolerance  of  the  normal  tissues  and  refined 
techniques  to  avoid  complications. 

Prior  to  World  War  II  radiation  therapy 
of  cancer  utilized  orthovoltage  equipment 
(100  KV  to  400  KV)  and  the  radiation 
tumor  dose  was  limited  by  the  radiosensi- 
tivity of  the  skin.  While  it  is  not  implied 
that  tumoricidal  doses  could  not  be  deliv- 
ered with  orthovoltage  therapy,  the  rela- 
tively low  penetration  of  orthovoltage  x-ray 
required  multiple  treatment  fields  and  care- 
ful treatment  planning  in  order  to  achieve 
the  desired  result  and  not  damage  the  skin 
to  the  point  where  it  would  not  undergo 
repair.  With  a few  exceptions  the  doses  de- 
livered to  the  central  region  of  the  body, 
particularly  the  trunk,  were  low  enough 
that  they  did  not  jeopardize  the  normal  or- 
gans and  tissues  in  the  immediate  vicinity 


of  the  cancer. 

After  World  War  II,  Cobalt  60  telether- 
apy units  became  available.  Skin  sparing 
was  no  longer  a problem  and  large  tumor 
doses  of  radiation  could  be  delivered.  After 
a few  years  of  experience,  complications 
began  to  become  evident,  and  it  was  ap- 
parent that  the  limitation  in  radiation  dose 
delivery  was  not  the  skin  but  the  tolerance 
of  normal  organs  and  tissues  lying  in  the 
path  of  the  radiation  beam.  Thus,  meticu- 
lous treatment  planning  and  very  careful 
recording  of  treatment  methods  again  be- 
came mandatory.  Such  treatment  planning 
and  record  keeping  is  very  time  consuming, 
and  many  radiologists  because  of  the  very 
large  work  load  of  diagnostic  radiology, 
which  they  faced  on  a daily  basis,  were  and 


652 


Virginia  Medical  Monthly 


still  are  unable  to  devote  the  necessary  time 
to  these  efforts.  In  addition,  this  type  of 
treatment  planning  usually  requires  the  as- 
sistance of  an  individual  trained  in  physics 
or  perhaps  a specially  trained  technician  to 
act  as  a dosimetrist.  Effective  management 
of  many  patients  by  means  of  radiation 
therapy  often  requires  special  equipment 
(beam-direction  shells,  lead  masks  for 
shielding,  etc.)  designed  for  the  individual 
patient.  More  sophisticated  machines  in  the 
form  of  linear  accelerators  and  betatrons 
are  now  available  and  have  further  increased 
the  demands  placed  on  treatment  planning. 
The  availability  of  megavoltage  and  telether- 
apy units  (1  MV  to  25  MV)  has  allowed  us 
to  improve  treatment  results  with  radia- 
tion therapy.  It  has  also  complicated  efforts 
by  requiring  knowledge  not  only  of  the 
type  and  characteristics  of  the  tumor  we 
are  treating  and  as  the  specific  anatomi- 
cal relationship  between  the  tumor  and  its 
surrounding  structures,  but  the  ability  to 
deliver  an  adequate  dose  to  the  tumor  and 
at  the  same  time  spare  the  adjacent  struc- 
tures. For  example,  it  is  an  established  fact 
that  early  Hodgkins  Disease  can  be  cured 
if  a dose  of  4,000  rads  is  delivered  to  the 
primary  node-bearing  areas.  However,  if 
both  kidneys  are  inadvertently  included  in 
the  treatment  field  for  Hodgkins  Disease, 
radiation  nephritis  will  develop  and  this  is 
irreparable.  Likewise  in  head  and  neck  can- 
cer it  is  realized  that  early  localized  squa- 
mous cell  tumors  can  be  controlled  with 
doses  of  6-7,000  rads.  Unless  the  treatment 
plan  is  carefully  developed,  there  is  a like- 
lihood that  the  brain  stem  or  the  upper 
cervical  spinal  cord  will  also  receive  this 
dose  which  will  usually  result  in  a transverse 
myelitis  and  death.  For  this  reason,  the 
therapeutic  radiologist  and  his  assistant  must 
spend  a great  amount  of  time  in  planning 
the  treatment,  in  the  careful  daily  position- 
ing of  the  patient,  and  also  in  careful 
follow-up  of  the  patient  once  treatment 
has  been  completed.  It  is,  in  fact,  a credit 
to  the  modern  radiotherapist  that  his  close 


follow-up  has  identified  many  of  these  com- 
plications and  that  they  have  been  clearly 
reported  in  the  literature. 

This  paper  is  being  presented  in  an  effort 
to  acquaint  our  nonradiologic  colleagues 
with  some  of  the  problems  faced  in  the 
curative  effort  to  manage  cancer  with  radia- 
tion therapy.  Rather  than  presenting  a gen- 
eral discussion  of  normal  organ  and  tissue 
tolerance,  it  is  believed  that  the  description 
will  be  simplified  if  the  problem  is  presented 
on  an  anatomical  basis.  It  must  be  empha- 
sized, however,  that  this  listing  of  compli- 
cations is  not  the  unavoidable  outcome  of 
radiotherapy  and  such  complications  are 
rare  in  the  hands  of  the  modern  radiother- 
apist. When  they  are  not  preventable,  the 
radiotherapist  will  predict  this  from  his 
knowledge  of  normal  tissue  tolerances  and 
inform  the  patient. 

Dosage  in  Radiotherapy 

Before  discussing  the  tolerance  at  various 
sites,  it  is  important  that  we  have  a clear 
understanding  of  the  concept  of  dosage  in 
radiotherapy.  The  unit  employed  is  cur- 
rently the  rad  and  indicates  that  a certain 
quantity  of  energy  has  been  deposited  in 
the  tissues.  It  is  different  from  the  roent- 
gen (r)  and  a conversion  factor  must  be 
employed  to  convert  r into  rads.  This  fac- 
tor varies  with  the  energy  of  the  radiation 
employed.  The  statement  of  dosage  is  fur- 
ther complicated  by  the  need  to  state  the 
time  required  to  deliver  the  radiation — 
2,000  rads  in  one  treatment  produces  an 
entirely  different  result  from  2,000  rads  in 
five  weeks.  The  other  time  factor  producing 
a marked  effect  is  the  periodicity  or  frac- 
tionation of  radiation,  a variable  at  present 
under  intensive  investigation. 

Another  variable  is  the  relative  biological 
efficiency  (RBE)  of  different  types  of  radi- 
ation. The  effect  of  100  rads  from  a 300 
KY  x-ray  machine  on  the  tissues  is  different 
from  the  effect  of  100  rads  from  a G0Cobalt 
machine  (the  100  rads  from  the  60Cobalt 
unit  produces  less  effect).  Finally,  the  vol- 
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ume  irradiated  will  influence  the  statement 
of  tolerance  dosage,  e.g.  6,000  rads  in  five 
weeks  may  be  tolerated  when  irradiating  a 
volume  of  100  c.c.  but  is  an  overdosage 
when  a volume  of  1,000  c.c.  is  being 
considered. 

In  the  following  discussion,  for  clarity, 
dosages  are  described  in  simple  round  figures 
without  the  numerous  variables  which  in- 
fluence them  being  appended. 

Reactions  to  Radiation  and  Complication1 

The  modern  radiotherapist  does  not  con- 
sider the  reversible  damage  produced  during 
the  course  of  treatment  such  as  the  various 
skin  changes,  mucositis  or  damage  to  the 
hair  follicles  with  epilation  as  complications. 
These  effects  described  as  reactions  usually 
heal  spontaneously  without  active  measures. 
Occasionally  the  symptoms  associated  with 
these  reactions  may  require  alleviation  dur- 
ing the  course  of  treatment;  for  example, 
the  diarrhea  resulting  from  the  effects  of 
radiation  on  the  mucosa  of  the  intestine. 
However,  when  treatment  is  completed, 
these  symptoms  rapidly  subside  as  the  reac- 
tions heal.  These  reactions  are  analogous 
to  the  scar  resulting  from  an  incision,  the 
temporary  ileus  following  abdominal  sur- 
gery and  the  discomfort  produced  by  clot 
retention  in  the  bladder.  They  are  accepted 
as  being  the  "normal”  consequences  and  not 
complications  of  the  procedure. 

Complications  may  be  described  as  un- 
desirable and  permanent  effects  of  the  radi- 
ation. These  may  be  unavoidable  or  accepted 
hazards  such  as  the  pneumonitis  at  the  apex 
of  the  lung  when  the  supraclavicular  fossa 
is  treated  in  cancer  of  the  breast,  or  avoid- 
able such  as  the  inadvertent  irradiation  of 
the  kidneys  to  a dose  in  excess  of  tolerance. 
Some  of  these  complications  produce  no 
symptoms  and  require  no  treatment  (e.g. 
apical  fibrosis  of  the  lung  described  above)  ; 
others  may  be  alleviated  by  appropriate 
measures  (e.g.  pericardectomy  for  constric- 
tive pericarditis  due  to  radiation)  ; others 
are  untreatable  and  ultimately  lethal  (e.g. 
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bilateral  radiation  nephritis).  The  following 
discussion  is  concerned  with  complications. 

Head  and  Neck 

In  treating  tumors  of  the  head  and  neck 
or  tumors  of  the  brain  itself,  consideration 
must  always  be  given  to  the  tolerance  of  the 
brain  tissue.  Nervous  tissue  is  not  as  radio- 
resistant as  was  formerly  believed.  If  the 
whole  brain  is  irradiated  it  will  seldom  tol- 
erate more  than  4,500-5,000  rads.  Local 
brain  irradiation  for  a glioma  or  a tumor 
in  the  vicinity  of  sella  tursica  is  seldom  car- 
ried much  higher  than  5,500  rads  but  even 
then  requires  accurate  direction  of  the  ra- 
diation beam. 

The  brain  stem  and  spinal  cord  are  mod- 
erately radiosensitive.  Cancer  of  the  head 
and  neck  is  usually  located  so  that  adequate 
radiation  to  the  tumor  or  to  the  lymph  nodes 
of  the  cervical  region  results  in  the  brain 
stem  and  spinal  cord  being  included  in  the 
treatment  field.  The  limits  of  tolerance  of 
the  spinal  cord  are  precisely  known  and  a 
higher  dose  increases  the  chance  of  trans- 
verse myelitis.  The  treatment  plan  must  be 
designed  to  encompass  the  tumor  and/or 
nodes  yet  avoid  exceeding  the  tolerance  of 
the  spinal  cord. 

The  eyes  are  quite  sensitive  and  small 
doses,  perhaps  1,000  rads,  will  cause  cata- 
racts. Higher  doses  delivered  to  the  cornea 
will  cause  a keratitis  and  painful  ulceration 
which  may  require  removal  of  the  eye  and 
yet  higher  doses  will  completely  destroy  the 
globe.  Since  it  is  sometimes  necessary  to 
include  the  eye  in  the  treatment  field  as  in 
extensive  maxillary  sinus  cancer,  these  com- 
plications must  be  anticipated.  Even  the 
treatment  of  superficial  cancers  of  the  eye- 
lid may  be  associated  with  complications 
such  as  xerophthalmic  "dry  eye”,  epiphora 
(excess  tearing)  and  ectropion  which  may 
often  be  avoided  with  a correct  appreciation 
of  their  cause,  normal  tolerance  and  precise 
planning. 

The  middle  ear  is  also  sensitive  to  radia- 
tion. Hearing  deficit  and  damage  to  the 
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labyrinth  have  resulted  from  middle  ear 
radiation.  Here  again,  it  is  sometimes  im- 
possible to  avoid  treating  the  middle  ear  if 
we  are  to  be  successful  in  abating  the  tumor 
itself. 

The  thyroid  gland  is  moderately  sensitive 
and  is  frequently  included  in  the  treatment 
volume.  In  treating  carcinoma  of  the  vocal 
cord,  for  example,  it  is  not  possible  to  avoid 
treating  a portion  of  the  thyroid  gland. 
However,  hypothyroidism  rarely  results  as 
a substantial  part  of  the  gland  is  unaffected. 
The  cartilages  of  the  larynx  are  also  suscep- 
tible to  high  doses  more  particularly  if  the 
tumor  invades  the  cartilage.  In  such  in- 
stances, the  case  should  be  considered  a sur- 
gical problem  and  radiation  therapy  em- 
ployed only  as  an  adjuvant.  Radiation 
chondritis  is  an  extremely  painful  condition 
and  will  often  require  surgery  to  alleviate 
the  situation. 

Occasionally  we  are  forced  to  treat  nor- 
mal organs  and  structures  which  will  be 
adversely  effected  if  the  tumor  is  to  be 
cured.  Treatment  of  cancer  of  the  tonsil, 
the  base  of  the  tongue,  the  nasopharynx,  or 
other  tumors  in  this  region  may  include  the 
salivary  glands  and  taste  organs  although 
at  times  they  can  be  spared.  The  curative 
dose  for  most  squamous  cell  cancer  will 
damage  these  organs  and  result  in  loss  of 
taste  and  a dry  mouth.  While  they  would 
not  appear  to  be  significant  complications, 
these  patients  are  extremely  uncomfortable. 
Nutrition  becomes  a problem  and  affects 
the  general  well  being  of  the  patient.  In 
addition  to  this,  radiation  caries  and  the 
possibility  of  mandibular  necrosis  are  pres- 
ent if  meticulous  oral  hygiene  and  dental 
care  are  not  observed  before,  during,  and 
after  the  radiation  therapy. 

Thorax 

It  has  been  known  for  many  years  that 
the  lungs  are  sensitive  to  radiation;  and  in 
the  treatment  of  carcinoma  of  the  breast, 
peripheral  radiation  fibrosis  may  occur. 
With  modern  treatment  planning,  it  is 


usually  possible  to  avoid  treating  most  of 
the  lung  when  treating  breast  cancer  or 
other  tumors  of  the  thorax.  However,  occa- 
sionally the  lung  must  be  treated.  On  occa- 
sion when  metastatic  lesions  of  the  lung  are 
treated,  small  areas  of  the  lung  receive  a 
dose  in  excess  of  tolerance  which  may  result 
in  localized  fibrosis.  Patients  can  usually 
withstand  radiation  fibrosis  of  a fairly  large 
portion  of  the  lung.  If  both  lungs  are  en- 
tirely included  in  the  treatment  field,  the 
tolerance  dose  of  the  lungs  is  considerably 
reduced  and  if  exceeded,  lead  to  an  increas- 
ing incidence  of  a generalized  radiation  fi- 
brosis. This  is  irreparable  and  often  results 
in  the  patient  becoming  a pulmonary 
cripple. 

The  heart  and  pericardium  have  always 
been  considered  resistant  organs  as  far  as 
radiation  effects  are  concerned.  However, 
under  the  modern  management  of  Hodgkins 
Disease,  it  is  necessary  to  include  a fair  pro- 
portion of  the  heart  and  pericardium  in  the 
treatment  field.  An  increasing  number  of 
reports  of  radiation  pericarditis  are  appear- 
ing in  the  literature,  and  attempts  are  being 
made  to  exclude  as  much  of  the  pericardium 
as  possible  from  the  treatment  portal  which 
includes  all  of  the  lymph  node-bearing  areas 
above  the  diaphragm.  Severe  constrictive 
pericarditis  following  radiation  may  require 
a pericardectomy. 

In  treating  mediastinal  lesions,  patients 
sometimes  develop  a severe  esophagitis  and 
stricture  formation  particularly  in  the  cer- 
vical and  upper  thoracic  esophagus.  It  is 
often  impossible  not  to  include  the  esopha- 
gus in  the  treatment  field,  but  attempts 
should  be  made  to  utilize  techniques  avoid- 
ing unnecessary  irradiation  of  the  esophagus. 

Abdomen  and  Pelvis 

The  kidneys  are  extremely  sensitive  to 
radiation.  The  tolerance  dose  of  the  kidneys 
is  of  the  order  of  2,500  rads  depending  on  a 
variety  of  factors  (vide  supra).  If  both 
kidneys  receive  higher  doses  than  this,  the 
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chance  of  developing  radiation  nephritis 
increases  rapidly. 

This  particular  organ  tolerance  was  clear- 
ly defined  before  the  advent  of  megovoltage 
therapy.  In  the  days  when  orthovoltage 
radiation  was  commonly  used  to  deliver  an 
adequate  dose  of  radiation  to  the  para-aortic 
nodes,  the  para-aortic  node  region  was 
crossed-fired  by  two  anterior  and  one  or  two 
posterior  angled  portals.  The  kidneys  for- 
tuitously lay  in  an  area  of  low  dosage  at  the 
margin  of  the  treated  volume.  This  tech- 
nique known  as  a "Manchester  bridge”  was 
widely  used  throughout  the  world  for  many 
years.  Unfortunately,  it  was  decided  to 
"improve”  the  treatment  technically  and 
extend  the  high  dose  region  to  the  margins 
of  the  treated  volume.  Within  a year  of 
using  this  procedure,  it  was  discovered  that 
many  of  the  patients  were  developing  hy- 
pertension, urinary  signs  of  nephritis,  and 
were  often  dying  of  chronic  nephritis.  On 
checking  the  post  mortem  results  of  these 
patients,  it  was  found  that  the  histologic 
sections  of  the  kidneys  presented  typical 
radiation  changes.  This  fact  was  widely 
publicized  in  the  early  195 0’s  and  therapeu- 
tic radiologists  today  are  well  aware  of  the 
situation.  They  make  every  attempt  to  pro- 
tect the  kidneys  and  still  allow  an  adequate 
dose  of  irradiation  to  organs  and  lymph  nodes 
within  the  abdomen  and  pelvis.  The  urinary 
bladder  is  fairly  resistant  to  radiation.  In 
the  treatment  of  carcinoma  of  the  cervix, 
the  urinary  bladder  may  receive  surprisingly 
high  doses;  and  while  transient  cystitis  de- 
velops, there  are  usually  no  long  lasting 
complications.  Excessive  dosage,  however, 
will  result  in  severe  contraction  of  the  blad- 
der and  hemorrhage. 

The  gastrointestinal  tract  is  moderately 
sensitive.  When  treating  the  abdomen,  doses 
to  the  stomach  should  rarely  exceed  5,000 
rads.  Doses  in  excess  of  4,500  rads  to  the 
small  bowel  may  result  in  radiation  enteritis 
and  later  the  development  of  strictures,  fis- 
tulae  and  the  possibility  of  perforation.  The 
only  treatment  is  wide  resection  of  the  af- 


fected bowel  and  is  extremely  hazardous. 
It  should  be  pointed  out  that  the  small 
bowel,  which  is  the  most  sensitive  part  of 
the  gastrointestinal  tract,  is  in  constant  mo- 
tion and  the  same  segment  is  rarely  in  the 
treatment  field.  An  exception  to  this,  of 
course,  is  the  patient  who  has  adhesions  tying 
down  a segment  of  the  small  bowel.  The 
large  bowel  appears  to  become  more  resistant 
as  one  passes  from  the  cecum  to  the  sigmoid 
colon.  The  rectum  is  quite  resistant  and  can 
tolerate  moderately  high  doses  over  small 
areas  without  any  chronic  complications 
resulting.  However,  the  cecum  and  the 
transverse  colon  are  less  tolerant  to  radia- 
tion. 

If  the  entire  liver  is  treated,  it  can  be 
severely  damaged  by  doses  of  4,000  rads  or 
above.  While  it  is  necessary  occasionally  to 
treat  a portion  of  the  liver,  radioisotope 
studies  by  liver  scans  have  shown  that  such 
localized  volumes  regenerate  following  the 
radiation. 

Reticuloendothelial  System 

The  bone  marrow  is  sensitive  to  radiation 
and  this  fact  has  been  known  for  many  years. 
In  the  modern  treatment  of  Hodgkins  Dis- 
ease, a fair  amount  of  the  red  bone  marrow 
will  be  irradiated  and  bone  marrow  depres- 
sion results  unless  meticulous  shielding  is 
employed.  Evidence  is  developing  that  if 
the  spleen  has  been  removed  or  treated  by 
radiation,  there  is  a protective  action  on  the 
bone  marrow.  Patients  who  have  had  splen- 
ectomies or  have  had  their  spleen  treated 
with  radiation  appear  not  to  develop  the 
same  degree  of  bone  marrow  depression  seen 
with  patients  who  still  have  their  spleens. 
In  treating  patients  in  whom  a considerable 
amount  of  red  bone  marrow  lies  in  the  treat- 
ment field,  repeated  hemograms  are  neces- 
sary to  evaluate  possible  damage  to  the  bone 
marrow  and  occasionally  treatment  must  be 
interrupted  or  terminated.  Concomitant 
chemotherapy  and  radiation  increases  the 
possibility  of  acute  bone  marrow  depression 
and  interruption  of  treatment. 
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Bone  ami  Cartilage 

In  the  days  of  orthovoltage  therapy,  one 
of  the  more  common  complications  was 
radiation  osteitis  and  eventual  pathological 
fracture.  This  was  particularly  evident  in 
the  neck  of  the  femur  when  carcinoma  of 
the  cervix  was  treated  with  low  energy 
x-rays.  With  the  advent  of  megavoltage 
therapy,  however,  bone  is  largely  spared. 
This  is  because  low  energy  rays  are  absorbed 
to  a greater  degree  by  bone  than  are  x-rays 
or  gamma  rays  of  1 million  volts  or  higher. 
The  ideal  energy  to  be  used  as  far  as  bone 
absorption  of  radiation  is  concerned  is  ap- 
proximately 6 million  volts.  With  this  en- 
ergy the  absorption  of  radiation  by  muscle, 
fat,  and  bone  is  almost  uniform.  Bone  com- 
plications are  rarely  seen  in  patients  treated 
with  high  energy  equipment.  The  aggres- 
sive treatment  of  pediatric  tumors  pose  the 
particular  problem  of  epiphyseal  damage. 
Symmetrical  irradiation  of  the  spine  or  care- 
ful shielding  can  often  minimize  the  effects 
on  growth  and  deformity. 

General 

Some  tumors  are  extremely  radiosensitive 
and  when  a bulky  sensitive  tumor  is  being 
treated,  the  uric  acid  level  should  be  care- 
fully followed.  Increased  uric  acid  levels 
which  result  from  rapid  tissue  breakdown 
due  to  the  radiation  may  tend  to  block  the 
kidney  tubules  and  this  can  progress  to  an 
anuria. 

The  systemic  effects  resulting  from  radia- 
tion must  also  be  mentioned.  These  are  not 
as  severe  with  high  energy  radiation  as  with 
orthovoltage  radiation.  This  is  partly  related 
to  differences  in  tissue  absorption  of  low 
and  high  energy  radiation  but  also  to  the 
sparing  of  normal  tissues  by  more  accurate 
treatment  planning.  In  treating  large  vol- 
umes of  tissue,  patients  still  occasionally 
develop  depression,  anorexia,  nausea,  and 
vomiting.  In  treating  small  volumes  of  tis- 
sues such  as  in  head  and  neck  cancers,  these 
effects  are  seldom  noted.  Treatment  to  the 
abdomen  and  high  dose  therapy  to  the  pelvis 
may  cause  a mild  form  of  "radiation  sick- 


ness”. However,  this  is  not  the  problem  that 
it  once  was.  It  can  be  taken  care  of  by 
medical  management  in  most  cases. 

Summary 

Normal  organ  and  tissue  tolerance  to  ra- 
diation has  been  discussed  with  an  outline 
of  complications  which  may  result  from 
poor  quality  radiation  therapy.  It  has  been 
emphasized  that  to  deliver  cancericidal  doses 
of  radiation  and  avoid  many  of  the  com- 
plications described,  it  is  necessary  to  devote 
adequate  time  to  planning  the  therapy  and 
also  keeping  good  records  of  such  plans  and 
of  the  treatment  itself.  Radiotherapy  is  an 
extremely  sophisticated  science  requiring 
many  years  of  training  and  experience  to 
appreciate  the  subtleties  of  tissue  tolerance 
and  correctly  control  the  refined  lethal  in- 
struments that  our  affluence  have  distributed 
around  the  countryside. 

Reference 

1.  Rubin  and  Casarett:  Clinical  Radiation  Pathol- 
ogy, Vols.  I and  II. 

Comments 

In  no  area  of  therapy  of  the  patient  with 
cancer  have  more  promising  and  exciting 
advances  been  made  than  radiation  therapy. 
The  radiotherapist  should  not  be  called  in 
consultation  as  a "last  resort”.  He  is  an  in- 
tegral part  of  the  team  that  should  see  the 
patient  initially  with  the  referring  physician, 
the  surgeon,  and  the  medical  oncologist  to 
plan  the  course  of  therapy.  There  is  no 
question  that  the  multidisciplinary  approach 
gives  the  most  effective  management  of  the 
patient  with  cancer. 

With  the  increasing  utilization  of  radia- 
tion therapy,  it  is  important  that  one  real- 
ize some  of  the  possible  complications.  This 
knowledge  will  help  to  prevent  them,  or  if 
they  do  occur  to  manage  them  with  minimal 
morbidity.  Needless  to  say,  this  also  does 
a great  deal  to  decrease  the  anxieties  of  both 
the  patient  and  his  family. 

We  thank  the  authors  for  their  informa- 
tive discussion  of  this  timely  subject. 

The  Editors 
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\ irginia  Medical  Assistance  Program 

Surveys  Recipients 

"We  are  very  grateful  for  Medicaid. 
It  makes  life  seem  a lot  better.”  "It’s  a 
wonderful  program  for  people  that  are  on 
low  income  like  myself.”  "I  appreciate  my 
Medicaid  card  more  than  anything  I have 
ever  owned.” 

These,  and  other  comments — mostly  fa- 
vorable— were  volunteered  by  Medicaid  re- 
cipients in  Virginia  who  were  contacted 
recently  in  a statewide  survey  conducted  by 
the  Virginia  Medical  Assistance  Program 
(V.M.A.P.) . 

V.M.A.P.,  within  the  last  year,  has  begun 
to  employ  survey  and  interview  techniques 
to  involve  title  XIX  recipients  in  the  admin- 
istration and  improvement  of  the  State’s 
Medicaid  program.  In  a number  of  recipient 
studies  conducted  between  February,  1970, 
and  March,  1971,  the  agency  has  contacted, 
and  received  feedback  from,  approximately 
875  of  the  State’s  217,000  Medicaid  reci- 
pients. While  a significant  number  of  these 
were  reached  through  personal  interviews, 
the  large  majority  of  those  surveyed  were 
contacted  by  mail  and  asked  to  complete 
and  return  detailed  questionnaires.  The  re- 
sponse rate  of  the  recipients  contacted  in 
this  manner  was  roughly  80%. 

Since  the  initial  pilot  study  was  conducted 
in  February  of  1970,  the  survey  program  has 
been  continuously  evolving,  both  in  terms 
of  its  goals  and  its  methods.  The  February, 
1970,  survey,  confined  entirely  to  personal 
interviews  and  extremely  limited  in  scope, 
demonstrated  that  administrative  contact 
with  recipients  could  provide  useful  infor- 
mation for  program  planning.  The  pilot 
survey  sought  to  determine  the  meaning  of 
Medicaid  to  recipients,  the  nature  and  extent 
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of  recipients’  health  problems,  and  the  ex- 
tent to  which  medical  services  were  being 
overutilized.  As  the  staff  has  become  more 
experienced  and  the  survey  methods  more 
refined,  emphasis  has  shifted  towards  an 
effort  to  uncover  the  prevailing  patterns  of 
recipients’  utilization  of  medical  services. 

For  its  most  recent  survey,  V.M.A.P. 
worked  with  a sample  population  of  150 
recipients.  Their  names  were  chosen  at  ran- 
dom from  the  "Recipient  Exception  Re- 
port,” a monthly  listing  of  recipients  who 
have  received  an  "unusual”  amount  of  med- 
ical services.  Care  was  taken  to  exclude 
from  the  sample  persons  in  mental  hospitals, 
nursing  homes,  and  foster  care  children. 
Questionnaires  were  sent  to  120  persons  of 
the  150  selected,  and  thirty  names  from  the 
original  list  were  chosen  at  random  for  staff 
visits.  The  study  was  statewide  in  scope, 
involving  recipients  from  37  counties  and 
18  cities. 

The  recipients  were  asked  to  answer  seven 
questions  about  the  manner  in  which  they 
utilized  medical  services.  The  questions  were 
presented  in  a multiple  choice  format.  For 
example,  in  replying  to  the  question,  "How 
do  you  get  to  the  doctor?”  a recipient  could 
choose  from  the  following  answers:  "case 
worker,”  "my  own  car,”  "a  friend,”  "a 
family  number,”  "public  transportation,” 
"walk,”  and  "other”.  Elsewhere  in  the  ques- 
tionnaire recipients  were  asked  if  they  had 
a family  doctor,  when  they  first  sought  a 
doctor’s  services,  what  they  did  if  they  did 
not  feel  better  after  their  first  visit  to  a 
doctor,  whether  they  used  the  local  Health 
Department  clinic,  and  if  they  had  ever 
been  visited  by  a public  health  nurse.  The 
personal  interviews  were  largely  unstruc- 
tured, and  recipients  were  asked  to  discuss 
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their  principal  reasons  for  seeking  medical 
care  and  to  evaluate  the  quality  of  the  care 
they  were  receiving. 

These  surveys  of  recipients  have  proven 
useful  to  the  Virginia  Medicaid  program. 
They  have  identified  deficiencies,  in  both 
the  scope  of  the  program  and  in  the  manner 
it  was  being  presented  to  the  public,  which 
are  being  corrected.  Earlier  survey  findings 
indicated  that  recipients  were  either  not 
receiving  information  about  the  program, 
or  did  not  understand  what  they  did  receive. 
The  dissemination  of  informational  mate- 
rials has  since  been  stepped  up,  and  a new, 
basic  pamphlet  about  the  program,  which 
will  be  easier  for  recipients  to  read,  is  being 
written.  A discrepancy  between  the  amount 
of  services  provided  to  the  categorically 
needy  and  the  medically  needy,  uncovered 


in  part  by  a previous  survey,  was  corrected 
in  January. 

The  V.M.A.P.  is  refining  its  questionnaire 
and  its  sampling  methods  still  further.  In 
the  future,  the  recipient  surveys  will  be  con- 
ducted once  every  two  months,  with  120 
recipients  receiving  questionnaires  in  the 
mail  and  30  being  contacted  through  per- 
sonal interviews.  Different  recipients  will 
be  surveyed  each  time.  The  latest  survey 
findings  suggest  that  recipients  can  use  a 
great  deal  of  assistance  in  rationally  plan- 
ning their  medical  care  and  learning  to  use 
the  Medicaid  program  to  their  own  greatest 
advantage.  VMAP  is  moving  to  offer  more 
services  in  this  area  and  is  confident  that  the 
surveys  will  prove  to  be  a useful  adjunct  in 
measuring  the  effectiveness  of  these  services 
and  in  continuously  improving  them. 


Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 


Oct. 

Jan.- 

Oct. 

Oct. 

Jan.- 

Oct. 

1971 

1971 

1970 

1970 

Brucellosis 

— 

14 

3 

26 

Diphtheria 

— 

— 

— 

1 

Hepatitis 

118 

1,235 

103 

1,186 

Meningitis  (Aseptic) 

14 

88 

63 

193 

Meningococcal  Infection 

3 

42 

1 

41 

Poliomyelitis 

— 

— 

— 

— 

Rocky  Mt.  Spotted  Fever 

6 

34 

3 

58 

Rubella 

8 

212 

6 

720 

Rubeola 

15 

1,618 

29 

2.014 

Tularemia 

1 

9 

1 

6 

Rabies  in  animals 

4 

70 

13 

201 

Venereal  Disease: 

Syphilis 

203 

1,786 

151 

1,222 

Gonorrhea 

1,540 

13,033 

1,445 

12,190 

Other 

5 

35 

1 

24 
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Etiology  of  Bacteremia 

Blood  culture  results  are  not  only  of  di- 
rect benefit  to  the  patient,  by  confirming 
the  diagnosis  of  septicemia,  but  also  serve 
indirectly  because  of  their  epidemiological 
significance.  The  clinical  laboratory  is  able 
to  establish  the  etiological  pattern  of  bac- 
teremia by  monitoring  the  positive  blood 
culture  results.  This  information  can  then 
be  used  by  the  infectious  committee  and 
other  interested  groups  to  define  problem 
areas  within  the  hospital. 

During  the  last  five  years  at  the  Medical 
College  of  Virginia  hospitals,  there  has  been 
a change  in  the  number  and  types  of  bac- 
terial isolates  obtained  from  blood  (Table  I) . 

Table  1 

Organisms  Most  Commonly  Isolated  from  Blood 
Cultures  1966  Through  1970 


Number  of  Patients 

Klebsiella-Aerobacter- 

1966 

1967 

1968 

1969 

1970 

Serratia 

8+ 

113 

109 

102 

171 

Escherichia 

65 

69 

70 

84 

108 

Proteus  species 

20 

27 

27 

30 

42 

Pseudomonas 

31 

29 

40 

38 

64 

Pneumococcus 

39 

37 

47 

58 

37 

Staphylococcus  aureus 
Alpha  streptococcus 

51 

33 

37 

34 

49 

(group  A) 

Beta  streptococccus 

29 

23 

29 

48 

60 

(group  A) 

10 

12 

10 

16 

10 

Enteric  streptococcus 

5 

12 

22 

17 

23 

Bacteroides  species 

3 

7 

16 

13 

24 

Herellea  vaginicola 

8 

3 

16 

14 

25 

Candida  albicans 

5 

10 

14 

12 

7 

The  number  of  patients  with  gram-negative 
bacteremia  has  increased  to  the  point  where 
two  out  of  three  bacteremias  are  of  this 
type.  The  trend  appears  to  be  consistent 
in  that  all  the  common  gram-negative  bacilli 
have  increased.  Of  particular  interest  are 
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the  strict  anaerobic  gram-negative  organ- 
isms known  as  Bacteroides.  These  bacteria 
are  normal  inhabitants  of  the  large  intestine 
and  in  this  respect  resemble  many  of  the 
aerobic  gram-negative  bacilli  commonly  iso- 
lated from  blood  cultures.  Bacteroides  were 
rarely  recovered  from  blood  before  1960, 
but  since  then  their  number  has  increased 
each  year.  The  reason  for  this  increase  is 
not  clear.  There  has  been  no  apparent  change 
in  laboratory  technique,  so  that  better  tech- 
nology does  not  seem  to  play  a role.  One 
possibility  is  the  change  in  antimicrobial 
therapy  as  these  organisms  are  often  resistant 
to  such  agents  as  gentamicin,  a drug  which 
is  being  used  more  frequently.  Another  pos- 
sibility for  this  increase  is  the  greater  use 
of  immunosuppressive  drugs  and  other  med- 
ications which  might  allow  these  types  of 
organisms  to  become  more  invasive. 

During  the  five-year  period  in  Table  I, 
the  gram-positive  organisms  have  not  un- 
dergone the  changes  seen  with  the  gram- 
negative group.  The  number  of  patients 
with  Staphylococcus  aureus  bacteremia  has 
fluctuated  between  33  and  51  patients  per 
year.  The  Beta  streptococcus,  group  A,  iso- 
lates have  been  remarkably  stable  with  10 
to  16  patients  positive  per  year.  The  stabil- 
ization of  this  type  of  infection  may  be  due 
to  a variety  of  factors,  such  as  better  asep- 
tic techniques  within  the  hospital,  more 
effective  gram-positive  antimicrobial  agents, 
or  unknown  biological  variables  which  may 
affect  the  virulence  of  the  offending  or- 
ganisms. 

It  is  impossible  to  predict  if  gram-nega- 
tive bacteremia  will  continue  to  increase  in 
the  next  five-year  period  or  if  the  gram- 

( Continued,  on  page  66 4) 
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Mental  Health  Services  to  the  Aging  in 

Virginia — Some  Findings  and  Clinical 

Impressions  Presented  for  Considera- 
tion 

First  and  foremost  of  these  findings  is  the 
rapid  growth  of  the  geriatric  load  in  our 
nation’s  mental  hospitals  which  results  from 
the  increase  in  age  65  plus  in  our  population. 
"Aging  Population  Up  63.1  Per  Cent  in  the 
Last  20  Years”  is  a part  of  a headline  in  the 
June,  1971,  issue  of  Aging.  This  increase  is 
of  significance  by  itself,  but  one  must  add 
that  the  largest  percentage  rise  has  come 
about  in  the  last  10  years.  Without  antic- 
ipatory action  on  the  part  of  governmental 
units,  it  is  no  wonder  that  this  tremendous 
increase  in  a population  segment  has  a some- 
what startling  impact  on  our  thinking  and 
ultimate  planning.  Why  this  ballooning  of 
a population  segment?  The  answer  is  that 
we  have  now  reaped  the  benefits  in  life  ex- 
tension of  the  introduction  of  sulfa  drugs 
and  antibiotics  during  the  1930’s  and  40’s. 
The  percentage  increase  in  this  group  is 
expected  to  continue,  but  at  a much  reduced 
rate. 

The  second  finding  of  significance  was 
reported  by  Robert  N.  Butler,  M.D.,  in  the 
July,  1970,  issue  of  the  Journal  of  the 
American  Geriatrics  Society.  Fie  showed 
that  the  admission  rate  to  mental  hospitals 
per  100,000  population  in  this  group  per 
year  was  as  follows: 

One  hundred  and  thirty-seven  in  the  65- 
74  age  group  and  225  per  100,000  in  the 
over  75  age  group,  making  a total  of  ap- 
proximately 362  for  the  65  plus  age  group 

Dawson,  A.  Ray,  M.D.,  Director  of  Geriatric 
Services  for  the  Department  of  Mental  Hygiene  and 
Hospitals. 
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without  taking  into  consideration  the  death 
rate  between  65  and  74. 

The  author  tested  this  estimate  of  362 
per  100,000  over  65  against  our  state’s  pop- 
ulation for  1970.  When  the  state’s  hospital 
system  admissions  was  added  to  an  estimated 
private  hospitals’  admissions,  the  figure 
came  close  to  400.  Therefore,  as  far  as  can 
be  determined,  Dr.  Butler’s  findings  are  con- 
servatively within  probable  error  and  we 
should  use  them  in  consideration  of  Vir- 
ginia’s problem. 

A third  finding  of  significance  is  a report 
in  the  Work  Book  on  Health,  White  House 
Conference  on  Aging,  page  19.  A statement 
is  made  by  Alexander  Simon,  M.D. 

"One  study  found  that  80  percent  of  the 
older  patients  admitted  to  the  psychiatric 
observation  ward  of  a metropolitan  hospital 
have  serious  physical  illnesses.  Physical 
health  is  one  of  the  main  differences  that  has 
been  found  between  the  elderly  mentally  ill 
who  are  hospitalized  and  those  who  remain 
in  the  community  in  spite  of  their  mental 
and  emotional  symptoms,  because  their 
physical  health  is  good  enough  that  they  can 
continue  to  get  about  and  live  indepen- 
dently.” 

Later,  Dr.  Simon  emphasizes  the  impor- 
tance of  physical  health  in  dealing  with 
emotional  problems.  He  found,  as  have 
many  others,  that  emotional  problems  clear 
and  sometimes  completely  evaporate  as  the 
physical  condition  improves. 

In  the  author’s  own  clinical  experience  in 
dealing  with  older  patients,  it  is  impressive 
that  with  emotional  problems  associated  with 
physical  conditions  and  the  "withdrawal 
syndrome”:  (to  be  discussed  later),  one 
should  hesitate  to  make  a mental  diagnosis 
until  these  two  conditions  have  received  full 
treatment.  Many  patients  come  into  the  hos- 
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pital  diagnosed  organic  brain  syndrome, 
senility,  cerebral  arteriosclerosis,  and  the  like, 
that  clear  up  under  treatment  to  such  an  ex- 
tent as  to  leave  much  doubt  relative  to  the 
original  diagnosis.  Unless  a patient  had  a 
history  of  psychosis  in  early  life,  one  should 
be  reluctant  to  tag  an  emotional  diagnosis  on 
them  until  they  have  had  a full  treatment 
regimen. 

Another  characteristic  of  the  older  person 
is  depression.  Associated  with  this  depres- 
sion is  a situation  loosely  termed  "the  with- 
drawal syndrome”.  This  withdrawal  syn- 
drome in  older  persons  is  usually  in  four 
stages.  First,  they  withdraw  from  their 
clubs  and  civic  activities.  Second,  they  will 
withdraw  from  close  friends  and  even  fam- 
ily to  where  they  become  in  the  fourth 
phase  a true  recluse.  The  true  recluse  is  that 
usually  old  person  whom  we  see  written 
up  in  newspaper  articles  as  living  in  their 
homes,  small  apartments,  or  cheap  hotels. 
When  found,  their  living  place  is  usually 
filled  with  old  newspapers  or  other  non- 
valuable items.  The  living  area  is  darkened 
by  shades;  the  person  is  found  not  to  be 
eating  well,  and  the  like.  There  is  now  every 
indication  leading  to  believe  that  this  condi- 
tion is  reversible  if  not  accompanied  by 
pathologic  cellular  involvement  in  the  brain 
or  other  rather  severe  disease  processes. 

A constant  finding  in  even  the  finest  gov- 
ernment operated  mental  health  institutions 
is  the  patient’s  loss  of  personal  identity — 
"de-personalization”.  This  is  almost  impos- 
sible to  prevent;  large  buildings,  large  recre- 
ational areas,  large  eating  areas,  are  to  many 
a foreign  land. 

In  a few  cases  this  de-personalization  can 
be  reversed  fairly  rapidly.  For  the  majority, 
it  takes  varying  lengths  of  time  for  reversal. 
In  a number  of  cases,  they  never  really  re- 


cover. Many  will  put  up  a good  front,  but 
when  you  get  to  know  them,  they  will  so 
frequently  say,  "I  have  lived  my  time.  All 
my  friends  are  gone.  I wish  the  Lord  would 
take  me.”  For  those  who  have  worked  with 
these  people  there  is  no  answer  for  that 
individual.  However,  the  overall  answer  is 
quite  apparent — prevention  of  de-personal- 
ization— prevention  of  hospitalization.  They 
should  be  kept  in  home  communities  and 
surroundings  as  long  as  possible.  They  should 
be  given  as  full  a life  as  possible  so  that  when 
death  approaches  it  will  come  quickly  and 
it  is  usually  welcomed. 

In  summarizing: 

( 1 ) We  face  a ballooned  65  plus  age  pop- 
ulation with  the  thought  that  the  ballooning 
is  now  over,  that  we  will  maintain  the  pres- 
ent percentage  level  with  but  gradual  in- 
crease unless  there  is  a breakthrough  in  the 
treatment  of  cancer  and/or  cardiovascular 
conditions; 

(2)  Neither  society  nor  governments  are 
prepared  for  this  ballooning; 

(3)  Approximately  362  persons  per  100,- 
000  population  over  65  will  need  medical 
attention  for  emotional  problems  per  year; 

(4)  At  least  80  percent  of  the  people 
needing  treatment  for  emotional  problems 
will  also  have  serious  physical  problems.  De- 
pression in  the  aged  may  be  a physical  illness 
because  of  its  response  to  the  newer  drugs 
and  the  physical  findings  associated  with 
same.  Therefore,  the  author  feels  that  the 
overall  percentage  of  physical  problems  is 
higher  than  80  percent; 

( 5 ) Finally,  De-Personalization  is  a ma- 
jor factor  in  dealing  with  the  treatment  of 
geriatric  patients  in  mental  hospitals. 

Note:  Persons  over  6 5 in  the  State  of  Virginia 
(1970  census) — 346,000  (7.5  percent  of  popula- 
tion) . 
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Medicare  - Part  B — 


Coding  Guides  and  Definitions 

The  extent  of  the  services  provided  by  the 
physician  in  many  cases  has  been  difficult 
to  identify  because  of  lack  of  information. 
To  assist  in  the  identification  of  services 
rendered  the  following  coding  guides  and 
definitions  have  been  established  (use  of  the 
guides  by  the  physician  when  billing  Medi- 
care, or  the  Medicare  Beneficiary,  will  assist 
in  the  prompt  and  proper  processing  of  the 
claim) : 

Routine  Visit — Involves  less  than  15  min- 
utes of  physician’s  time,  and  a minimum 
(if  any)  of  diagnostic  tests. 

Extended  Visit — Involves  a prolonged  vis- 
it, generally  exceeding  1 5 minutes  of  phy- 
sician’s time,  but  few  (if  any)  diagnostic 
tests. 

Limited  Physical  Examination — Involves 
limited  history  and  physicial  examination, 
considerable  (but  not  comprehensive)  di- 
agnostic testing  (billed  separately),  and 
if  a hospital  examination,  the  preparation 
of  hospital  records. 

Comprehensive  Physical  Examination 
— Involves  thorough  examination  and  ex- 
tensive testing  procedures  (which  are  bill- 
ed separately).  Nearly  always  requires 
30  minutes  or  considerably  longer. 


OFFICE 

Routine  Visit  9000 

Extended  Visit  9001 

Limited  Examination  9002 

Comprehensive  Examination  9003 

HOSPITAL-INPATIENT 

Routine  Visit  9010 

Extended  Visit  9011 

Limited  Examination  9012 

Comprehensive  Examination  9013 
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HOSPITAL-OUTPATIENT 

Routine  Visit  9020 

Extended  Visit  9021 

Limited  Examination  9022 

Comprehensive  Examination  9023 

HOME-RESIDENCE 

Routine  Visit  9030 

Extended  Visit  9031 

Limited  Examination  9032 

Comprehensive  Examination  903  3 

Additional  Family  Member  9034 

ECF-HOSPITAL-CONNECTED 

Routine  Visit  9040 

Extended  Visit  9041 

Limited  Examination  9042 

Comprehensive  Examination  9043 

ECF-NON-HOSPITAL-CONNECTED 

Routine  Visit  905  0 

Extended  Visit  9051 

Limited  Examination  9052 

Comprehensive  Examination  905  3 

NURSING  HOME-MULTIPLE 
PATIENTS  SEEN 

Routine  Visit  9060 

Extended  Visit  9061 

Limited  Examination  9062 

Comprehensive  Examination  9063 

NURSING  HOME-SINGLE  PATIENT 
SEEN 

Routine  Visit  9070 

Extended  Visit  9071 

Limited  Examination  9072 

Comprehensive  Examination  9073 


Procedure  Codes — Consultations  Code 

Consultation  requiring  limited  ex- 
amination and  or  evaluation  of  a 
given  system  but  not  requiring  a 
complete  diagnostic  history  and  ex- 
amination— home,  office  or  hospital  9080 
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Consultation  requiring  more  exten- 
sive examination  and/or  evaluation 
but  not  requiring  complete  diagnos- 
tic history  and  examination — home, 
office  or  hospital  9081 

Consultation  requiring  complete  di- 
agnostic history  and  examination 
and  or  evaluation — office,  home  or 
hospital  9082 

Consultation  of  unusual  complexity, 
necessitating  diagnostic  history  and 
examination,  extensive  review  of 
prior  medical  records,  compilation 
and  assessment  of  data  and  the  prep- 
aration of  a special  report — home, 
office  or  hospital  9083 

It  is  requested  that  when  using  these 
numeric  codes  that  they  be  preceded  by 
"T”  which  will  identify  them  as  Travelers 


Medicare  Codes  and  eliminate  the  possibility 
of  confusing  them  with  Blue  Cross,  CRVS, 
or  other  similar  codes. 

The  Fourth  Edition  of  the  1964  Relative 
Value  Studies  published  by  the  California 
Medical  Association,  693  Sutter  St.,  San 
Francisco,  California  94102  (price  $1.50) 
is  used  for  its  numeric  codes  only  to  identify 
Surgical  Procedures.  When  using  the  CRVS 
codes  to  identify  the  surgical  procedures 
performed,  it  is  requested  that  you  indicate 
the  use  of  this  code  by  inserting  ”1964 
CRVS”  before  the  numeric  code. 

Diagnostic,  X-Ray,  Radiotherapy  and 
Radioisotope  descriptions  and  numeric  codes 
will  soon  be  ready  for  distribution  to  inter- 
ested physicians.  Copies  may  be  requested 
by  writing  to  The  Travelers  Insurance  Com- 
pany, Medicare,  P.  O.  Box  10166,  Rich- 
mond, Virginia  23240  (Personal  Attention 
C.  J.  Kelly). 


( 


DIAGNOSTIC  LABORATORY  MEDICINE- 
ETIOLOGY  OF  BACTEREMIA  ( Continued  from  page  660) 


positive  group  will  increase  and  become  the 
primary  cause  of  significant  bacteremia. 
However,  it  is  safe  to  predict  that  the  etio- 
logical pattern  will  not  remain  static  and 
only  by  consistent  monitoring  and  reporting 
of  current  trends  will  the  modern  hospital 


staff  be  able  to  define  and  prevent  this  se- 
rious type  of  infection. 

Division  of  Clinical  Pathology 
Medical  College  of  'Virginia 
Health  Sciences  Division 
Virginia  Commonwealth  University 
Richmond , Virginia 
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Correspondence .... 


Homologous  Serum  Hepatitis 

A thing  which  everybody  is.  supposed  to 
believe  requires  that  the  profound  evidence 
supporting  the  thing  be  irrefutable. 

In  1960  the  subcommittee  on  transfusions 
and  related  problems  issued  a strongly 
worded  statement  supporting  the  inter- 
ethnic use  of  blood  for  transfusion.  The 
contrivance  upon  which  the  subcommittee’s 
statement  was  based  was  quite  simple.  They 
reasoned  that  no  two  individuals,  except 
for  identical  twins,  have  identical  blood; 
therefore,  individual  blood  differences  are 
more  important  than  any  inter-ethnic  blood 
differences  in  the  practice  of  blood  transfu- 
sion. Moreover,  the  more  important  blood 
group  antigens  are  matched  prior  to  trans- 
fusion; therefore,  any  ethnic  difference  in 
the  frequency  of  occurrence  of  the  major 
blood  group  antigens  would  be  of  no  im- 
portance. A few  clinicians  disagreed  with 
the  subcommittee’s  statement.  As  with  any 
statement,  the  subcommittee’s  statement 
can  either  be  believed  or  disbelieved.  I do 
not  believe  it. 

Previously,  I have  reported  a transfusion 
reaction  case  that  clearly  demonstrates  that 
when  individual  blood  differences  are  not 
detected,  or  are  not  detectable,  then  inter- 
ethnic blood  differences  exist  that  will  allow 
a tranfusion  reaction  to  occur  that  would 
be  impossible  with  the  racial  separation  of 
the  blood  for  transfusion.  As  transfusion 
reactions  are  infrequent,  any  inter-ethnic 
tranfusion  reaction  problem  must  be  ex- 
tremely small.  If  transfusion  reactions  oc- 
curred frequently,  then  the  inter-ethnic  use 
of  blood  for  transfusion  could  have  created 
a problem  of  clinical  importance. 

Homologous  serum  hepatitis  is  a serious 
clinical  problem  that  is  frequent  in  oc- 
currence. Has  the  inter-ethnic  use  of  blood 
for  tranfusion  altered  the  incidence  of  ho- 
mologous serum  hepatitis  in  various  ethnic 
groups? 


Homologous  serum  hepatitis  is  trans- 
mitted by  the  parenteral  inoculation  of 
serum  or  serum  products.  Whatever  may  be 
the  causative  agent  of  this  condition,  it  is 
inescapable  that  the  disease  must  result  from 
a serum  incompatibility  between  the  donor 
and  the  recipient.  Furthermore,  the  incom- 
patibility must  occur  naturally  or  be  ac- 
quired. 

There  is  no  routine  typing  of  the  serum 
for  incompatibilities  betwen  the  donor  and 
the  recipient.  Indeed,  excluding  the  Aus- 
tralia antigen,  we  do  not  know  what  should 
be  tested. 

It  has  been  postulated  that  homogolous 
serum  hepatitis  may  be  caused  by  a serum 
protein  incompatibility  between  the  donor 
and  the  recipient.  Likewise,  neonatal  hepa- 
titis may  result  from  a serum  protein  incom- 
patibility between  the  fetus  and  mother. 

There  is  an  ethnic  difference  in  the  fre- 
quency of  occurrence  of  the  various  serum 
protein  groups.  In  most  situations,  as  blacks 
are  the  minority,  black  patients  are  largely 
a recipient  of  white  donor  blood.  Blacks, 
therefore,  must  have  a higher  incidence  of 
serum  protein  incompatibilities  resulting 
from  the  inter-ethnic  use  of  blood  for  trans- 
fusion than  they  would  have  with  the  racial 
separation  of  the  donor  blood.  Do  blacks 
have  a higher  incidence  of  homologous  serum 
hepatitis  than  they  would  have  with  racial 
separation  of  donor  blood? 

We  are  studying  neonatal  hepatitis  cases 
(Giant  Cell  Hepatitis)  to  determine  if  this 
condition  is  caused  by  a fetal-maternal 
serum  protein  incompatibility.  This  con- 
dition occurs  infrequently  and  we  need  ad- 
ditional cases.  If  anyone  has  such  cases,  I 
would  appreciate  it  greatly  if  they  would 
contact  me. 

Martel  J.  Dailey,  M.D. 

P.  O.  Box  744 

Williamston,  North  Carolina  27892 
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The  Medical  Society  of  Virginia 


• • 


Minutes  of  Council 

A meeting  of  the  Council  of  The  Medical  Society 
of  Virginia  was  held  on  Thursday,  October  14,  at  the 
Marriott  Twin  Bridges  Motor  Hotel,  Arlington. 

Members  Present:  Dr.  James  M.  Moss,  Dr.  William 
S.  Hotchkiss,  Dr.  William  Grossmann,  Dr.  W.  D. 
Liddle,  Jr.,  Dr.  Mack  I.  Shanholtz,  Dr.  Thomas  S. 
Edwards,  Dr.  Raymond  S.  Brown,  Dr.  Arthur  A. 
Kirk,  Dr.  William  R.  Hill,  Dr.  George  J.  Carroll, 
Dr.  F.  H.  McGovern,  Dr.  John  A.  Martin,  Dr.  James 
C.  Respess,  Dr.  Alvin  E.  Conner,  Dr.  Carl  E.  Stark 
and  Dr.  Thomas  L.  Lucas. 

Others  Present:  Dr.  Harold  E Nemuth,  Second 
Vice-President;  Dr.  Anthony  J.  Munoz,  Third  Vice- 
President;  Dr.  William  J.  Hagood,  Jr.,  Vice-Speaker; 
Dr.  W.  Callier  Salley,  Dr.  W.  Linwood  Ball  and  Dr. 
Alexander  McCausland,  AMA  Delegates;  Dr.  Russell 
Buxton  and  Dr.  F.  Ashton  Carmines,  AMA  Alternate 
Delegates;  Dr.  Robert  T.  Manning,  Dean,  Eastern 
Virginia  Medical  School;  Dr.  M.  Pinson  Neal,  Assist- 
ant Dean,  Medical  College  of  Virginia;  Dr.  James 
Hamlin,  Acting  Dean,  University  of  Virginia  School 
of  Medicine;  and  Dr.  Richard  E.  Palmer,  Member 
Board  of  Trustees,  AMA. 

Conference  on  Abortions 

The  Medical  Society  of  Virginia  has  been  invited 
to  join  with  the  Virginia  League  for  Planned  Parent- 
hood and  State  Deartment  of  Health  in  sponsoring 
a one  day  conference  on  abortions.  The  legal  and 
psychological  aspects  of  the  problem  would  be  treated 
and  experience  of  the  various  states  discussed. 

The  thought  was  expressed  that  Council  should 
have  more  information  before  reaching  a decision 
and  it  was  suggested  that  the  Liaison  Committee  to 
the  Virginia  League  for  Planned  Parenthood  be  con- 
sulted. A motion  to  this  effect  was  adopted. 

Continuing  Education  Survey 

Dr.  Carroll  reported  that  3,800  survey  forms  have 
been  returned  thus  far  and  that  the  results  are  quite 
encouraging.  The  form  was  mailed  by  the  State  Board 
of  Medical  Examiners  along  with  the  annual  state- 
ment for  professional  license  fee  and  this  undoubtedly 
had  something  to  do  with  the  high  number  of  re- 
turns. There  was  some  feeling  that  the  survey  should 
be  continued,  perhaps  on  an  annual  basis. 


Dr.  Moss  then  moved  that  the  project  be  reviewed 
by  the  Committee  on  Medical  Education  and  that 
its  recommendations  be  made  known  to  Council  as 
soon  as  possible.  The  motion  was  seconded  and  car- 
ried. 

Compulsory  Vaccination 

Council  was  advised  that  the  State  Board  of  Health 
is  anxious  to  have  its  thoughts  concerning  compul- 
sory vaccination  for  smallpox.  It  has  been  reported 
that  the  Public  Health  Service  will  soon  recommend 
that  compulsory  vaccination  laws  be  abolished.  Dr. 
Shanholtz  expressed  the  hope  that  some  unanimity  of 
opinion  could  be  reached  and  thereby  avoid  possible 
conflict  in  the  General  Assembly  when  and  if  com- 
pulsory vaccination  legislation  is  introduced. 

It  was  then  moved  by  Dr.  Moss  that  the  Society 
go  on  record  as  opposing  compulsory  smallpox  vac- 
cination. The  motion  was  seconded. 

Considerable  opposition  to  the  elimination  of  com- 
pulsory vaccination  was  voiced  during  the  ensuing 
discussion.  There  was  some  feeling  that  since  few 
complications  have  arisen  as  a result  of  the  vaccina- 
tion, it  would  be  best  to  leave  the  matter  as  it  is. 
The  feeling  was  also  expressed  that  this  is  primarily 
a National  problem  and  should  be  resolved  at  that 
level. 

The  motion  by  Dr.  Moss  was  then  rejected. 

It  was  then  moved  and  seconded  that  the  Society 
be  placed  on  record  as  endorsing  compulsory  smallpox 
vaccination.  The  motion  was  adopted. 

It  was  the  consensus  that  any  action  on  compul- 
sory legislation  be  deferred  until  a more  appropriate 
time. 

VAMPAC 

Acting  on  a motion  by  Dr.  Moss,  Council  elected 
the  following  Board  of  Directors  for  the  Virginia 
Medical  Political  Action  Committee: 

District  Chairmen 

1st:  William  B.  Brown,  M.D.,  Gloucester 

2nd:  Fred  T.  Given,  Jr.,  M.D.,  Norfolk 
3rd:  Henry  S.  Spencer,  M.D.,  Richmond 
4th:  A.  Epes  Harris,  Jr.,  M.D.,  Blackstone 
Sth:  Girard  V.  Thompson,  Sr.,  M.D.,  Chatham 
6th:  Charles  A.  Young,  Jr.,  M.D.,  Roanoke 
7th:  Dennis  P.  McCarty,  M.D.,  Front  Royal 
8th:  Ira  D.  Godwin,  M.D.,  Fairfax 
9th:  Walter  C.  Elliott,  M.D.,  Lebanon 

10th:  Michael  A.  Puzak,  M.D.,  Arlington 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 
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* 
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should  not  oe  exceeded,  and  medication 
should  be.kept  out  of  reach  of  children. 
Signs  of  accidental  overdosage  may  in- 
clude severe  respiratory  depression, flush- 
ing, lethargy  or  coma,  hypotonic  reflexes, 
nystagmus,  pinpoint  pupils,  tachycardia; 
continuous  observation  is  necessary.  The 
subtherapeutic  amount  of  atropine  sulfate 
is  added  to  discourage  deliberate  over- 
dosage. 

Adverse  Reactions:  Side  effects  re- 
ported with  Lomotil  therapy  include  nau- 
sea, sedation,  dizziness,  vomiting. 


pruritus,  restlessness,  abdominal  discom- 
fort, headache,  angioneurotic  edema, 
giant  urticaria,  lethargy,  anorexia,  numb- 
ness of  the  extremities,  atropine  effects, 
swelling  of  the  gums,  euphoria,  depression 
and  malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 
Dosage:  The  recommended  average  ini- 
tial daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as  follows; 


Children; 

3-6  mo Vi  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.. . V?  tsp.  q.i.d.  (4  mg.) 

1- 2  yr Vz  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr 1 tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 

Manufactured  by  SEARLE  & CO. 
San  Juan,  Puerto  Rico  00936 

For  more  detailed  medical  information  write. 
G.  D.  Searle  & Co.,  Medical  Department, 

P.O.  Box  5110,  Chicago,  Illinois  60680 
Research  in  the  Service  ot  Medicine 


Additional  information  available  to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Members- At -Large 

1st:  Frank  Chambers  Robert,  M.D.,  Hampton 

2nd:  Arthur  A.  Kirk,  M.D.,  Portsmouth 

2nd:  Harry  B.  Taylor,  Jr.,  M.D.,  Norfolk 
4th:  Robert  B.  Webb,  Jr.,  M.D.,  Petersburg 
5th:  Baxter  H.  Byerly,  M.D.,  Danville 
5th:  Thomas  H.  Holland,  Pharmacist,  Danville 
5 th:  Mrs.  Robert  D.  Keeling,  South  Hill 
6th:  Mrs.  F.  Clyde  Bedsaul,  Floyd 
6th:  Alexander  McCausland,  M.D.,  Roanoke 
8th:  Alvin  E.  Conner,  M.D,.  Manassas 
9th:  Cecil  C.  Hatfield,  M.D.,  Saltville 

10th:  Joseph  M.  Kline,  D.D.S.,  Arlington 

Congressional  Districts 

Dr.  Moss  expressed  the  feeling  that  members  of 
Council  should  be  nominated  by  delegates  represent- 
ing the  proposed  new  Congressional  districts.  Dr. 
Liddle,  however,  stated  that  he  is  still  of  the  opinion 
that  Councilors  should  be  elected  without  reference 
to  place  of  residence  or  the  area  in  which  the  ma- 
jority of  their  practice  is  carried  on.  It  was  brought 
out  that  the  thoughts  of  Dr.  Moss  in  the  election  of 
Councilors,  need  for  Vice-Councilors  and  terms  of 
service  for  Councilors  and  delegates  are  covered  in 
his  Presidential  Address.  His  thoughts  would  auto- 
matically be  referred  to  a Reference  Committee. 

After  considerable  discussion,  Council  voted  to 
oppose  the  recommendation  that  Councilors,  at  this 
time,  be  nominated  by  a caucus  of  delegates  repre- 
senting societies  in  the  proposed  new  districts. 

It  was  the  consensus,  however,  that  nominations 
for  the  State  Board  of  Medical  Examiners  should  be 
made  in  accordance  with  the  new  districts. 

Cost  of  Hospital  Care 

Dr.  Carroll  reported  that  a special  VALC  subcom- 
mittee on  the  cost  of  hospital  care  has  been  hard  at 
work  and  has  held  several  public  hearings.  The  sub- 
committee is  headed  by  Senator  Edward  E.  Willey, 
Richmond,  and  has  been  looking  into  the  Blue  Cross 
operation  in  Virginia.  It  was  learned  that  the  com- 
mittee has  devoted  a considerable  amount  of  time 
to  the  Kaiser-Permanente  approach  and  the  overall 
HMO  concept  of  providing  medical  care.  Appar- 
ently it  has  evidenced  considerable  interest  in  con- 
sumer-owned plans. 

It  was  mentioned  that  although  Virginia  law  does 
not  permit  group  plans  of  this  kind  to  operate  in  the 
State,  an  effort  might  very  well  be  made  to  change 
the  law  in  the  near  future.  A motion  to  refer  the 


matter  to  a special  committee  for  further  study  was 
lost  for  want  of  a second. 

Dr.  William  Thurman  then  expressed  the  opinion 
that  Kaiser  seems  quite  interested  in  expanding  its 
program  to  Virginia.  He  went  on  to  say  that  a 
medical  care  delivery  program  has  been  designed  for 
the  Charlottesville  area — particularly  for  members 
of  the  faculty  and  employees  of  the  University.  It 
would  be  a prepaid  program  and  would  undoubtedly 
be  attractive  as  a fringe  benefit.  The  program  would 
be  Blue  Cross-Blue  Shield  oriented  and  jointly  super- 
vised by  representatives  of  the  Albemarle  County 
Medical  Society,  University  of  Virginia  and  Blue 
Cross-Blue  Shield.  It  would  also  serve  as  a model 
demonstration  program  and  might  well  point  the 
way  for  other  delivery  programs  in  the  State. 

A motion  by  Dr.  Ha  good  to  include  the  proposed 
program  in  Council’s  Supplemental  Report  to  the 
House  u as  seconded  and  adopted. 

Drug  Abuse 

Mr.  Ted  Markow,  Counsel  for  the  State  Board  of 
Medical  Examiners,  discussed  Virginia’s  drug  laws 
and  indicated  that  no  drastic  changes  are  planned 
for  the  upcoming  session  of  the  General  Assembly. 
He  did  say,  however,  that  some  changes  have  been 
proposed  for  the  Controlled  Substances  Act  in  order 
to  bring  it  in  conformity  with  the  National  law. 
The  changes,  if  enacted,  would  require  those  phy- 
sicians involved  in  the  distribution  of  controlled  drugs 
to  register  and  keep  certain  required  records. 

Financial  Report  and  Budget 

Dr.  Michael  A.  Puzak,  Chairman  of  the  Finance 
Committee,  reported  on  the  Society’s  finances  and 
presented  the  proposed  budget  for  fiscal  1971-72.  He 
stated  that  the  Society  had  just  closed  its  books  on 
one  of  its  best  years  from  the  financial  point  of  view. 

The  budget  was  approved  as  presented  and  referred 
to  the  House  of  Delegates  for  later  consideration  by 
a Reference  Committee. 

Board  of  Medical  Examiners 

Dr.  Carroll  indicated  that  the  Board,  more  than 
ever,  seeks  the  advice  and  guidance  of  Council.  Mr. 
Markow  covered  a number  of  proposed  amendments 
to  the  Medical  Practice  Act,  including  a provision 
for  adding  a consumer  representative  to  the  Board. 
A Psychiatric  Advisory  Committee  would  also  be 
authorized  as  another  means  of  public  protection. 

During  the  discussion  which  followed,  some  ques- 
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tion  was  raised  as  to  the  advisability  of  having  a 
consumer  representative  on  the  Board.  Mr.  Markow 
stated  that  a number  of  groups  had  requested  such 
representation  and  that  he  did  not  believe  that  the 
presence  of  such  a representative  would  disrupt  the 
Board  in  any  manner. 

Physicians’  Assistanls 

Council  learned  that  AMA  is  currently  engaged  in 
a very  comprehensive  study  of  the  physician’s  as- 
sistant problem  and  that  progress  reports  are  expected 
in  the  very  near  future.  At  the  moment,  however, 
no  real  definition  of  a physician’s  assistant  has  been 
agreed  upon. 

Mr.  Markow  briefed  Council  on  several  proposed 
amendments  to  the  Medical  Practice  Act  which, 
hopefully,  would  provide  a foundation  upon  which 
to  build.  He  expressed  the  hope  that  should  the  legis- 
lation be  enacted,  it  would  make  it  much  easier  for 
physicians  working  with  physicians’  assistants  to  ob- 
tain and  retain  professional  liability  insurance.  The 
proposed  legislation  permits  a physician,  upon  ap- 
plication to  the  Board,  to  delegate  to  an  assistant 
those  acts  which  constitute  the  practice  of  medicine 
— provided  that  their  training  and  education  is  ade- 
quate to  perform  those  particular  acts.  In  no  case, 
however,  shall  the  services  the  physician’s  assistant 
is  permitted  to  render  include  the  establishment  of 
a final  diagnosis  or  a treatment  plan  for  the  patient. 
The  physician’s  assistant  must  at  all  times  be  under 
the  direction  and  control  of  a licensed  physician. 

While  it  was  admitted  that  the  proposed  legisla- 
tion is  not  the  final  answer,  it  was  agreed  that  it  rep- 
resents a start  in  the  right  direction.  It  should  even- 
tually lead  to  something  much  more  concrete. 

It  was  then  moved  by  Dr.  Stark  that  Council  sup- 
port the  Board  of  Medical  Examiners  in  its  registra- 
tion proposal  and  await  the  results  of  the  AMA  study 
before  proceeding  any  further.  The  motion  was  sec- 
onded and  carried. 

A motion  by  Dr.  Respess  ivhich  would  bring  the 
matter  before  the  House  of  Delegates  for  considera- 
tion by  a Reference  Committee  was  seconded  and 
adopted. 

Nurse  Anesthetists 

The  Virginia  Association  of  Nurse  Anesthetists 
wishes  to  incorporate  into  the  Nurse  Practice  Act 
certain  requirements  for  the  practice  of  anesthesia 
by  registered  nurses.  The  Association  proposes  to 
spell  out  educational  requirements  and  generally  fol- 


low the  lead  of  those  states  where  such  action  has 
proved  successful. 

A motion  to  support  the  Virginia  Association  of 
Nurse  Anesthetists  in  its  efforts  to  amend  the  Nurse 
Practice  Act  was  seconded  and  adopted. 


Emergency  Medical  Technicians 


During  its  August  meeting,  Council  discussed 
the  advisability  of  amending  Virginia’s  Good  Samari- 
tan Law  in  such  manner  as  to  permit  rescue  squad 
personnel  to  perform  certain  emergency  functions 
without  fear  of  suit.  An  Advisory  Committee  to 
the  Governor  has  been  considering  this  same  question 
and  Dr.  Stark  indicated  that  its  recommendations 
will  be  incorporated  into  legislation  which  will  be 
introduced  in  the  upcoming  session  of  the  General 
Assembly. 


AMA  Sponsored  Forums 


Dr.  Hotchkiss  reported  that  the  American  Medical 
Association  stands  ready  to  cooperate  with  state  med- 
ical societies  in  presenting  special  forums  on  speaking 
and  leadership.  Such  forums  have  proved  quite  pop- 
ular over  the  Nation  and  are  in  great  demand.  Should 
The  Medical  Society  of  Virginia  wish  to  work  with 
AMA  on  such  a venture,  it  would  probably  be  the 
latter  part  of  1972  before  such  a program  could  be 
arranged.  A motion  by  Dr.  Moss  that  the  Society 
pursue  the  possibility  of  presenting  such  a program 
in  1972  was  seconded  and  carried. 


Hearing  Information  Center 


Dr.  John  Gorman,  Chairman  of  the  Committee 
on  Conservation  of  Hearing,  called  attention  to  a 
communications  gap  which  currently  exists  where 
hearing  conservation  programs  and  facilities  in  Vir- 
ginia are  concerned.  He  stated  that  his  Committee 
believes  that  The  Medical  Society  of  Virginia  could 
perform  a very  real  service  by  seeking  to  bridge  this 
gap  through  publication  of  a special  brochure  and 
directory  which  would  provide  badly  needed  infor- 
mation for  the  communicatively  handicapped.  He 
estimated  that  $2,500  would  be  needed  for  this 
purpose. 

Dr.  Grossmann  stated  that  the  Virginia  Compre- 
hensive Health  Planning  Council  would  be  most 
pleased  to  include  any  and  all  information  available 
in  its  health  data  book.  A suggestion  was  also  made 
that  the  Committee  enlist  the  assistance  of  the  Vir- 
ginia Hearing  Foundation. 

It  was  then  moved  by  Dr.  Kirk  that  an  appropria- 
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tion  of  $2,500  be  added  to  the  budget  for  the  pur- 
pose of  carrying  out  the  recommendations  of  Dr. 
Gorman’s  Committee.  The  motion  was  seconded  and 
adopted. 

AMDOC 

Council  directed  its  attention  to  a request  from 
from  the  American  Doctor  Volunteer  Medical  Pro- 
grams for  a financial  contribution.  A motion  to  fore- 
go a contribution  at  this  time  was  seconded  and 
carried. 

Future  Mission 

Two  reports  from  the  Committee  Studying  the 
Future  Mission  of  the  Society  were  considered.  The 
reports  contained  several  recommendations  with  ref- 
erence to  the  terms  of  Councilors  and  AMA  dele- 
gates, the  so-called  "act  of  discovery”,  ways  and 
means  and  increasing  interest  in  the  Society,  etc. 

A motion  to  make  sure  that  the  reports  were 
brought  to  the  attention  of  the  House  for  consider- 
ation by  an  appropriate  Reference  Committee  was 
seconded  and  carried. 

Medicaid 

The  Norfolk  County  Medical  Society  had  requested 
that  Council  give  consideration  to  that  portion  of 
the  Medicaid  Law  which  makes  a child  ineligible  for 
benefits  if  there  is  a working  parent  in  the  home. 
The  hope  was  expressed  that  the  Law  might  be 
amended  in  such  manner  as  to  correct  this  particular 
situation.  Brought  out  was  the  fact  that  the  Ameri- 
can Academy  of  Pediatrics  also  stands  solidly  behind 
such  an  amendment. 

It  was  pointed  out  that  such  a provision  was  not 
financially  feasible  at  the  beginning  of  the  Medicaid 
program.  In  fact,  it  might  well  have  doubled  the 
amount  needed  to  get  the  program  launched.  Be- 
cause of  the  tremendous  cost  involved  Medicaid  has 
necessarily  limited  itself  to  helping  only  the  very 
needy.  Dr.  Shanholtz  expressed  the  hope  that  the 
proposal  which  will  be  submitted  to  the  General  As- 
sembly in  January  will  adequately  take  care  of  this 
particular  shortcoming. 

A motion  by  Dr.  Lid  die  to  refer  the  matter  to  the 
House  of  Delegates  was  seconded  and  adopted. 

Maternal  Health 

Council  was  reminded  that  it  had,  earlier  in  the 
year,  approved  an  appropriation  of  $1,000  to  help 
cover  the  cost  of  a series  of  TV  tapes  on  maternal 


health.  The  tapes  represent  a joint  project  of  the 
Department  of  Health,  The  Medical  Society  of  Vir- 
ginia and  Old  Dominion  Medical  Society. 

A motion  to  include  $1,000  in  the  1971-72  budget 
for  this  purpose  was  adopted. 

Medicare 

Some  members  of  the  Society  feel  very  strongly 
that  an  effort  is  being  made  to  force  the  practice  of 
medicine  into  hospitals.  They  point  out  that  Medi- 
care is  at  least  partly  responsible  since  it  will  pay 
100%  of  the  physician’s  fee  for  certain  services  pro- 
vided on  an  in-patient  basis,  but  only  80%  if  the 
same  service  is  provided  on  an  out-patient  basis  or 
in  the  physician’s  office. 

After  some  disejission  it  was  agreed  that  the  mat- 
ter should  be  referred  to  the  House  for  consideration 
by  a Reference  Committee. 

Eligibility  Requirements  for  Councilors 

Dr.  Liddle  stated  that  he  still  believed  that  mem- 
bers of  Council  should  be  elected  without  reference 
to  place  or  residence  or  area  of  practice.  With  this 
thought  in  mind,  he  offered  a resolution  which  would 
amend  the  By-Laws  accordingly. 

After  careful  consideration,  it  was  the  consensus 
that  the  resolution  should  be  referred  to  the  House 
for  assignment  to  the  proper  Reference  Committee. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

James  M.  Moss,  M.D.,  President 

Minutes  of  the  House  of  Delegates 

First  Session 

The  House  of  Delegates  of  The  Medical  Society 
of  Virginia  met  in  the  Chesapeake  Room  of  the  Mar- 
riott Twin  Bridges  Motor  Hotel,  Arlington,  on  Oc- 
tober 14,  1971.  The  meeting  was  called  to  order 
at  2:00  P.M.  by  Dr.  James  M.  Moss,  President. 

The  invocation  was  delivered  by  Dr.  Bernard  H. 
Kasinoff,  Chairman,  Committee  on  Medicine  and 
Religion. 

Dr.  Thomas  S.  Edwards,  Speaker  of  the  House,  was 
introduced  and  called  for  a report  from  the  Creden- 
tials Committee.  Dr.  George  M.  Nipe,  Chairman, 
reported  a quorum  present. 

The  minutes  of  the  October,  1970,  sessions  of  the 
House  were  then  approved  as  published  in  the  De- 
cember, 1970,  issue  of  the  Virginia  Medical  Monthly. 
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Dr.  Moss  then  delivered  his  Presidential  Address, 
which  is  published  in  its  entirety  in  the  November 
issue  of  the  Virginia  Medical  Monthly.  Dr.  Moss  has 
directed  his  attention  to  those  problems  of  an  internal 
nature  affecting  The  Medical  Society  of  Virginia 
and  AMA.  Not  only  has  he  spotlighted  the  problems 
but  he  has  also  recommended  solutions  which  deserve 
the  consideration  of  all  Society  members. 

Dr.  William  J.  Hagood,  Jr.,  Vice-Speaker,  intro- 
duced Mrs.  Reuben  F.  Simms,  President  of  the  Wom- 
an’s Auxiliary  to  The  Medical  Society  of  Virginia. 
Mrs.  Simms  reported  on  the  Auxiliary’s  activities 
during  the  year  and  touched  on  its  plans  for  the 
future. 

Also  introduced  was  Mrs.  David  B.  Hill,  President- 
Elect  of  the  Auxiliary. 

Dr.  Hagood  then  introduced  the  following  very 
distinguished  guests:  Dr.  DeWitt  E.  DeLawter,  Pres- 
ident-Elect, Medical  and  Chirurgical  Faculty  of 
Maryland;  Dr.  Harry  S.  Weeks,  Jr.,  President,  West 
Virginia  State  Medical  Association;  Dr.  Marvin  C. 
Korengold,  President,  Medical  Society  of  District  of 
Columbia;  Dr.  John  Glasson,  President-Elect,  Medi- 
cal Society  of  State  of  North  Carolina;  and  Dr.  C.  E. 
Sutton,  President,  Old  Dominion  Medical  Society. 

Representing  allied  organizations  were:  Mrs.  Ruth 
Dize,  President,  Virginia  Association  of  Medical  As- 
sistants, and  Kenneth  L.  Rinker,  R.N.,  President, 
Virginia  Nurses’  Association. 

Mr.  Louis  Kuritzky,  President  of  the  Medical  Col- 
lege of  Virginia  Student  Body,  was  next  introduced. 

Also  recognized  was  Mr.  Anthony  Castle,  a dele- 
gate from  the  University  of  Virginia  Student  Medi- 
cal Society.  Attention  was  called  to  the  fact  that 
this  was  the  first  time  in  the  Society’s  history  that 
a student  society  had  been  represented  in  the  House 
of  Delegates. 

The  House  was  then  addressed  by  Dr.  M.  Pinson 
Neal,  Assistant  Dean,  School  of  Medicine,  Medical 
College  of  Virginia.  Dr.  Neal  reported  on  activities 
at  the  College  and  offered  some  very  interesting  facts 
and  figures.  The  House  was  interested  to  learn  that, 
according  to  figures  available  through  1967,  41.2% 
of  those  who  have  graduated  from  the  College  are 
now  practicing  in  Virginia. 

Dr.  James  Hamlin,  Acting  Dean,  University  of 
Virginia  School  of  Medicine,  also  addressed  the  House 
and  reported  that  the  size  of  classes  was  increasing. 
The  increases  thus  far  have  been  accomplished  with- 
out any  loss  in  quality,  a fact  which  has  pleased  every- 
one involved  with  the  educational  process. 

Dr.  Robert  T.  Manning,  Dean,  Eastern  Virginia 


Medical  School,  was  then  introduced  and  advised  the 
House  that  Virginia’s  third  medical  school  will  soon 
become  operational.  He  confirmed  the  fact  that 
money,  as  always,  remains  the  big  problem  and  that 
a continuing  effort  must  be  maintained  in  this  regard. 

Dr.  Hagood  next  introduced  Dr.  Bruce  I.  Shnider, 
Associate  Dean,  Georgetown  University  School  of 
Medicine,  and  Dr.  James  J.  Feffer,  Associate  Dean, 
George  Washington  University  School  of  Medicine. 

Mrs.  Prentiss  Lee,  President,  Woman’s  Auxiliary 
to  the  AMA,  was  introduced  and  brought  a message 
of  greeting  from  the  National  Auxiliary. 

Dr.  Edwards  then  requested  that  the  various  Con- 
gressional districts  caucus  for  the  purpose  of  elect- 
ing members  to  serve  on  the  Nominating  and  Refer- 
ence Committees.  He  requested  the  7th,  8 th  and 
9th  Districts  to  submit  three  nominations  each  for 
the  Board  of  Medical  Examiners.  He  also  called  at- 
tention to  the  fact  that  Districts  1,  3,  5,  7 and  9 
should  select  nominees  for  Council. 

Following  a short  intermission,  the  House  reviewed 
the  Rules  of  Procedure  which  would  govern  the  con- 
duct of  business  from  that  point  on.  The  rules  were 
adopted  as  presented. 

Dr.  Michael  A.  Puzak,  Chairman  of  the  Finance 
Committee,  advised  the  House  that  the  Society  had 
enjoyed  one  of  its  best  years  financially  and  expressed 
pleasure  in  being  able  to  offer  a balanced  budget  for 
fiscal  1971-72.  The  budget  was  referred  to  a Ref- 
erence Committee  for  consideration  the  following 
day. 

Also  referred  to  a Reference  Committee  were  a 
previously  published  Report  of  Council  and  a Sup- 
plemental Report  on  matters  considered  by  Council 
earlier  in  the  day. 

The  various  Committee  reports  were  then  received 
and  referred  to  Reference  Committees.  Several  sup- 
plemental reports  were  also  received  and  referred  to 
appropriate  Committees. 

The  Speaker  then  called  for  new  business  and  di- 
rected the  attention  of  the  House  to  those  resolu- 
tions distributed  prior  to  the  meeting.  Four  resolu- 
tions having  to  do  with  rural  health  and  one  pertain- 
ing to  a slow-moving  vehicle  emblem  had  been  sub- 
mitted by  the  Culpeper  County  Medical  Society. 

Another  resolution  previously  submitted  was  that 
sponsored  by  the  Alexandria  Medical  Society  having 
to  do  with  the  Maryland  "defective  delinquent” 
statute. 

A resolution  had  also  been  submitted  by  the  South- 
western Virginia  Medical  Society  having  to  do  with 
investigation  of  new  drugs. 
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Dr.  John  Wyatt  Davis,  Jr.,  introduced  a resolu- 
tion calling  on  physicians  to  voluntarily  limit  their 
prescribing  of  amphetamines  to  specific  well  recog- 
nized medical  indications. 

Dr.  Richard  Palmer  introduced  a resolution  which 
would  have  the  Society  endorse  the  Health  Insurance 
Act  of  1971 — better  known  as  "Medicredit”. 

Next  to  be  introduced  was  a resolution  which 
would  establish  a statewide  moratorium  on  the  writ- 
ing of  prescriptions  for  methadone  for  the  treatment 
of  drug  addiction  by  private  physicians.  The  reso- 
lution was  introduced  by  Dr.  Leonard  Weyl  on  behalf 
of  the  Medical  Council  of  Northern  Virginia. 

Dr.  M.  F.  Durfee,  on  behalf  of  the  Halifax  County 
Medical  Society,  introduced  a resolution  recommend- 
ing that  pre-school  children  be  required  to  receive 
a complete  series  of  oral  polio  vaccine,  DPT  mate- 
rial, rubeola  vaccine  and  appropriate  booster  immuni- 
zations. The  resolution  would  also  recommend  the 
elimination  of  smallpox  vaccination  as  a prerequisite 
for  school  admission. 

Dr.  Baxter  Byerly,  on  behalf  of  the  Danville-Pitt- 
sylvania  Academy  of  Medicine,  offered  a resolution 
in  support  of  the  Regional  Medical  Program. 

A resolution  calling  for  institution  of  no-fault 
automobile  insurance  in  Virginia  was  introduced  by 
Dr.  Arthur  Kirk  on  behalf  of  the  Portsmouth  Acad- 
emy of  Medicine. 

Dr.  Alexander  McCausland  then  obtained  consent 
for  immediate  consideration  of  the  following  resolu- 
tion which  was  adopted  unanimously: 

Resolved:  That  Dr.  Alger  B.  Harrison,  Frank- 
lin, Virginia,  be  nominated  to  receive  the  award 
of  the  President’s  Committee  for  the  Physically 
Handicapped  and  the  Governor’s  Award  Commit- 
tee as  the  doctor  doing  the  most  toward  the  em- 
ployment of  the  physically  handicapped  in  Vir- 
ginia. 

Dr.  William  Grossmann  introduced  a resolution 
calling  for  an  ad  hoc  committee  which  would  study 
means  whereby  an  acceptable  and  effective  peer  re- 
view program  could  be  designed  and  implemented. 

Dr.  Grossmann  also  introduced  a resolution  calling 
on  the  Society  to  reaffirm  its  support  of  Blue  Cross- 
Blue  Shield  plans  in  Virginia  and  offer  its  assistance 
to  the  Virginia  Advisory  Council  in  its  study  of 
health  insurance  in  the  State. 

Resolutions  on  matters  covered  in  the  Presidential 
Address  of  Dr.  Moss  were  also  referred  to  Reference 
Committees.  These  had  to  do  with  changing  the  title 
of  "Executive  Secretary-Treasurer”  to  "Executive 


Vice-President”,  creating  the  position  of  "Vice  Coun- 
cilor” and  limiting  the  terms  of  office  for  delegates 
and  Councilors. 

Dr.  Edwards  reminded  the  House  that  all  three 
Reference  Committees  would  meet  the  following 
day  at  3:00  P.M.  and  that  the  Second  Session  of  the 
House  would  be  held  on  Saturday  at  3:30  P.M. 

After  suggesting  that  the  Committee  on  Nomina- 
tions arrange  a time  and  place  for  its  meeting  just 
as  soon  as  possible,  Dr.  Edwards  declared  the  House 
adjourned. 

Second  Session 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  by  the  Speaker  at  3:30  P.M.  on  Sat- 
urday, October  16,  1971,  at  the  Marriott  Twin 
Bridges  Motor  Hotel,  Arlington.  A quorum  was  re- 
ported present  by  Dr.  George  Nipe,  Chairman  of  the 
Credentials  Committee. 

Dr.  W.  Linwood  Ball  was  then  recognized  for  the 
purpose  of  presenting  the  report  of  the  Committee 
on  Nominations. 

Following  the  Committee’s  nomination  of  Dr.  Carl 
E.  Stark,  for  president-elect,  the  name  of  Dr.  William 
D.  Liddle,  Jr.,  was  placed  in  nomination  from  the 
floor.  Dr.  Stark  was  elected. 

Dr.  W.  Leonard  Weyle  was  then  elected  First  Vice- 
President,  Dr.  Anthony  J.  Munoz,  Second  Vice-Pres- 
ident, and  Dr.  Gerald  J.  Fisher,  Third  Vice-President. 

Dr.  Thomas  S.  Edwards  was  re-elected  Speaker  of 
the  House  and  Dr.  William  J.  Hagood,  Jr.,  Vice- 
Speaker. 

Robert  I.  Howard  was  re-elected  Executive  Secre- 
tary-Treasurer. 

Nominations  for  Council  were  then  reported  and 
the  following  elected: 

1st  District:  Dr.  Raymond  S.  Brown 
3rd  District:  Dr.  William  R.  Hill 
5th  District:  Dr.  Baxter  H.  Byerly 
7th  District:  Dr.  James  C.  Respess 
9th  District:  Dr.  James  Hal  Smith 

The  following  nominations  for  the  State  Board  of 
Medical  Examiners  were  received  and  will  be  sub- 
mitted to  the  Governor  for  his  consideration: 

7th  District:  Dr.  Robert  C.  Green,  Jr. 

Dr.  John  C.  Hortenstine 
Dr.  Thomas  C.  Iden 
8th  District:  Dr.  James  H.  Carpenter 

Dr.  Robert  A.  W.  Latimer 
Dr.  Wallace  E.  Baker 
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9th  District:  Dr.  James  M.  Peery 
Dr.  C.  C.  Hatfield 
Dr.  Robert  A.  Abernathy 

The  House  was  then  advised  that  the  terms  of  Dr. 
W.  Linwood  Ball  and  Dr.  Alexander  McCausland, 
Delegates  to  the  American  Medical  Association,  will 
expire  on  December  3 1 . 

Dr.  Ball  expressed  his  appreciation  of  the  confi- 
dence the  House  had  placed  in  him  over  the  years 
and  stated  that  it  was  with  the  deepest  regret  that 
he  had  decided  not  to  stand  for  re-election. 

Dr.  McCausland  was  then  re-elected  and  Dr.  Wil- 
liam R.  Hill  was  named  to  succeed  Dr.  Ball. 

Since  Dr.  Hill  had  been  elected  Delegate,  it  be- 
came necessary  to  elect  a successor  as  Alternate  to 
Dr.  Salley.  The  names  of  Dr.  Thomas  Gorsuch  and 
Dr.  William  Grossmann  were  placed  in  nomination 
and  Dr.  Grossmann  was  elected. 

It  was  then  announced  that  the  terms  of  Dr.  F. 
Ashton  Carmines  and  Dr.  Russell  Buxton  as  Alter- 
nate Delegates  to  AMA  would  also  expire  on  Decem- 
ber 31.  Dr.  Carmines  was  re-elected  and  Dr.  Michael 
A.  Puzak  named  to  succeed  Dr.  Buxton. 

Dr.  Ball  stated  that  some  discontent  had  been 
voiced  concerning  the  Nominating  Committee  meth- 
od of  selecting  a slate  of  officers  and  moved  that,  in 
the  future,  all  nominations  be  made  from  the  floor. 
The  motion  was  seconded. 

During  the  ensuing  discussion  it  was  brought  out 
that  the  change  recommended  in  Dr.  Ball’s  motion 
would  require  an  amendment  to  the  By-Laws  and  the 
question  was  raised  as  to  whether  the  Nominating 
Committee  was,  in  fact,  a Reference  Committee.  It 
was  the  opinion  of  the  Parliamentarian  that  the  Nom- 
inating Committee  was  a Reference  Committee.  The 
opinion  was  challenged  by  Dr.  Grossmann  who  moved 
to  negate  the  ruling  of  the  Parliamentarian.  The  mo- 
tion was  seconded  but  lost. 

The  House  was  then  advised  that  the  majority  of 
the  Nominating  Committee  was  mainly  interested  in 
having  the  question  studied  by  an  appropriate  body. 
An  amendment  to  Dr.  Ball’s  motion  referring  the 
matter  to  Council  u/as  seconded  and  adopted.  The 
motion  as  amended  was  then  passed. 

A Certificate  of  Distinguished  Service  was  present- 
ed by  Dr.  Moss  to  Dr.  James  D.  Hagood.  Dr.  Hagood 
has  contributed  many  years  of  service  to  his  State 
and  profession  and  will  always  be  remembered  as  one 
of  Virginia’s  most  distinguished  medical  statesmen. 
It  was  noted  with  regret  that  Dr.  Hagood  was  un- 


able to  accept  the  award  personally.  His  nephew, 
Dr.  William  J.  Hagood,  Jr.,  received  the  Certificate  in 
his  behalf. 

Dr.  McCausland  then  requested  consent  of  the 
House  to  have  Dr.  Young  introduce  a special  reso- 
lution. Consent  was  granted  and  the  following  reso- 
lution adopted: 

Whereas,  Dr.  Frederick  M.  Jacobs  who  was  for 
many  years  a faithful  member  of  this  House  of 
Delegates  departed  this  life  October  6,  1971,  after 
a lingering  and  painful  illness  which  he  bravely 
accepted,  and 

Whereas,  he  was  respected  by  his  fellow  prac- 
titioners, loved  by  his  friends,  and  admired  by  all 
who  knew  him,  and 

Whereas,  he  will  be  greatly  missed  by  the  Roa- 
noke delegation,  the  Sixth  District  caucus,  and 
by  the  sessions  of  this  House  of  Delegates;  now, 
therefore,  be  it 

Resolved,  that  this  memorial  expression  be  in- 
scribed in  the  minutes  of  this  House  of  Delegates 
and  that  a copy  be  delivered  to  his  widow  and 
family. 

The  House  next  consented  to  permit  Dr.  Arthur 
Kirk  to  introduce  a resolution  on  Dr.  W.  Linwood 
Ball.  The  resolution  was  adopted  as  folloics: 

Whereas,  W.  Linwood  Ball,  M.D.,  a member 
of  The  Medical  Society  of  Virginia,  has  served  the 
Society  faithfully  in  a dedicated  manner,  contrib- 
uting long  hours  in  duties  of  inestimable  worth 
and  value;  and 

Whereas,  he  has  fulfilled  innumerable  Commit- 
tee assignments  of  The  Medical  Society  of  Vir- 
ginia; and 

Whereas,  Dr.  Ball  has  served  as  a member  of 
the  Board  of  Trustees  of  the  American  Medical 
Association,  Vice-President  of  the  American  Med- 
ical Association,  Delegate  to  the  American  Medical 
Association  from  The  Medical  Society  of  Virginia; 
be  it 

Resolved,  that  The  Medical  Society  of  Virginia 
recognize  W.  Linwood  Ball,  M.D.,  by  presenting 
to  him  a Distinguished  Service  Award  this  16th 
day  of  October,  1971,  upon  his  retirement  as  a 
Delegate  to  the  American  Medical  Association. 

Dr.  Moss  called  attention  to  the  excellent  arrange- 
ments made  by  Dr.  Gouldin’s  Program  Committee 
and  Dr.  Fisher’s  Committee  on  Arrangements. 

Dr.  Liddle  was  then  requested  to  present  the  report 
of  Reference  Committee  No.  1. 
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REFERENCE  COMMITTEE  NO.  1 
Committee  Reports: 

The  following  reports  were  adopted  as  recom- 
mended by  the  Committee:  Executive  Secretary- 
Treasurer  (with  commendation),  AMA  Delegates, 
Publication,  Ethics,  Insurance,  Maternal  Health,  Re- 
habilitation, and  Radiology  Advisory. 

The  House  agreed  that  the  report  of  the  Ethics 
Committee  should  be  sent  all  component  societies 
with  a request  that  its  contents  be  brought  to  the 
attention  of  their  members. 

Resolution  Creating  Position  of  Vice-Councilor: 

(Sponsored  by  Dr.  James  M.  Moss) 

The  House  concurred  with  the  recommendation 
that  this  particular  resolution  be  amended  to  read 
as  follows: 

Whereas,  there  is  need  for  a Vice-Councilor  to 
substitute  for  the  Councilor  at  Council  meetings 
and  to  assist  the  Councilor  in  liaison  with  the 
component  societies;  therefore,  be  it 

Resolved,  that  the  position  of  Vice-Councilor 
be  created  in  each  Congressional  District.  The 
Vice-Councilor  is  to  be  elected  at  the  same  time 
as  the  Councilor  and  is  to  serve  for  a one-year 
term  with  a maximum  of  two  consecutive  terms; 
further,  be  it 

Resolved,  that  the  By-Laws  be  amended  to  make 
this  change  permanent. 

Resolution  Limiting  Terms  of  Office  of  Delegates 
and  Councilors: 

(Introduced  by  Dr.  James  M.  Moss) 

It  was  the  Committee’s  recommendation  that  this 
resolution  be  amended  by  deleting  reference  to  AMA 
Delegates.  The  House  agreed  and  the  resolution  was 
adopted  in  the  following  form: 

Whereas,  it  is  essential  that  young  physicians 
ha^e  a greater  voice  in  the  offices  of  The  Medical 
Society  of  Virginia;  therefore,  be  it 

Resolved,  that  the  services  of  a Councilor  shall 
be  limited  to  no  more  than  three  consecutive  two- 
year  terms;  further,  be  it 

Resolved,  that  Councilors  may  be  re-elected 
after  they  have  been  out  of  office  for  at  least  one 
year;  further  be  it 

Resolved,  that  the  By-Laws  be  changed  accord- 
ingly. 

Report  of  Council: 

That  portion  of  the  Report  having  to  do  with 
Rules  of  Procedure  was  amended  to  read  as  follows: 


"It  is  proposed  that  the  Rules  governing  conduct 
of  business  in  the  House  of  Delegates  be  amended 
in  such  manner  as  to  give  primary  motion  status 
to  the  content  of  any  speech  or  formal  expression 
made  by  an  officer  of  the  Society  before  the  House 
when  so  designated.  This  would  make  it  possible 
for  such  remarks  to  be  referred  to  appropriate 
Reference  Committees.” 

The  House  also  accepted  the  Committee’s  recom- 
mendation that  that  part  of  the  Report  dealing  with 
Nursing  Education  be  amended  to  read  as  follows: 

"Virginia’s  Congressional  delegation  has  been 
advised  of  the  Society’s  support  of  legislation 
which  would  provide  Federal  funds  for  nursing 
education.  The  proposed  legislation  would  make 
available  up  to  $20,000  a year  to  each  nursing 
school  and  the  sum  of  $2,000  for  each  student.” 

Resolution  on  Drug  Investigation: 

(Southwestern  Virginia  Medical  Society) 

The  House  concurred  with  the  Committee’s  recom- 
mendation that  this  particular  resolution  be  referred 
to  Council  with  the  request  that  it  be  placed  in  the 
hands  of  an  appropriate  Committee  for  further  study, 
clarification  and  implementation. 

Resolution  on  Federal  Health  Insurance: 

(Introduced  by  Dr.  Richard  E.  Palmer) 

In  accordance  with  the  Committee’s  recommenda- 
tion, the  House  adopted  the  following  resolution: 

Whereas,  it  has  long  been  the  position  of  the 
medical  profession  that  no  person  should  lack  ade- 
quate medical  and  health  care  because  of  economic, 
social  or  any  other  reason;  and 

Whereas,  it  also  has  long  been  the  concept  of 
the  profession  that  the  patient  should  have  the 
right  to  choose  whom  he  shall  have  to  provide 
medical  care;  as  well  as  the  right  to  choose  the 
system  of  care  through  which  he  will  receive  such 
services;  and 

Whereas,  there  are  numerous  proposals  before 
the  U.  S.  Congress  at  the  present  time,  directing 
themselves  towards  the  financing  of  such  health 
care;  and 

Whereas,  it  is  possible  that  action  may  be  taken 
on  some  form  of  legislation;  therefore,  be  it 

Resolved,  that  the  House  of  Delegates  of  The 
Medical  Society  of  Virginia  endorses,  among  the 
various  proposals,  The  Health  Insurance  Act  of 
1971,  popularly  known  as  Medicredit — The  Ful- 
ton-Broyhill  Bill — as  a system  that  would  ade- 
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quately  protect  the  principles  enumerated;  and  be 
it  further 

Resolved,  that  the  House  of  Delegates  of  The 
Medical  Society  of  Virginia  commends  those  Vir- 
ginia legislators  who  have  sponsored  or  co-sponsored 
this  bill  and  strongly  urges  all  its  Congressmen  and 
Senators  to  sponsor,  support  and  vote  for  The 
Health  Insurance  Act  of  1971. 

Resolution  on  No-Fault  Automobile  Insurance: 

(Sponsored  by  Portsmouth  Academy  of  Medi- 
cine) 

The  House,  acting  upon  the  Committee’s  recom- 
mendation, adopted  the  following  resolution : 

Whereas,  the  cost  of  automobile  insurance  has 
reached  astronomical  heights  to  the  extent  that  it 
is  becoming  out  of  reach  for  the  average  citizen, 
and 

Whereas,  No-Fault  Automobile  Insurance  has 
been  shown  to  be  successful  in  other  states;  there- 
fore, be  it 

Resolved,  that  The  Medical  Society  of  Virginia 
be  requested  to  endorse  the  institution  of  No-Fault 
Automobile  Insurance  in  the  State  of  Virginia. 

Reports  of  Committee  on  Future  Mission  of  the  So- 
ciety: 

The  annual  report  of  the  Committee  was  approved 
as  published  in  the  Virginia  Medical  Monthly. 

Where  the  Supplemental  Report  was  concerned,  the 
Committee  recommended  deletion  of  those  items  hav- 
ing to  do  with  specified  terms  for  members  of  Coun- 
cil and  AMA  Delegates.  It  was  pointed  out  that 
these  matters  were  covered  in  resolutions  considered 
earlier.  Deletion  was  also  recommended  for  that 
portion  of  the  report  which  would  impose  a similar 
limitation  on  members  of  the  House  of  Delegates  of 
The  Medical  Society  of  Virginia.  The  House  con- 
curred. 

It  was  also  recommended  by  the  Committee  that 
that  part  of  the  report  which  referred  to  "acts  of 
discovery”  be  accepted  as  a matter  of  information 
only. 

The  House  agreed  with  the  Committee  in  approv- 
ing that  part  of  the  Supplemental  Report  which 
would  encourage  younger  members  to  attend  and 
participate  in  the  Annual  Meeting  and  which  would 
also  encourage  component  societies  to  hold  meetings 
devoted  to  the  AMA  and  The  Medical  Society  of 
Virginia. 

The  House  also  agreed  with  the  Reference  Com- 
mittee in  its  urging  the  Committee  Studying  the 


Future  Mission  to  explore  other  ways  and  means  of 
improving  communications  between  medical  students 
and  local  and  state  societies.  It  found  no  objection 
to  discontinuing  senior  medical  student  dinners. 

The  House  then  concurred  with  the  Committee’s 
recommendation  that  that  portion  of  the  Supplemen- 
tal Report  having  to  do  with  the  District  caucus  be 
amended  to  read  as  follows: 

"We  recommend  that  each  District  should  cau- 
cus well  in  advance  of  our  Annual  Meeting  and 
choose  not  only  its  Nominating  Committee  mem- 
ber but  its  recommended  member  for  the  Reference 
Committees.  In  this  way  many  of  the  problems  to 
come  up  in  Reference  Committees  may  be  studied 
in  advance.” 

The  remainder  of  the  Supplemental  Report  was 
adopted  as  presented. 

The  report  of  Reference  Committee  No.  1 as  a 
whole  was  adopted  as  amended. 

Dr.  Harold  Nemuth  was  then  requested  to  present 
the  report  of  Reference  Committee  No.  2. 

REFERENCE  COMMITTEE  No.  2 
Committee  Reports: 

The  following  reports  were  adopted  as  recom- 
mended by  the  Reference  Committee:  Membership, 
Public  Relations,  Judicial,  Medicine  and  Religion, 
Blue  Shield  Directors,  Highway  Safety,  Mental 
Health,  Podiatry,  Conservation  of  Hearing,  and  Phar- 
macy. 

Budget  for  Fiscal  1971-72: 

It  was  the  Committee’s  recommendation  that  the 
proposed  budget  for  fiscal  1971-72,  in  the  amount 
of  $219,915.00,  be  adopted.  The  House  concurred 
and  the  budget  follows  in  detail: 


EXPENSES: 

Salaries  $ 84,265.00 

Telephone  & Telegrams 2,000.00 

Postage  2,000.00 

Stationery  and  Supplies 2,500.00 

Office  Equipment — Repairs  & Replacements 3,000.00 

Building  Maintenance  & Repairs — net 12,500.00 

Convention  Expenses 2,000.00 

Council  and  Committee  Expense 3,500.00 

Executive  Assistant — Travel  500.00 

Delegates  to  AMA 6,000.00 

President’s  Expense  3,000.00 

Travel  Expense — Executive  Secretary 2,000.00 

Travel  Expense — Component  Society  Liaison — 1,000.00 

Virginia  Medical  Monthly 39,000.00 

Legal  Expense  10,000.00 

Walter  Reed  Commission 500.00 

Woman’s  Auxiliary  100.00 
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Membership  Dues  (Affiliated  Organizations)  — $ 600.00 

Editor — Virginia  Medical  Monthly 1,000.00 

VaMPAC  (Educational  Fund) 12,000.00 

News  and  Views 500.00 

Retirement  Fund  10,000,00 

Payroll  Taxes  3,000.00 

Public  Relations 3,000.00 

Miscellaneous  600.00 

Special  Appropriations: 

Virginia  Council  5,000.00 

AMA-ERF  1,000.00 

Rural  Health  500.00 

Scholarship — MCV — (Administered  by 

The  Medical  Society  of  Virginia) 2,000.00 

Scholarship — UVA  School  of  Medicine)  — 

(Administered  by  The  Medical  Society  of 

Virginia)  2,000.00 

Student  AMA 500.00 

National  Society  for  Medical  Research 150.00 

Miscellaneous  AMA 700.00 

Maternal  Health  TV  Films 1,000.00 

Hearing  Information  Center 2,500.00 


TOTAL  BUDGET  $219,915.00 


Resolution  on  Changing  Title  of  Executive  Secre- 
tary-T  reasurer'- 

(Introduced  by  Dr.  James  M.  Moss) 

In  accordance  with  the  Committee’s  recommenda- 
tion, the  House  adopted  the  following  resolution: 

Whereas,  The  Medical  Society  of  Virginia  is  a 
Corporation  that  requires  the  services  of  a full- 
time professional  administrator,  and 

Whereas,  our  present  Executive  Secretary- 
Treasurer,  Mr.  Robert  I.  Howard,  has  performed 
these  duties  in  an  exemplary  manner  in  the  past 
twenty  years,  and 

Whereas,  the  title  of  Executive  Vice-President 
is  more  consistent  with  the  responsibilities  of  the 
office;  therefore,  be  it 

Resolved,  that  the  title  of  Executive  Secretary- 
Treasurer  be  changed  to  Executive  Vice-President, 
and  that  the  By-Laws  be  changed  accordingly; 
further,  be  it 

Resolved,  that  Robert  I.  Howard  be  nominated 
and  elected  to  the  office  of  Executive  Vice-Presi- 
dent of  The  Medical  Society  of  Virginia. 

Resolution  on  Rehabilitation  of  Certain  Offenders: 
(Sponsored  by  Alexandria  Medical  Society) 

The  follcnving  resolution  was  adopted  as  recom- 
mended by  the  Committee: 

Whereas,  the  increasing  volume  of  crime  in 
the  State  and  Nation  continues  to  affect  the  lives 
and  the  property  of  many  citizens,  and 


Whereas,  the  economic  costs  of  crime  affect 
the  entire  citizenry,  and 

Whereas,  it  is  well  recognized  that  a large 
amount  of  crime  is  committed  by  former  offenders, 
and 

Whereas,  the  neighboring  State  of  Maryland 
twenty  years  ago  enacted  legislation,  unique  in  this 
country,  by  which  certain  serious  offenders  deemed 
clearly  dangerous  could  be  confined  and  treated 
until  such  time  as  their  release  could  be  reasonably 
safe  for  society,  and 

Whereas,  recent  studies  have  shown  that  those 
men  who  receive  such  treatment  in  the  Maryland 
institution  established  for  this  purpose  committed 
significantly  fewer  offenses  after  release  than  sim- 
ilar men  not  receiving  such  treatment;  be  it  there- 
fore 

Resolved,  that  The  Medical  Society  of  Virginia 
urge  the  General  Assembly  to  enact  legislation 
similar  to  Article  3lB  of  the  Code  of  the  Public 
General  Laws  of  Maryland  for  the  dual  purpose 
of  improving  the  protection  of  society  and  the 
rehabilitation  of  certain  offenders. 

Resolution  on  Amphetamines  and  Stimulants: 

(Introduced  by  Dr.  John  Wyatt  Davis,  Jr.) 

Although  it  was  the  Committee’s  recommendation 
that  the  "Resolved”  portion  of  the  resolution  be 
amended  by  deleting  the  last  three  sentences,  the 
House  agreed  with  Dr.  Davis  that  the  resolution 
should  be  adopted  in  its  original  form.  The  complete 
resolution,  as  adopted,  follows: 

Whereas,  a positive  step  in  combating  drug 
abuse  by  physicians  in  Virginia  is  recommended, 
and 

Whereas,  programs  in  Texas,  Utah,  New  York, 
North  Carolina,  Indiana,  Tennessee,  Louisiana, 
Oklahoma,  Vermont,  Maryland  and  Pennsylvania 
have  met  with  unprecedented  success,  on  a strictly 
voluntary  basis  by  physicians;  therefore,  be  it 

Resolved,  that  members  of  The  Medical  Society 
of  Virginia  and  its  component  societies  limit  their 
prescribing  of  amphetamines  to  specific  well  rec- 
ognized medical  indications.  These  do  not  apply 
in  the  treatment  of  narcolepsy,  hyperkinesis,  or  cer- 
tain psychiatric  problems.  The  treatment  of  obesity 
would  not  be  considered  a recognized  indication. 
The  inclusion  of  barbiturates  and  non-barbiturate 
sedatives  might  be  considered  at  a later  date. 

Resolution  on  Peer  Review: 

(Introduced  by  Dr.  William  Grossmann) 

This  particular  resolution  received  very  careful 
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consideration  and  it  was  the  Committee’s  recom- 
mendation that  the  first  "Resolved”  be  amended  in 
such  manner  as  to  include  a member  from  each  Con- 
gressional district  on  the  ad  hoc  committee.  It  was 
also  recommended  that  the  second  "Resolved”  be 
amended  to  require  consultation  with  component  so- 
cieties before  implementing  any  program  of  peer 
review. 

A proposal  was  then  submitted  by  Dr.  Keeley 
which  would  further  amend  the  first  "Resolved”  by 
making  sure  that  the  ad  hoc  committee  would  in- 
clude members  from  the  various  districts  other  than 
members  of  Council. 

The  House  approved  the  proposed  amendments  and 
the  following  resolution  was  adopted: 

Whereas,  it  is  inevitable  that  some  form  of 
peer  review  will  be  incorporated  into  any  new  pro- 
grams or  revision  of  existing  programs  for  the 
delivery  of  health  care,  and 

Whereas,  the  performance  of  such  functions 
by  medical  groups  and  societies  at  the  local  and 
State  level  is  the  preferable  and  most  acceptable 
manner  to  accomplish  this  aim  in  the  opinion  of 
most  practicing  physicians;  therefore  be  it 

Resolved,  that  the  President  of  The  Medical 
Society  of  Virginia  appoint  an  ad  hoc  committee 
consisting  of  a member  of  each  Congressional  dis- 
trict, other  than  members  of  Council,  to  imme- 
diately study  the  means  whereby  this  can  be  most 
readily  and  effectively  performed  and  to  recom- 
mend the  necessary  organization  and  program  nec- 
essary and  effectively  performed  and  to  recommend 
to  implement  such  functions;  and,  be  it  further 

Resolved,  that  the  Council  of  The  Medical 
Society  of  Virginia  after  consultation  with  the 
component  societies  be  empowered  to  take  such 
action  as  may  be  necessary  to  activate  such  pro- 
grams and  plans  after  reviewing  the  report  of 
this  ad  hoc  committee. 

Resolution  on  Bhie  Cross-Blue  Shield: 

(Introduced  by  Dr.  William  Grossmann) 

In  accordance  with  the  Committee’s  recommenda- 
tion, the  House  adopted  the  following  resolution: 

Whereas,  the  Blue  Cross-Blue  Shield  plans  in 
Virginia  were  the  first  and  for  many  years  the  only 
means  by  which  the  citizens  of  this  Commonwealth 
could  prepay  their  hospital  and  medical  expenses, 
and 

Whereas,  the  Blue  Cross-Blue  Shield  plans  have 
effected  many  innovations  for  the  improvement  of 
the  delivery  of  health  care,  and 


Whereas,  the  Blue  Cross-Blue  Shield  plans  have 
served  as  an  effective  deterrent  to  the  rising  cost 
of  medical  care  in  Virginia;  therefore,  be  it 

Resolved,  that  The  Medical  Society  of  Virginia 
reaffirm  its  support  of  many  years  standing  of  the 
Blue  Cross-Blue  Shield  plans  in  Virginia,  and  be 
it  further 

Resolved,  that  The  Medical  Society  of  Virginia 
offer  its  assistance  to  the  Virginia  Advisory  Legis- 
lative Council  in  their  study  of  health  insurance 
in  this  State. 

Resolution  on  Methadone  Prescriptions: 

(Sponsored  by  Medical  Council  of  Northern 
Virginia) 

It  was  the  Committee’s  recommendation  that  the 
first  "Whereas”  be  amended  to  include  the  words 
"other  authorized  programs”  and  "FDA  type  pro- 
grams”. It  was  also  recommended  that  the  "Re- 
solved” portion  be  amended  to  include  the  words 
"and  single  daily  liquid  dosage  taken  in  the  presence 
of  the  prescribing  physician.”  The  House  concurred 
and  the  resolution  now  reads  as  follows: 

Whereas,  the  use  of  Methadone  for  the  treat- 
ment of  drug  addiction  should  be  confined  to  in- 
stitutional and  other  authorized  programs  ap- 
proved by  the  FDA  and  FDA  type  programs,  and 
Whereas,  several  deaths  have  occurred  due  to 
the  misuse  of  Methadone  prescribed  for  the  treat- 
ment of  drug  addiction;  now,  therefore,  be  it 
Resolved,  that  The  Medical  Society  of  Virginia 
approve  a statewide  moratorium  on  the  writing  of 
prescriptions  for  methadone,  in  any  dosage  form, 
for  the  specific  treatment  of  drug  addiction  by 
private  physicians.  This  moratorium  would  ex- 
clude institutional  use,  authorized  programs,  and 
single  daily  liquid  dosage  taken  in  the  presence  of 
the  prescribing  physician. 

The  report  of  Reference  Committee  No.  2 as  a 
whole  was  then  adopted  as  amended. 

Dr.  Munoz  was  then  introduced  and  requested  to 
present  the  report  of  Reference  Committee  No.  3. 

REFERENCE  COMMITTEE  No.  3 

The  following  reports  were  adopted  as  recom- 
mended: Liaison  to  Virginia  Hospital  Association, 
Nursing,  Supplemental  Report  of  Nursing  Commit- 
tee, Air  Pollution,  Heart-Cancer-Stroke,  Medical  As- 
pects of  Sports,  Insurance  Review,  Aging,  Liaison 
to  Virginia  League  for  Planned  Parenthood,  Liaison 
to  State  Bar,  and  Medical  Education. 
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Supplemental  Report  of  Council: 

A.  The  House  agreed  that  nominations  for  the  State 
Board  of  Medical  Examiners  should  be  submitted 
in  keeping  with  the  proposed  new  Congressional 
Districts. 

B.  The  House  then  considered  a recommendation 
that  it  approve  efforts  of  the  Albemarle  County 
Medical  Society,  the  University  of  Virginia  and 
Blue  Cross-Blue  Shield  in  establishing  an  experi- 
mental model  prepaid  practice  plan.  It  was  also 
recommended  that  the  House  be  advised  annually 
concerning  the  plan’s  progress. 

Dr.  Respess  moved  that  the  words  "Medical 
College  of  Virginia  and  Eastern  Virginia  Medical 
School”  be  inserted  in  the  recommendation  after 
the  words  "University  of  Virginia”.  The  amend- 
ment was  adopted  but  the  Committee’ s recom- 
mendation for  approval  was  rejected  after  lengthy 
debate. 

The  House  then  agreed  to  reconsider  the  origi- 
nal Committee  recommendation  as  requested  by 
Dr.  Grossmann  and  Dr.  Respess.  An  amendment 
proposed  by  Dr.  Byerly  which  would  approach 
such  efforts  only  if  no  Federal  funds  were  involved 
was  adopted. 

The  Committee’s  original  recommendation  was 
then  adopted  as  amended  and  reads  as  follows: 

"Your  Committee  recommends  that  the 
House  approve  the  efforts  of  the  Albemarle 
County  Medical  Society,  the  University  of 
Virginia  and  Blue  Cross-Blue  Shield  in  estab- 
lishing an  experimental  model  prepaid  practice 
plan — provided  that  no  Federal  funds  are  uti- 
lized— and  that  the  House  be  advised  annually 
of  the  progress  that  has  been  made.” 

C.  Proposed  amendments  to  the  Medical  Practice 
Act  tvere  approved.  These  include  additional 
Board  members,  public  protection  where  incompe- 
tent physicians  are  concerned,  and  the  appoint- 
ment of  a Psychiatric  Advisory  Committee. 

D.  The  House  concurred  with  the  Committee  in  its 
agreement  in  principle  with  the  work  done  by 
the  State  Board  of  Medical  Examiners  in  regard 
to  physicians’  assistants  and  proposed  amendments 
to  the  Medical  Practice  Act.  It  agreed  with  the 
Committee  that  the  final  report  should  be  sent 
to  the  Liaison  Committee  to  the  State  Board  of 
Medical  Examiners  and  also  the  Legislative  Com- 
mittee of  Virginia. 


E.  Upon  the  recommendation  of  the  Committee,  the 
House  approved  a request  from  the  Virginia  As- 
sociation of  Nurse  Anesthetists  that  the  Society 
support  a proposed  amendment  to  the  Nurse  Prac- 
tice Act.  The  amendment  would  spell  out  edu- 
cational requirements,  etc.,  for  the  practice  of 
anesthesia  by  registered  nurses. 

F.  Approval  was  voted  for  a recommendation  that 
the  Medicare-Medicaid  Review  Committee  be  re- 
quested to  consider  the  advisability  of  amending 
that  portion  of  the  Medicaid  Law  which  makes 
a child  ineligible  for  benefits  when  there  is  a 
working  parent  in  the  home. 

G.  Also  approved  was  a recommendation  that  the 
Medicare-Medicaid  Review  Committee  be  re- 
quested to  carefully  investigate  the  allegation  that 
Medicare  is  being  used  as  a means  of  forcing  the 
practice  of  medicine  into  hospitals.  The  allega- 
tion stemmed  from  the  fact  that  fees  for  certain 
services  are  paid  100%  if  provided  in  the  hos- 
pital— but  only  80%  if  provided  on  an  out- 
patient basis  or  in  the  physician’s  office. 

H.  The  House,  acting  on  a recommendation  by  the 
Committee,  rejected  a proposed  amendment  to  the 
By-Laws  which  would  permit  members  of  Coun- 
cil to  represent  Districts  in  which  they  neither 
reside  nor  carry  on  the  major  portion  of  their 
practice. 

Resolutions  on  Rural  Health: 

(Sponsored  by  Culpeper  County  Medical  So- 
ciety) 

Four  resolutions  having  to  do  with  comprehensive 
health  planning  in  rural  areas,  physicians  utilization 
of  rural  home  health  resources,  rural  emergency  med- 
ical services  and  health  manpower  in  rural  areas  were 
considered  together.  The  House  agreed  with  the 
Committee  that  the  Culpeper  County  Medical  So- 
ciety should  be  commended  for  its  efforts  in  improv- 
ing health  care  in  rural  areas  and  that  other  com- 
ponent medical  societies  should  be  encouraged  to  take 
similar  action  in  their  areas. 

Resolutioji  on  Slow-Moving  Vehicle  Emblem: 
(Sponsored  by  Culpeper  County  Medical  So- 
ciety) 

The  House  then  approved  the  following  resolution: 

Whereas,  the  Slow-Moving  Vehicle  (SMV) 
Emblem  has  aroused  national  interest  because  of 
its  potential  for  identifying,  on  public  roads,  slow- 
moving  vehicles  with  speed  capabilities  of  less  than 
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2 5 miles  per  hour,  which  include  vehicles  such  as 
farm  tractors  and  other  farm  vehicles,  road  main- 
tenance and  construtcion  equipment,  and  horse- 
drawn  vehicles; 

Whereas,  the  SMV  emblem,  developed  from 
research  at  The  Ohio  State  University  is  a 14- 
inch  equilateral  triangle  with  a fluorescent  orange 
center  for  day-time  visibility  and  a reflective  red 
border  for  night-time,  which  when  properly 
mounted  on  the  center  rear  of  a vehicle,  two  to 
six  feet  form  the  ground,  can  be  seen  and  identified 
from  500  feet  or  more,  both  day  and  night; 

Whereas,  The  American  Society  of  Agricul- 
tural Engineers  and  the  Society  of  Automotive  En- 
gineers have  developed  specifications  for  physical 
properties,  dimensions,  component  materials,  and 
use  of  the  emblem; 

Whereas,  The  Board  of  Directors  of  the  Na- 
tional Safety  Council  approved  a Policy  Statement 
on  the  SMV  emblem  which  formally  confirms  full 
Council  support  for  the  promotion  and  use  of  the 
SMV  emblem  and  urges  that  every  effort  be  made 
to  educate  the  public  to  recognize  it  as  identifying 
a slow-moving  vehicle; 

Whereas,  even  though  a number  of  states  have 
passed  enabling  legislation  on  the  use  of  the  em- 
blem and  progress  is  being  made,  increased  empha- 
sis is  needed  to  secure  national  adoption  and  use 
of  the  emblem;  therefore,  be  it 

Resolved,  that  The  Medical  Society  of  Virginia 
officially  endorse  the  SMV  emblem  and  the  objec- 
tives for  which  it  stands;  and  be  it  further 

Resolved,  that  The  Medical  Society  of  Virginia 
in  cooperation  with  county  medical  societies,  pro- 
mote the  use  of  the  emblem  on  slow-moving  ve- 
hicles and  help  to  educate  the  public  to  recognize 
it  as  identifying  these  vehicles. 

Resolution  on  Pre-School  Immunizations : 

(Sponsored  by  Halifax  County  Medical  Society) 

It  was  the  Committee’s  recommendation  that  this 
particular  resolution  be  adopted  as  presented  with  the 
exception  of  the  last  "Resolved”  which  should  be  de- 
leted. This  "Resolved”  would  have  the  Society  sup- 
port the  elimination  of  smallpox  vaccination  as  a 
prerequisite  for  admission  to  school. 

The  House  concurred  with  the  Committee’s  rec- 
ommendation and  the  resolution,  as  adopted,  follows: 

Whereas,  it  has  been  well  documented  by  the 
1970  Immunization  Survey  that  levels  of  immuni- 
zation against  poliomyelitis,  rubeola,  and  diph- 


theria-pertussis-tetanus are  undergoing  a nation- 
wide decline  in  the  preschool  age  group;  and 

Whereas,  there  has  been  a national  rubeola  epi- 
demic as  well  as  outbreaks  of  diphtheria  corroborat- 
ing the  results  of  the  survey  just  mentioned;  and 
Whereas,  it  is  the  experience  of  physicians  in 
Halifax  County  (a  rural  county)  who  care  for 
preschool  children  that  because  of  socio-economic 
reasons,  apathy,  superstition,  etc.,  there  are  pockets 
of  unimmunized  or  partially  immunized  children 
who  jeopardize  the  health  of  the  population  as 
a whole;  and 

Whereas,  it  is  a well  known  principle  of  pre- 
ventive medicine  that  maintenance  immunizations 
are  a necessary  concomitant  of  "one  shot”  immu- 
nization campaigns  if  a steady  level  of  immunity 
is  to  be  achieved;  and 

Whereas,  the  United  States  Public  Health 
Service  Advisory  Committee  on  Immunization 
Practices  and  the  Committee  on  Infectious  Diseases 
of  the  American  Academy  of  Pediatrics  has  rec- 
ommended the  discontinuance  of  routine  and  com- 
pulsory smallpox  vaccination;  therefore,  be  it 
Resolved,  that  The  Medical  Society  of  Virginia 
recommend  that  all  preschool  children  be  re- 
quired to  receive  a complete  series  of  oral  polio 
vaccine,  diphtheria-pertussis-tetanus  material,  and 
rubeola  vaccine  together  with  appropriate  booster 
immunizations  prior  to  school  entrance. 

Resolution  in  Support  of  Regional  Medical  Pro- 
grams: 

(Sponsored  by  Danville-Pittsylvania  Academy 
of  Medicine) 

The  Committee  recommended  that  the  fifth 
"Whereas”  of  the  resolution  be  amended  by  substi- 
tuting the  word  "participants”  for  the  word  "pro- 
viders”. 

The  House  voted  to  accept  the  Committee’s  rec- 
ommendation and  the  resolution  was  adopted  as  fol- 
lows: 

Whereas,  the  overall  purpose  of  Regional  Medi- 
cal Programs  is,  through  grants  and  contracts,  to 
encourage  and  assist  in  the  establishment  of  re- 
gional cooperative  arrangements  among  medical 
schools,  research  institutions,  and  hospitals  for 
research  and  training  (including  continuing  edu- 
cation) , for  medical  data  exchange,  and  for  dem- 
onstrations of  patient  care  in  the  fields  of  heart 
disease,  cancer,  stroke,  kidney  disease,  and  other 
related  diseases;  and 

Whereas,  Regional  Medical  Programs  will  af- 
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ford  to  the  medical  profession  and  the  medical  in- 
stitutions of  the  nation,  through  such  cooperative 
arrangements,  the  opportunity  of  making  avail- 
able to  their  patients  the  latest  advances  in  the 
prevention,  diagnosis,  and  treatment  and  rehabili- 
tation of  persons  suffering  from  these  diseases;  and 
Whereas,  regional  linkages  will  be  promoted 
among  health  care  institutions  and  providers  so 
as  to  strengthen  and  improve  primary  care  and  the 
relationship  between  specialized  and  primary  care; 
and 

Whereas,  by  these  means,  Regional  Medical 
Programs  will  assist  in  improving  generally  the 
quality  and  enhancing  the  capacity  of  the  health 
manpower  and  facilities  available  to  the  nation 
and  improving  health  services  for  persons  residing 
in  areas  with  limited  health  services,  and  will  ac- 
complish these  ends  without  interfering  with  the 
patterns,  or  the  methods  of  financing,  of  patient 
care  or  professional  practice,  or  with  the  admin- 
istration of  hospitals  and  in  cooperation  with  prac- 
ticing physicians,  medical  center  officials,  hospital 
administrators,  and  representatives  from  appro- 
priate voluntary  health  agencies;  and 

Whereas,  the  Virginia  Regional  Medical  Pro- 
gram is  a way  in  which  participants  can  work  to- 
gether in  a structure  which  offers  them  flexibility 
and  autonomy  in  determining  what  it  is  they  will 
do  to  improve  health  care  for  their  patients  and 
communities,  and  how  it  is  to  be  done;  therefore, 
be  it 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia reaffirm  its  support  of  the  Virginia  Regional 
Medical  Program  and  its  concept  of  voluntary  co- 
operative arrangements  among  medical  schools, 
health  education  centers  and  community  hospitals 
with  the  practicing  physicians,  nurses,  and  allied 
health  professionals  to  improve  health  care  for  all 
Virginians. 

The  report  of  Reference  Committee  No.  3 as  a 
whole  was  then  adopted  as  amended. 

Dr.  Hotchkiss  was  installed  as  President,  with  Dr. 
Moss  presenting  him  the  Society’s  official  gavel  as  the 
traditional  symbol  of  office. 

As  his  first  official  act,  Dr.  Hotchkiss  presented  Dr. 
Moss  the  Society’s  Certificate  of  Appreciation  and 
an  engraved  gavel  commemorating  his  Presidential 
year. 

Dr.  Grossmann  obtained  consent  to  introduce  the 
following  resolution  of  appreciation,  which  was  sec- 
onded and  adopted: 


Resolved,  that  the  House  of  Delegates  of  The 
Medical  Society  of  Virginia  make  known  to  the 
Committee  on  Arrangements  and  our  three  host 
Societies  from  northern  Virginia  its  sincere  appre- 
ciation for  one  of  our  very  best  annual  meetings; 
and  be  it  further 

Resolved,  that  a special  vote  of  thanks  be  di- 
rected to  the  management  and  staff  of  the  Marriott 
Twin  Bridges  Motor  Hotel  for  their  unfailing  co- 
operation in  making  this  meeting  a most  mem- 
orable one. 

There  being  no  further  business,  Dr.  Edwards 
declared  the  meeting  adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

Thomas  S.  Edwards,  M.D.,  Speaker 

The  following  reports  were  presented  to  the  House 
of  Delegates  but  have  not  been  previously  published. 

Liaison  to  State  Bar 

Of  special  interest  to  the  membership  is  the  fact 
that  ten  cases  involving  alleged  malpractice  were 
heard  by  the  Joint  Medico-Legal  Screening  Panel  dur- 
ing the  year,  and  applications  for  future  hearings  are 
being  received  at  an  increased  rate.  As  a matter  of 
fact,  it  has  become  necessary  to  schedule  two — and 
sometimes  three — hearings  on  the  same  day  in  order 
to  keep  up  with  the  demand.  Your  Committee  con- 
siders this  a good  sign — indicating  that  both  lawyers 
and  physicians  are  becoming  aware  of  the  Panel  and 
its  efforts  to  protect  the  physician  defendant  from 
unnecessary  and  adverse  publicity  resulting  from  liti- 
gation while  at  the  same  time  making  sure  that  the 
cause  of  justice  is  served. 

A number  of  matters  having  to  do  with  the  co- 
operation of  our  two  professions  were  considered  by 
our  joint  committees.  Several  problems  brought  to 
our  attention  are  covered  effectively  by  the  "Stand- 
ards of  Principles  Governing  Lawyers  and  Physicians” 
and  copies  were  sent  to  all  parties  concerned.  If  you 
are  not  familiar  with  the  contents  of  this  publication, 
you  may  obtain  a copy  by  writing  the  Executive  Sec- 
retary of  The  Medical  Society  of  Virginia. 

There  is  no  doubt  but  that  physicians  today  are 
living  and  practicing  in  a time  of  great  and  constant 
change.  The  legal  aspects  of  medicine  are  becoming 
more  and  more  important  and  few  physicians  do  not, 
in  some  way,  find  themselves  faced  with  the  neces- 
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sity  of  working  closely  with  members  of  the. legal 
profession  in  some  capacity. 

Your  Committee  is  concerned  with  the  seriousness 
of  the  malpractice  problem  and  will  continue  to  do 
everything  within  its  power  to  eliminate  the  so- 
called  nuisance  suit  and  those  without  merit.  We 
take  this  opportunity  to  express  our  appreciation  for 
the  wonderful  cooperation  we  have  received  from 
the  Virginia  State  Bar  in  our  efforts  to  keep  the  mal- 
practice situation  in  Virginia  under  control. 

George  M.  Nipe,  M.D.,  Chairman 

Medical  Education 

The  Committee  on  Medical  Education  has  the  fol- 
lowing report  for  the  House  of  Delegates.  These  rec- 
ommendations have  been  approved  by  Council. 

1.  It  recommends  that  Council  urge  local  hospitals 
to  utilize  MAPPAS  or  a similar  program  as  a 
guide  to  continuing  In-Hospital  Education. 

2.  The  Committee  does  not  feel  at  this  time  that 
compulsory  postgraduate  education  be  a pre- 
requisite for  either  membership  or  for  licensing 
to  practice  medicine  in  the  State  of  Virginia 
at  this  time. 

3.  The  Committee  favors  the  principles  of  Con- 
tinuing Medical  Education  currently  being  car- 
ried out  by  The  American  Academy  of  General 
Practitioners  and  the  other  specialty  groups. 

4.  The  Committee  recommends  that  The  Medical 
Society  of  Virginia  actively  promote  participa- 
tion in  the  AMA  Physicians  Award  Program. 

5.  The  Committee  believes  that  self  assessment 
and  self  teaching  programs  represent  the  cor- 
nerstones of  Continuing  Medical  Education, 
and  should  be  pursued  by  the  membership. 

6.  The  Committee  also  gave  serious  consideration 
to  the  Annual  Meeting  and  believe  that  some 
thought  should  be  given  to  changing  the  time 
from  October  to  either  spring  or  some  other 
appropriate  time. 

7.  The  Committee  recommended  and  a question- 
naire was  proposed  with  the  approval  of  Coun- 
cil of  The  Medical  Society  containing  some 
basic  information  on  continuing  education. 
This  was  mailed  with  the  annual  renewal  form 
for  the  licensure  for  the  State  Board  of  Medi- 
cal Examiners.  The  response  was  excellent  and 
the  material  is  currently  being  evaluated.  (See 
attached) 

8.  A Sub-Committee  of  the  Committees  on  Con- 
tinuing Education  met  with  a Sub-Committee 


on  Medical  Education,  Heart,  Cancer  and 
Stroke,  to  consider  the  feasibility  of  establish- 
ing a Continuing  Medical  Education  Institute 
in  Virginia.  During  the  discussion  Dr.  Perez 
pointed  out  that  the  committee  had  experienced 
a recent  budget  cut.  It  was  pointed  out  that 
in  Massachusetts  the  original  budget  of  $2  5,000 
was  now  $280,000  and  a great  deal  of  discus- 
sion concerned  itself  as  to  the  need  of  such  an 
institute  at  this  time.  The  Sub-Committee  rec- 
ommended to  the  Committee  on  Continuing 
Education  and  to  Council  that  it  endorse  the 
concept  of  a Continuing  Medical  Education 
Institute  under  sponsorship  of  The  Medical 
Society  of  Virginia  and  that  it  be  referred  for 
further  study  by  the  appointment  of  the  Ad 
Hoc  Committee  which  would  draw  up  a "blue- 
print” for  action.  This  committee  should  in- 
clude in  its  membership  the  Medical  Education 
Directors  of  our  two  Medical  Schools  and  the 
new  Eastern  Regional  School  with  the  Execu- 
tive Director  of  The  Virginia  Regional  Medical 
Program. 

George  J.  Carroll,  M.D.,  Chairman 
Continuing  Education  Questionnaire 


Types  of  Practice 

Solo  Family  ....  17.4% 

Solo  Specialized  24.2% 

Group  Family  5.7% 

Group  Specialized  19.2% 

Institutional  8.9% 

Academic  10.9% 

Administrative  2.1% 

Other  11.60 


100.0% 

Hospital  Privileges 

None  8.6% 

One  36.1% 

More  than  one  51.7% 

Courtesy  3.6% 


100.0%. 

Graduated  Medical  School 


10  years  or  less  19.9% 

11  to  30  years  61.9% 

Over  30  years  18.2  %• 


100.0%. 

(3,748  Questionnaires  received) 
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Hours  (per  year)  Spent  in 
Continuing  Education 


Hospital 

0 

5 

10 

20 

Programs 

16.6% 

14.6% 

19.4% 

49.4% 

Journal  Tapes, 

etc. 

30.8% 

13.3% 

11.8% 

41.1% 

Local  Society 

42.2% 

2 8.4% 

11.7% 

17.7% 

State  Society 

70.6% 

14.1% 

9.7% 

5.6% 

State  Specialty 

Society 

62.1% 

16.5% 

11.7% 

9.7% 

Specialty  Society 

Meetings 

40.3% 

10.9% 

15.2% 

33.6% 

Post  Graduate 

Courses 

50.1% 

8.0% 

15.1% 

26.8% 

AMA-AAGP,  etc. 

74.6% 

5.6% 

8.9% 

10.9% 

Pharmacy 

On  June  23,  1971,  George  A.  Reynolds,  M.D., 
represented  the  Committee  on  Pharmacy  of  The 
Medical  Society  of  Virginia  at  a public  hearing  by 
the  Board  of  Pharmacy  on  its  proposed  Board  Regu- 
lations for  1971.  The  Pharmacy  Committee  objects 
to  Regulation  1 5 which  requires  that  each  pharma- 
cist maintain  a mandatory  Medication  Profile  Record 
on  each  physician’s  patient  made  prior  to  or  at  the 
time  of  filling  a prescription  and  including  the  fol- 
lowing information: 

A.  Identity  of  the  patient. 

B.  Identity  of  the  family  unit. 

C.  As  complete  a history  as  possible  to  include: 

1.  Drug  preparations  not  requiring  a pre- 
scription. 

2.  Sensitivities  and  allergies  to: 

(a)  Prescription  drugs. 

(b)  Non-prescription  drugs. 

(c)  Foods. 

3.  Maintenance  history  or  span  of  use  history. 

4.  Approximate  age  and  weight,  obvious  health 
conditions. 

5.  Increased  dose  history. 

D.  Identity  of  drug,  dosage,  dosage  form,  quan- 
tity, route  of  administration,  prescriber,  date 

and  prescription  number. 

It  is  our  feeling  that  the  implication  of  a compre- 
hensive medical  history  is  beyond  the  practice  of 
pharmacy  and  constitutes  an  intrusion  into  the  prac- 
tice of  medicine  violating  the  confidence  of  the 
doctor-patient  relationship.  The  Committee  has  no 
objection  to  comprehensive  pharmaceutical  records 


maintained  by  pharmacists  on  physicians’  patients  that 
remain  in  the  context  of  the  practice  of  pharmacy 
and  do  not  raise  the  implication  of  the  practice  of 
medicine  by  the  pharmacy  profession.  A copy  of  Dr. 
Reynolds’  statement  is  attached  for  the  sake  of 
clarity. 

Lloyd  T.  Griffith,  M.D.,  Chairman 
June  26,  1971 

State  Board  of  Pharmacy 
10  South  Tenth  Street 
Richmond,  Virginia  2 3219 

Gentlemen: 

This  is  to  present  opinions  expressed  by  me  at  the 
public  hearing  on  June  23rd  at  which  I tentatively 
objected  to  Regulation  15,  in  the  name  of  the  com- 
mittee on  which  I am  serving. 

This  regulation  would  require  a system  of  records 
on  all  regular  customers,  the  patients  of  all  the  phy- 
sicians in  a community,  and  therefore  quite  a trouble- 
some and  time-consuming  burden  on  the  pharmacist, 
for  which  he  cannot  be  compensated  by  charging  a 
fee. 

The  regulation  specifies  "as  complete  a history  as 
possible”,  to  include  "age,  weight,  obvious  health 
conditions”  and  a "maintenance  history”.  These  and 
the  other  directions  all  together  imply  a pretty  com- 
prehensive medical  history  and  current  record.  It  is 
easy  to  see  that  this  would  lead  the  pharmacist,  to 
some  degree,  to  intrude  into  the  practice  of  medi- 
cine. It  would  encourage  him  to  do  so  to  whatever 
degree  he  might  choose. 

The  stated  objectives  of  preventing  the  use  of 
antagonistic  drugs,  drug  reactions  and  drug  abuse  are 
excellent,  but  aren’t  they  covered  in  the  present 
practice  of  pharmacy,  in  which  the  physician  is  con- 
tinuously being  consulted  as  to  possible  mistakes  in 
medication  and  any  and  all  problems?  It  is  already 
the  practice  of  many  to  keep  some  essential  notes 
where  needed. 

By  far  most  people  seem  to  desire  and  expect  that 
their  medical  records  be  kept  securely  private  and 
confidential,  and  strongly  resent  any  failure  by  the 
physician  or  his  office  aides  in  this  respect.  A great 
many  will  object  to  the  possible  failure,  more  or  less, 
where  their  medical  records  are  also  kept  in  the  local 
pharmacy,  even  though  privacy  is  attempted  there 
also. 

The  solution  in  obtaining  the  desired  results  would 
seem  to  be  that  your  Board  advise  all  pharmacists  to 
keep  such  individual  medication  profile  records  as 
they  find  necessary  but  not  to  make  them  manda- 


Volume  98,  December,  1971 


681 


tory.  They  know  pretty  well  where  abuse  exists  and 
more  depends  on  their  interest  in  identifying  it  than 
in  keeping  a lot  of  records.  And  the  advice  on  rec- 
ords should  clearly  indicate  medication  records  rather 
than  medical  records  of  the  physician’s  type. 

George  A.  Reynolds 

Radiology  Advisory 

No  formal  meeting  of  the  Committee  was  held. 
Communications  were  made  by  letter  and  phone. 
There  was  considerable  discussion  with  Dr.  Shanholtz 
and  the  State  Health  Commission  regarding  registra- 
tion and  inspection  of  machines  producing  ionizing 
radiation. 

The  Chairman  of  the  Committee  appeared  before 
the  Council  of  The  Medical  Society  of  Virginia  in 
May,  and  presented  a brief  history  of  radiation  safety 
in  the  State  and  sought  a pool  of  recommendations 
that  would  improve  radiation  safety  standards  in  the 
State  of  Virginia  and  solicit  aid  and  cooperation  in 
registration  and  inspection  of  machines  used  in  the 
practice  of  medicine. 

The  suggestions  were  accepted  by  Council.  It  was 
also  suggested  by  Council  that  the  Committee  pro- 
duce an  exhibit  for  the  State  Medical  Meeting  dem- 
onstrating some  of  the  features  of  radiologic  safety. 
It  is  doubtful  if  an  informative  exhibit  can  be  pro- 
duced for  the  1971  Meeting,  but  effort  is  being  made 
to  locate  an  exhibit  that  is  already  in  existence  and 
there  is  thought  for  an  exhibit  in  the  future. 

Reuben  D.  Knopf,  M.D.,  Chairman 

E.  Richard  King,  M.D. 

John  E.  Prominski,  M.D. 

Conservation  of  Hearing 

Hearing  disorders  affect  over  twenty  million  Amer- 
icans, surpassing  the  visually  handicapped  numerically 
and  is  America’s  major  non-killing  health  disorder. 

The  first  project  carried  out  by  this  committee  was 
a survey  of  each  of  the  committee  members,  as  to 
their  primary  interest  and  any  recommendations  in 
reference  to: 

1.  Pre-school  screening  and  hearing  conservation. 

2.  School  children — screening  and  hearing  conser- 
vation. 

3.  Deaf  and  severely  hard  of  hearing. 

4.  Industrial  hearing  conservation. 

3.  Defective  hearing  clinics,  sponsored  by  state 
and  federal  funds. 


6.  Outline  of  goals  and  functions  of  this  com- 
mittee. 

As  a result  of  this  survey  and  a meeting  of  the 
committee  at  The  Homestead  in  May  1971,  the  rec- 
ommendation is  that  the  committee  concentrate  its 
efforts  on  a single  goal  which  will  be  outlined  later 
in  this  report. 

The  following  information  was  obtained  from  the 
survey  of  committee  members: 

1.  Only  36  schools  have  speech  therapy  available 
and  only  8 public  school  systems  have  services 
available  for  hearing  impaired. 

2.  Less  than  10  pre-school  programs  in  Virginia 
are  available  for  hearing  impaired;  there  are  two 
residential  schools  for  the  deaf. 

3.  There  are  few  or  no  facilities  for  the  multiply 
handicapped,  particularly  those  severely  emo- 
tionally disturbed  and  deaf,  the  physically  han- 
dicapped and  deaf,  and  the  mentally  retarded 
and  deaf. 

4.  A major  glaring  deficit  which  this  committee 
sees  at  the  present  time  is  the  lack  of  an  in- 
formation center  outlining  facilities  available 
for  the  above  types  of  services. 

We  recommend  that  the  current  goals  of  the  Hear- 
ing Conservation  programs  for  The  Medical  Society 
of  Virginia  be  focused  on  a single  effort.  The  great- 
est need  for  the  patient,  physician  and  for  health 
agencies  is  accurate  and  complete  information. 

The  Committee  further  recommends  that  The 
Medical  Society  of  Virginia  grant  $2,500.00  for  the 
purpose  of  developing  and  publishing  an  information 
brochure  for  the  communicatively  handicapped. 

John  B.  Gorman,  M.D.,  Chairman 

Physicians’  Assistants 

The  Committee  held  two  meetings  during  the  past 
year.  Representatives  of  the  Medical  College  of  Vir- 
ginia and  the  University  of  Virginia  Medical  School 
and  the  Virginia  Board  of  Medical  Examiners  at- 
tended the  meetings.  A report  was  prepared  and  sub- 
mitted to  the  Council. 

The  Committee  recommended  to  the  Council  that 
The  Medical  Society  of  Virginia  concern  itself  with 
all  the  aspects  of  the  Allied  Health  Professions,  in- 
cluding the  physicians’  assistants  program,  that  The 
Medical  Society  of  Virginia  continue  to  cooperate 
with  the  State  Board  of  Medical  Examiners  in  de- 
fining a working  definition  of  physician’s  assistant 
and  the  educational  requirements,  qualifications,  reg- 
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istration  and  legal  technicalities  of  such  individuals 
and  their  effect  upon  the  practice  of  Medicine  in 
Virginia. 

The  Committee  recommended  that  the  State  Board 
of  Medical  Examiners  establish  a funded  committee 
to  accomplish  these  goals.  It  was  recommended  that 
the  Committee  on  Physicians’  Assistants  of  The  Med- 
ical Society  of  Virginia  continue  to  work  in  con- 
junction with  the  State  Board  of  Medical  Examiners 
in  developing  guidelines  for  physicians’  assistants’ 
participation  in  health  care. 

William  D.  Dolan,  M.D.,  Chairman 

50-Year  Club  Members — 1971 

T.  Dewey  Davis,  M.D.,  Richmond 

Robert  Felix  Gillespie,  M.D.,  Lebanon 

Francis  Ernest  Hinchman,  M.D.,  Richmond 

Ira  Thomas  Hornbarger,  M.D.,  Hot  Springs 

Ellsworth  Julian  Johnson,  M.D.,  St.  Petersburg,  Fla. 

Marvin  Pinckney  Moore,  M.D.,  Roanoke 

Samuel  Earl  Oglesby,  M.D.,  Lynchburg 

Herman  Isaac  Pifer,  M.D.,  Winchester 

William  Arthur  Porter,  M.D.,  Norfolk 

Charles  Phillips  Mahood  Sheffey,  M.D.,  Lynchburg 

Mortimer  Harry  Williams,  M.D.,  Roanoke 

James  Edwin  Wood,  Jr.,  M.D.,  Charlottesville 


Members  Whose  Deaths  Have  Been  Reported 
Since  1970  Annual  Meeting 

Marie  Frances  Ayers,  M.D. 

Charles  Pugh  Brown,  M.D. 

Benjamin  Leo  Carleton,  M.D. 

Ellsworth  Y.  Ching,  M.D. 

Peter  Charles  Conlon,  M.D. 

CharFes  David  Cooper,  M.D. 

Russell  Mills  Cox,  M.D. 

Thomas  Arthur  Estep  Datz,  M.D. 

Henry  Walker  Decker,  M.D. 

Homer  Earle  Ferguson,  M.D. 


Percy  Ryland  Fox,  M.D. 

Clarence  Dearborn  Freeman,  M.D. 
Kester  St.  Clair  Freeman,  M.D. 

John  Steward  Gilman,  M.D. 

Frank  Spencer  Givens,  M.D. 

Kenneth  Dawson  Graves,  M.D. 

Ernest  Linwood  Grubbs,  M.D. 

Jack  Hawley  Harris,  M.D. 

Frederick  Carl  Heath,  M.D. 

Meredith  Benjamin  Hesdorffer,  M.D. 
Robert  Beall  Hightower,  M.D., 

Erwin  Leopold  Hirsley,  M.D. 

Edward  Marion  Holmes,  Jr.,  M.D. 
Jeannette  Morris  Jarman,  M.D. 
Miletus  Brown  Jarman,  M.D. 

Frank  Stoddard  Johns,  M.D. 

Robert  Walter  Johnson,  M.D. 

George  Richardson  Joyner,  M.D. 
Jefferson  Bishop  Kiser,  M.D. 

Kurt  Oskar  Leonhardt,  M.D. 

Richard  Andrew  Liguori,  M.D. 
Frederick  Byrne  Mandeville,  M.D. 
Jack  Burean  McGolrick,  M.D. 
Richard  Mudie  Meiller,  M.D. 

Maurice  Albert  Michael,  M.D. 

Ray  Atkinson  Moore,  M.D. 

Robert  William  Moseley,  M.D. 
Bernard  Kyle  Mundy,  M.D. 

Frederick  Ralph  Person,  M.D. 

Robert  B.  Phillips,  M.D. 

Wayne  McLean  Phipps,  M.D. 

Joseph  Charles  Placak,  M.D. 

Richard  Hemans  Price,  M.D. 

William  Irvin  Prichard,  M.D. 

John  Atkins  Proffitt,  M.D. 

Russell  Edward  Reid,  M.D. 

Edward  Henderson  Richardson,  M.D. 
Peter  Rosanelli,  M.D. 

John  Lauchheimer  Rosenthal,  M.D. 
Anderson  Thomas  Scott,  Sr.,  M.D. 
John  William  Shawver,  M.D. 

John  Collis  Sherburne,  M.D. 

Lewis  Betty  Staton,  M.D. 

Harry  Baylor  Taylor,  Sr.,  M.D. 
Judson  Tomkins  Vaughan,  M.D. 
Harry  Easley  Whaley,  M.D. 

Norman  Francis  Wyatt,  M.D. 

Jacob  Derk  Zylman,  M.D. 
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Auditor’s  Report 

The  Medical  Society  of  Virginia 
4205  Dover  Road 
Richmond,  Virginia 

We  have  examined  the  financial  statements  of  The 
Medical  Society  of  Virginia,  Richmond,  Virginia,  for  the 
year  ended  September  30,  1971,  as  listed  in  the  foregoing 
table  of  contents.  With  the  exceptions  noted  in  the 
immediately  following  paragraph,  our  examination  was 
made  in  accordance  with  generally  accepted  auditing 
standards  and  accordingly  included  such  tests  of  the 
accounting  records  and  such  other  auditing  procedures 
as  we  considered  necessary  in  the  circumstances. 

The  accounts  receivable  and  accounts  payable  were  not 
verified  by  direct  confirmation;  however,  the  amounts 
are  not  material  in  relation  to  the  financial  position  as  a 
whole. 

It  is  our  opinion  that  the  Balance  Sheet  presents  fairly 
the  financial  position  of  the  Society  at  September  30, 
1971,  in  accordance  with  generally  accepted  principles  of 
accounting.  The  Statement  of  Income  and  Expenses  is 
prepared  on  the  basis  of  cash  receipts  and  disbursements. 

Mitchell,  Wiggins  & Company 
Certified  Public  Accountants 

October  6,  1971 

BALANCE  SHEET 
September  30,  1971 

Assets 

General  Fund 

Cash  in  banks $255,732.49 

Accounts  receivable: 

Dues  from  members — Esti- 
mated collectible  value — 

1970  dues $5,590  00 

Advertising — Virginia  Medi- 
cal Monthly 2,13980  7,72980 


$263,462  29 


Building  Fund 

Land  and  buildings — At  cost $113,723.67 

Furniture  and  equipment; 

Estimated  value — October  1, 

1950 $5,353  11 

Cost  of  acquisitions  after  Oc- 
tober 1,  1950 8,470  00  13,823.11 

$127,546  78 


Liabilities  and  Surplus 

General  Fund: 

Accounts  payable; 

Preparation  of  Medical  Journal — 


September,  1971 $ 3,358  77 

Surplus; 

Available  for  appropriation: 

Balance — September  30,  1971 260,103.52 


$263,462  29 

Building  Fund 

Surplus  invested  in  tangible  property. . . . $127,546  78 

$127,546  78 


STATEMENT  OF  SURPLUS 
For  the  fiscal  year  ended  September  30,  1971 
General  Fund 

Balance — October  1,  1970 $215,178.25 

Add: 

Excess  of  income  over  expen- 
ses  $44,343  85 

Increase  in  accounts  receiv- 


able  334  01 

Decrease  in  accounts  payable  247.41  44,925.27 

Balance — September  30,  1971 $260,103.52 


684 


Virginia  Medical  Monthly 


STATEMENT  OF  INCOME  AND  EXPENSES 


For  the  fiscal  year  ended  September  30,  1971 

Income  Actual  Budget 

Membership  dues §192,508  08 

Less:  Allocated  as  subscriptions  to  journal. . . . 13,504  00  $179,004  08 


Interest  on  investments 5,811.29 

American  Medical  Association 1 ,880.33 

Gift  from  member 500  00 

Virginia  Medical  Monthly: 

Advertising $ 25,041  84 

Subscriptions: 

Members 13,504  00 

Nonmembers 844.08  39,389  92 


Total $226,585  62 


Expenses 

Salaries $ 65,646  93  $ 79,000  00 

Extra  help 393  50  

Telephone 2.097  03  1,800  00 

Postage 1,687.03  2,000  00 

Stationery  and  supplies 2,877.87  2,500  00 

Office  equipment  : 

New 768.70  

Repairs  and  replacements 597  10  1,000  00 

Building  maintenance: 

Lawn  sprinkler  system 2,650  00  

Maintenance  and  repairs — Net 11,941.51  12,300  00 

Convention  expense 4,267  68  1,000  00 

Council  and  committee  expense 3,668  06  2,500  00 

Executive  assistant — Travel 216.39  300  00 

Delegates  to  American  Medical  Association 1 ,977  13  4,000  00 

President’s  expense 51  20  3,000  00 

Travel  expense 1,613.17  1,450  00 

Preparation  and  distribution  of  medical  journal 38,367  14  39,000  00 

Legal  expense 2,130.00  4,000  00 

Walter  Reed  Commission 500  00  500  00 

Woman’s  Auxiliary 79  04  100  00 

Membership  dues — Affiliated  agencies 595  00  610  00 

Editor — Virginia  Medical  Monthly 1,000  00  1,000  00 

Special  appropriations: 

Virginia  Council  Health  and  Medical  Care 5,000  00  5,000  00 

American  Medical  Education  Foundation 1,000  00  1 ,000  00 

Scholarship — Medical  College  of  Virginia 2,000  00  2,000  00 

Scholarship — University  of  Virginia 2,000  00  2,000  00 

Student — American  Medical  Association 446  00  500  00 

National  Society  of  Medical  Research 150  00  150  00 

Rural  Health  500  00  500  00 

Other  special  appropriations 634  84  800  00 

Virginia  Medical  Political  Action  Committee 12.000  00  12,000  00 

News  and  views 604.90  250.00 

Employees’  retirement  fund 9,220  85  9,500  00 

Payroll  taxes 2,403  79  2,100  00 

Miscellaneous 598  99  500  00 

Public  relations 2,557  92  3,000  00 


Total $182,241  77  $195,360  00 


Excess  of  Income  Over  Expenses $ 44.343  85 
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FINANCIAL  CONDITION 


The  financial  condition  of  the  Society  at  September  30,  1971,  is  shown  in  the  balance  sheet 
on  the  accrual  basis  of  accounting.  A comparative  summary  of  the  financial  condition  at 
September  30,  1971  and  September  30,  1970,  is  presented  as  follows: 


Assets 


September  30,  Increase 

1971  1970  Decrease* 


Cash $255,732.49 

Accounts  receivable 7,729.80 

Land,  buildings  and  equipment 127,546.78 


$211,388  64 
7,395.79 
124,128  08 


$ 44,343  85 
334  01 
3,418.70 


Totals — All  Funds 


$391,009  07  $342,912.51 


$ 48,096.56 


Liabilities,  Surplus  and  Fund  Balance 
Liabilities: 

Accounts  payable $ 3,358.77  $ 3,606.18 

Surplus: 

General  fund 260,103.52  215,178.25 

Fund  balance: 

Building  fund 127,546.78  124,128.08 


*247  41 

44,925  27 
3,418.70 


Totals — All  Funds 


$391,00907  $342,912.51  $48,09656 


Cash— $244,732.49 

Recorded  cash  receipts  were  accounted  for  by  deposits  in  the  banks  and  disbursements  were 
supported  by  properly  signed  and  endorsed  cancelled  checks.  The  balances  on  deposit  at 
September  30,  1971,  were  verified  by  direct  correspondence  with  the  banks  and  examination 
of  certificates  and  savings  passbooks  on  hand  as  follows: 


First  and  Merchants  National  Bank — Checking  account $127,881  14 

The  Bank  of  Virginia — Savings  account 13,003.39 

Southern  Bank  and  Trust  Company — Savings  account 1 ,808  92 

Franklin  Federal  Savings  and  Loan  Association — Savings  account 19,049.14 

Richmond  Federal  Savings  and  Loan  Association — Savings  account 27,248.19 

First  Federal  Savings  and  Loan  Association — Savings  account 12,977.93 

Security  Federal  Savings  and  Loan  Association — Savings  account 13,045.14 

First  Federal  Savings  and  Loan  Association — Savings  account 12,125.01 

Providence  Savings  and  Loan  Association — Certificate  of  Deposit.  18,593  63 

First  and  Merchants  National  Bank — Certificate  of  Deposit 10,000  00 


Total $255,732  49 


Building  Fund  Assets — $127,546.78 


Details  of  the  building  fund  assets  are  shown  in  a separate  schedule.  No  indebtedness 
against  these  assets  was  disclosed  by  the  books. 

OPERATIONS 


The  results  of  operations  for  the  fiscal  year  ended  September  30,  1971,  are  shown  in  the 
statement  of  income  and  expenses  prepared  on  the  cash  receipts  and  disbursements  basis.  A 
summary  of  income  and  expenses  for  the  current  year  is  compared  with  the  preceding  year 
as  follows: 


Income 


September  30, 
1971  1970 


Membership  dues — Net  of  subscription  to  journal  $179,004  08  $168,682  35 

Medical  monthly  publication 39,389.92  40,335.05 

Other  operating  income  8,191.62  7,382  05 


Increase 

Decrease* 

$ 10,321  73 
*945  73 
809  57 


Totals 


$226,585  62  $216,40005 


10,185  57 
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Expenses 


September  30,  Increase 

1971  1970  Decrease* 

$182,24177  $172,97041  S 9,271.36 


Income  in  Excess  of  Expenses 


$ 44,343  85  $ 43,429.64  $ 914.21 


BUILDING  FUND  ASSETS 
September  30,  1971 
Land  and  Building — At  cost 
4205  Dover  Road,  Windsor  Farms, 


Richmond,  Virginia: 

Land 8 22,706.58 

Office  building 86,16168 

Furnishings  and  decorations 2,205 . 41 

Lawn  sprinkler  system 2 , 650  00 


Total  Land  and  Building $113, 723  67 

Office  Furniture  and  Equipment 
Estimated  insurable  value  at  October  1, 

1950 5.353  11 

Purchased  subsequent  to  October  1,  1950: 

Cost  during  fiscal  year  ended 

September  30,  1951 S 951.65 

Cost  during  fiscal  year  ended 

September  30,  1959 6,749  65 

Cost  during  fiscal  year  ended 
September  30,  1971 768.70  8,470  00 


Total  Office  Furniture  and 
Equipment S 13,823.11 


Total  Building  Fund  Assets.  . . . $127,546  78 


IN  GENERAL 

The  bookkeeping  records  were  found  to  have  been 
kept  in  a satisfactory  manner. 

Insurance  in  force  at  September  30,  1971,  determined 
from  policies  on  file,  is  shown  below: 

Fire  and  Extended  Coverage 

Building — Windsor  Farms,  Richmond, 

Virginia — 80%  Coinsurance S 92,000  00 

Office  furniture  and  fixtures — 

80%  Coinsurance S 15,000  00 

Business  Liability 

Bodily  injury $100,000  00-8300, 000 

Property  damage $ 25,000 

Medical $ 250.00-$  10,000 

Auto  Liability — Nonowxership 

Bodily  injury $100  000  00-S300.000 

Property  damage $ 25,000 

Medical $ 250  00-8  10.000 


Employee  Honesty  Bonds 

Executive  Secretary-Treasurer $ 5.000  00 

Secretary $ 5.000  00 

Workmen’s  Compensation Standard 
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Editorial . . . . 


Where  Are  the  Marks  of  Yesteryear? 

J 

tt'VT  OU  ARE  A BOOKMAKER,”  interrupted  Homes  smoothly.  "Note 
the  callous  on  the  inside  of  the  index  finger  of  the  right  hand, 
Watney;  it  comes  from  holding  the  needle  when  sewing  binding  into 
place.”  So  says  Shlock  Homes  of  Bagel  Street  in  one  of  the  best  of  the 
many  pastiches  of  Doyle’s  detective.  Understandably,  Homes  is  wrong 
this  time  although  his  client  agrees  that  his  callus  does  indeed  come  from 
bookmaking — the  writing  of  betting  slips! 

The  true  Holmesian  canon  is  full  of  allusions  to  occupational  stigmata 
— the  visible  marks  of  work.  Conan  Doyle,  himself  a physician,  learned 
this  trademark  from  Dr.  Joseph  Bell  who  was  his  teacher  at  the  Univer- 
sity of  Edinburgh  and  his  model  for  Sherlock  Holmes.  Dr.  Bell,  to  dem- 
onstrate the  value  of  observation  in  diagnosis,  habitually  amazed  his 
students  by  eliciting  his  patients’  occupation  before  a word  was  spoken. 
Holmes’  scathing  comment  on  "the  great  unobservant  public,  who  could 
hardly  tell  a weaver  by  his  tooth  or  a compositor  by  his  left  thumb”  was 
therefore  no  idle  conjecture  of  Doyle’s.  It  was  based  on  fact — the  V- 
shaped  notch  from  biting  thread  and  the  callus  from  placing  the  type 
in  the  stick. 

Occupational  stigmata  have  been  described  since  the  dawn  of  industrial 
medicine.  Bernadino  Ramazzini  (1633-1714),  the  father  of  the  spe- 
cialty, remarked  on  the  skin  lesions  of  several  trades.  One  of  these  has 
passed  into  our  diagnostic  armamentarium  as  the  "washer-woman’s  fin- 
gers” of  the  dehydrated  cholera  patient,  a sign  unhappily  being  seen  again 
with  the  resurgence  of  cholera  in  many  parts  of  the  world.  Sometimes 
the  nose  alone  would  suffice  to  distinguish  the  worker’s  business — a state- 
ment still  true  in  New  York’s  Fulton  Street  and  London’s  Billingsgate. 
Doctors  themselves  had  a characteristic  odor  in  the  heyday  of  iodoform 
as  an  antiseptic.  Butchers  and  grocers  still  have  the  miasmata  of  their 
trade  about  them  which  they  shed  with  their  clothes. 

The  true  occupational  stigma  remains  a cutaneous  beacon.  There  were 
literally  hundreds  of  these  identifying  marks  in  Holmes’  day.  In  a book 
published  as  recently  as  1948,  distinguishing  characteristics  are  noted 
for  eleven  different  groups  of  musicians.  The  tuba  or  trumpet  player, 
for  instance,  has  his  pad  of  hard  skin  on  his  right  little  finger  while  in  the 
French  horn  specialist,  the  left  little  finger  is  disfigured.  One  wonders 
whether  Holmes,  himself  an  accomplished  violinist,  had  the  "patch  of 
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acneiform  dermatitis  beneath  the  angle  of  the  left  mandible”  which  he 
chides  Watson  for  ignoring.  Many  of  these  lesions  have  disappeared  with 
the  mechanization  and  automation  of  industry.  We  no  longer  see  the 
calluses  of  the  milker,  or  of  the  elevator  operator  who  used  to  transport 
his  superiors  upward  by  pulling  on  a wire  rope;  nor  do  we  see  the  pin- 
boy’s  hands  with  their  hypertrophic  and  angular  deformities.  Today’s 
occupational  stigmata  have  gone  underground  and  only  appear  to  the 
naked  eye  post  mortem,  e.g.,  the  "black”  and  "white”  lungs  of  coal 
miners  and  cotton  workers. 

As  in  cutaneous  lesions,  the  correlation  of  internal  disease  with  occu- 
pation is  not  new.  Both  Agricola  (1494-155  5)  and  Paracelsus  (1493- 
1541)  recognized  the  dangers  of  mining  and  discussed  methods  of  com- 
bating them.  In  the  nineteenth  century,  various  conditions  were  blamed 
on  industrial  exposures  but  many  of  the  inferences  drawn  were  erroneous. 
These  spurious  associations  were  perpetuated  in  edition  after  edition  of 
standard  medical  texts  and  indeed  some  of  them  are  still  voiced  or  seen 
in  print.  In  the  first  (1892)  edition  of  Osier’s  textbook,  for  instance, 
emphysema  is  linked  with  occupation — "Of  other  etiological  factors 
occupation  is  the  most  important.  The  disease  is  met  with  in  players  on 
wind  instruments,  in  glass  blowers,  and  in  occupations  necessitating  heavy 
lifting  or  straining.”  Osier’s  original  statement  is  reproduced  in  the  six- 
teenth (1947)  and  last  edition  of  his  work  with  the  qualification  "but  by 
no  means  invariably” — a concession  to  doubt  first  made  in  1931. 

Even  more  remarkable  is  the  continuation  of  the  myth  that  cobblers 
are  prime  candidates  for  peptic  ulcers.  This  association  originated  in  the 
assumption  that  the  constant  pressure  of  the  last  on  the  epigastrium 
harmed  the  organs  beneath,  a point  made  by  another  industrial  physician 
pioneer,  Charles  Turner  Thackrah  (1795-1833),  not  only  about  cobblers 
but  also,  oddly  enough,  about  makers  of  golf  balls.  "In  women  it  is  fre- 
quent among  servant  girls,  and  in  men  who  follow  such  occupations  as 
shoe-making,  weaving,  and  tailoring,”  writes  Osier  in  1892.  This  obser- 
vation is  modified  in  later  editions  to  "Shoemakers  are  thought  to  be 
specially  likely”  to  which  is  added,  in  1935,  "The  medical  profession 
seems  especially  prone,  especially  surgeons,  a surprising  number  of  whom 
have,  or  think  they  have,  an  ulcer.”  Perhaps  this  is  a reminder  of  the 
old  rivalry  which,  on  occasion,  still  separates  the  knife  and  the  pill  in  the 
therapy  of  peptic  ulcer. 

It  required  the  more  exact  diagnostic  and  epidemiologic  methods  of 
the  twentieth  century  to  dispel  these  anachronisms  and  provide  more 
exact  correlations  between  industry  and  pathology.  We  undoubtedly 
have  internal  occupational  stigmata  today,  many  of  which  are  still  only 
suspicions,  e.g.,  the  effects  of  lead  and  carbon  monoxide  in  traffic  police- 


Volume  98,  December,  1971 


689 


men.  The  extent  of  some  syndromes  has  come  to  light  recently  by 
applying  modern  techniques  of  pre-employment,  and  periodic  screening, 
examinations.  Although  byssinosis  has  been  known  to  exist  for  more 
than  a hundred  years,  its  real  prevalence  has  only  been  demonstrated 
within  the  past  few  years  by  using  sophisticated  tests  of  pulmonary  func- 
tion. This  early  recognition  of  variance  from  individual  normal  states  is 
the  occupational  medicine  of  the  future — as  indeed  it  must  be  of  all 
medicine. 

To  return  to  Holmes  again,  we  may  draw  an  analogy  between  that 
most  famous  affair  of  the  dog  in  the  night  and  the  modern  stigmata  of 
occupations.  Holmes  draws  Watson’s  attention  "To  the  curious  incident 
of  the  dog  in  the  night-time.  'The  dog  did  nothing  in  the  night-time’. 
'That  was  the  curious  incident,’  remarked  Sherlock  Holmes.”  How  much 
longer  will  society  and  the  medical  profession  tolerate  today’s  occupa- 
tional stigmata  instead  of  converting  them  into  "curious  incidents”? 

F.  J.  Spencer,  M.D. 


Words,  Words,  Words 

TTAMLET  (Act  II,  Sc.  2)  never  had  the  plethora  of  words  to  deal 
A A with  that  present-day  physicians  find  on  their  desks  each  morning. 

A preprint  from  an  article  by  Charles  A.  Ragan,  Jr.,  M.D.,  in  Medical 
Times  entitled  "There’s  'Pollution’  in  the  Physician’s  Environment  Too”, 
arrived  recently.  Many  members  of  The  Medical  Society  of  Virginia 
doubtless  read  the  original  article  when  it  subsequently  appeared  in  the 
October  issue  of  Dr.  Ragan’s  journal.  The  Virginia  Medical  Monthly 
usually  does  not  dwell  on  items  that  members  may  have  seen  elsewhere, 
but  this  article  deserves  further  reading. 

Dr.  Ragan,  who  is  Professor  of  Medicine,  and  Chairman,  Department 
of  Medicine,  Columbia  University  College  of  Physicians  and  Surgeons 
and  Director,  Medical  Service,  Presbyterian  Hospital,  N.Y.C.,  also  hap- 
pens to  be  Editor-in-Chief  of  Medical  Times.  In  the  most  recent  copy 
of  this  excellent  journal  he  asks  if  physicians  can  absorb  the  ever-increas- 
ing flow  of  unsolicited  medical  publications  that  overwhelm  them  each 
day. 

Dr.  Ragan  quoted  from  a report  in  the  June  issue  of  the  Journal  of  the 
Florida  Medical  Association:  "Aware  of  the  pollution  of  doctors’  desks 
by  unsolicited  medical  publications,  one  practitioner  was  prompted  to 
collect,  assess  and  weigh  all  medical  advertising  magazines  and  periodicals 
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he  received  in  a month.  He  arrived  at  the  total  of  30  pounds.  Assuming 
that  this  same  amount  is  sent  to  each  of  the  200,000  practicing  physicians 
in  the  United  States,  it  would  amount  to  3,000  tons  a month.  At  a read- 
ing speed  of  1 5,000  words  per  hour,  scanning  this  literature  would  require 
160  hours  a month  or  approximately  40  hours  each  week.” 

If  the  average  physician  receives  this  much  material  each  month,  the 
total  tonnage  that  is  deposited  on  the  various  editors’  desks  becomes  astro- 
nomical, for  miscellaneous  pamphlets,  governmental  releases  and  unsolic- 
ited specialty  journals  find  their  way  to  editors  that  do  not  appear  in  the 
offices  of  their  more  fortunate  confreres.  The  writer  sets  aside  an  hour  or 
two  every  Saturday  morning  in  order  to  sift  through  the  pile  of  periodicals 
that  accumulated  during  the  previous  week.  The  weeding-out  process 
serves  two  purposes:  rarely  a germ  containing  some  great  new  truth  is 
stumbled  upon,  but  more  significantly,  the  pile  of  material  that  rises 
across  the  desk  and  serves  as  a barrier  reef  between  the  physician  and  the 
patient  is  swept  away,  only  to  reaccumulate  with  the  arrival  of  the  post- 
man the  following  Monday. 

Dr.  Ragan,  who  became  Editor  of  Medical  Times  in  October  1970, 
realized  that  his  own  journal  could  be  guilty  of  contributing  to  the 
"pollution”  of  the  "physician’s  environment”.  The  solution  which  he 
devised  was  simplicity  in  itself — he  sent  each  physician  who  received 
Medical  Times  a letter  with  an  enclosed  post  card  asking  if  he  wished 
to  have  his  name  removed  from  the  mailing  list.  Over  40,000  physicians 
responded  and  Dr.  Ragan  was  pleased  that  75%  desired  to  continue  to 
receive  Medical  Times. 

He  then  sent  out  a second  questionnaire  to  2,400  physicians  asking 
"If  it  were  possible  to  do  so,  how  many  of  these  unsolicited  journals 
would  you  like  to  have  discontinued?”  Fifty-six  percent  replied  and  the 
consensus  was  that  these  physicians  would  prefer  not  to  receive  almost 
two-thirds  of  all  unsolicited  journals. 

Dr.  Ragan’s  conclusion  was  that  in  each  area  "there  is  an  inability  to 
absorb!”  This  saturation  point  has  already  been  reached  in  the  medical 
world  and  despite  this,  the  good  doctor  warns  that  shortly  we  will  all 
receive  at  least  five  more  new  journals  to  add  to  our  present  problems. 
Let  us  hope  that  the  editors  of  unsolicited  medical  publications  have 
finally  gotten  the  word  and  also  will  take  the  merciful  approach  to  phy- 
sicians whose  offices  are  being  deluged  by  unwanted  journals  and  medical 
newspapers. 

H.  J.W. 
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News 


• • • • 


Calendar  of  Events 

“Prescribing  Exercise  for  the  Maintenance  of  Cardiovascular  Health” — 
Symposium — Sponsored  by  the  University  of  North  Carolina  at  Charlotte — Char- 
lotte, North  Carolina — February  11-12,  1972. 

Stoneburner  Lecture  Series — “What  Is  New  in  Anesthesiology” — Sponsored  by 
the  Department  of  Continuing  Education,  Medical  College  of  Virginia  and  Vir- 
ginia Society  of  Anesthesiology — Baruch  Auditorium,  Medical  College  of  Virginia 
— February  25-26,  1972. 

Law  Institute  on  Hospitals  and  Medicine — Sponsored  by  Department  of  Legal 
Medicine — Medical  College  of  Virginia — Richmond — March  3,  1972. 

Alton  D.  Brashear  Postgraduate  Course — “Head  and  Neck  Anatomy” — Medical 
College  of  Virginia — Richmond — March  6-9,  1972. 

Review  of  Clinical  Oncology — Sponsored  by  Department  of  Radiology  of  the 
Medical  College  of  Virginia — Williamsburg  Conference  Center — Williamsburg 
—March  12-15,  1972. 

Joint  Cardiac  Symposium — Sponsored  by  Heart  Association  of  Northern  Virginia 
and  Washington  Heart  Association — Marriott  Twin  Bridges  Motor  Hotel — 
Arlington — April  12,  1972. 

Pediatric  Day — Sponsored  by  Department  of  Pediatrics — Medical  College  of  Vir- 
ginia— Richmond — April  14,  1972. 

Visiting  Professor  in  Infectious  Diseases — Sponsored  by  Division  of  Infectious 
Diseases,  Departments  of  Medicine,  Pathology,  Microbiology  and  Pediatrics  of 
Medical  College  of  Virginia — Richmond — May  8-9,  1972. 

“Management  of  Acute  Respiratory  Failure” — Sponsored  by  Division  of  Pul- 
monary Diseases,  Department  of  Medicine,  Medical  College  of  Virginia  and  the 
University  of  Virginia — Richmond — May  18-20,  1972. 

Annual  Spring  Forum  for  Psychiatry — Sponsored  by  Virginia  Treatment  Center 
for  Children  and  Division  of  Child  Psychiatry,  Medical  College  of  Virginia — 
Richmond — May  26,  1972. 

“Cardiac  Arrhythmias” — Sponsored  by  Council  on  Clinical  Cardiology,  American 
Heart  Association  and  Tidewater  Heart  Association — Cavalier  Hotel — Virginia 
Beach — June  8-11,  1972. 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and  programs 

of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised  of  any  meetings 

scheduled  in  your  area.  This  will  not  only  help  others  avoid  conflicts  but  also  provide 

helpful  information  on  opportunities  for  continuing  education. 
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New  Members. 

The  following  doctors  were  received  into 
membership  in  The  Medical  Society  of  Vir- 
ginia during  the  month  of  October: 

Barbara  Zeviner  Berk,  M.D., 
Charlottesville 

Gary  W.  Burton,  M.D.,  Herndon 
Stuart  Kent  Cassell,  Jr.,  M.D., 

Blacksburg 

Charles  Young  Davis,  M.D.,  Blacksburg 
Ronald  William  Dillon,  M.D.,  Roanoke 
Charles  Anderson  Engh,  M.D.,  Arlington 
Robert  Everett  Feely,  Jr.,  M.D., 

Newport  News 
Stewart  Gabel,  M.D.,  Norfolk 
Robert  Walker  Hall,  M.D.,  Suffolk 
Wade  Lane  Johnson,  M.D.,  Hampton 
Donald  Kenneth  Jones,  M.D., 
Charlottesville 

Leonard  William  Kelly,  M.D., 
Charlottesville 

Alfredo  Lacuna  Legaspi,  M.D., 

Falls  Church 

William  Lemmon  Martin,  M.D., 

Virginia  Beach 

M.  Reza  Moinfar,  M.D.,  Fairfax 
Richard  Allen  Niles,  M.D.,  Lynchburg 
Margaret  Bess  Obenschain,  M.D., 
Roanoke 

P.  M.  Palumbo,  Jr.,  M.D.,  Tysons  Corner 
Mahmood  Panbehchi,  M.D.,  Williamsburg 
Mildred  Rebecca  Passmore,  M.D., 
Roanoke 

Jeffrey  Philip  Robbins,  M.D., 
Charlottesville 

Ian  Marshall  Shenk,  M.D.,  Falls  Church 
Byron  Burton  Timberlake,  M.D., 
Winchester 

Vernon  Keith  Vance,  M.D.,  Falls  Church 
Sterling  R.  Williamson,  M.D.,  Norfolk 
Herbert  Austin  Wood,  Jr.,  M.D., 
Winchester 

The  Medical  Society  of  Virginia. 

At  the  annual  meeting,  held  at  the  Mar- 
riott Twin  Bridges,  Arlington,  October  14- 


17,  Dr.  William  S.  Hotchkiss,  Norfolk,  was 
installed  as  president,  succeeding  Dr.  James 
M.  Moss,  Alexandria.  Dr.  Carl  E.  Stark, 
Wytheville,  was  named  president-elect;  Drs. 
Leonard  Weyl,  Arlington,  Anthony  J. 
Munoz,  Farmville,  and  Gerald  Fisher,  Ar- 
lington, vice-presidents;  and  Robert  I. 
Howard,  Richmond,  executive  secretary- 
treasurer.  Dr.  Baxter  H.  Byerly,  Danville, 
and  Dr.  James  Hal  Smith,  Christiansburg, 
were  elected  as  new  members  of  the  Coun- 
cil. Drs.  Raymond  Brown,  Gloucester;  Ar- 
thur A.  Kirk,  Portsmouth;  William  R.  Hill, 
Richmond;  George  J.  Carroll,  Suffolk;  John 
A.  Martin,  Roanoke;  James  C.  Respess, 
Charlottesville;  Alvin  E.  Conner  Manassas; 
and  Thomas  L.  Lucas,  Alexandria,  were  re- 
elected or  continue  to  serve  as  members  of 
the  Council.  The  Speaker  of  the  House,  Dr. 
Thomas  S.  Edwards,  Charlottesville,  and  the 
vice  speaker,  Dr.  William  J.  Hagood,  Clo- 
ver, continue  in  office.  Dr.  William  R.  Hill, 
Richmond,  and  Dr.  Alexander  McCausland, 
Roanoke,  were  elected  as  delegates  to  the 
American  Medical  Association,  with  Dr.  W. 
Callier  Salley,  Gloucester  Point,  holding  over 
for  another  year.  Dr.  F.  Ashton  Carmines, 
Newport  News,  and  Dr.  Michael  Puzak, 
Arlington,  were  named  as  alternates,  with 
Dr.  William  Grossmann,  Franklin,  named  to 
fill  the  vacancy  caused  by  the  election  of 
Dr.  Hill  as  delegate. 

There  was  a total  attendance  of  807,  in- 
cluding 457  physicians,  200  ladies,  13  5 ex- 
hibitors, 13  guests  and  two  students. 

The  next  annual  meeting  will  be  in  Wil- 
liamsburg, November  5-8,  1972. 

The  Northern  Neck  Medical  Association 

Met  at  Indian  Creek  Yacht  and  Country 
Club  on  October  28th.  Dr.  A.  B.  Gravatt, 
Jr.,  Kilmarnock,  was  installed  as  president. 
Dr.  C.  L.  Booker,  Lottsburg,  was  named 
president-elect,  Dr.  M.  B.  Lamberth,  Jr., 
Kilmarnock,  vice-president,  and  Dr.  N.  R. 
Tingle,  Lively,  was  re-elected  secretary- 
treasurer. 
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Roanoke  Academy  of  Medicine. 

Dr.  James  G.  Snead  has  been  installed  as 
president  of  the  Academy.  Dr.  Walter  S. 
Johnson  is  president-elect,  Dr.  William  P. 
Tice,  vice-president,  and  Dr.  H.  C.  Alex- 
ander, III,  secretary-treasurer. 

Let’s  Go  on  a Scandinavian  Adventure! 

The  Executive  Committee  of  the  Council 
of  The  Medical  Society  of  Virginia  has  ap- 
proved the  Scandinavian  Adventure,  ar- 
ranged by  INTRAV,  for  the  1972  trip  for 
its  members.  The  tentative  dates  are  for 
two  weeks  beginning  July  15,  1972.  Watch 
your  mail  carefully  around  the  first  of  the 
year  when  full  information  will  be  mailed 
to  you. 

The  trip  will  include  four  days  in  Stock- 
holm, Sweden,  four  days  in  Helsinki, 
Finland,  and  four  days  in  Copenhagen,  Den- 
mark. There  will  be  many  side  trips  avail- 
able, including  one  to  Oslo,  Norway,  and 
another  to  Leningrad,  Russia. 

These  trips  have  been  most  popular  and 
we  expect  a sell-out  for  this  one — so  be  on 
the  look-out  for  full  information  early  in 
January.  When  you  do  receive  this  material, 
take  it  home  and  talk  it  over  with  your 
wife!  She  complains  that  you  do  not  bring 
this  mail  home! 

Richmond  Surgical  and  Gynecological 

Society. 

Dr.  Curtis  L.  Coleman  has  been  elected 
president  of  this  Society.  Dr.  Joseph  F.  Kell, 
Jr.,  is  vice-president  and  Dr.  Joseph  W. 
Coxe,  III,  secretary. 

Dr.  Weir  Tucker, 

Richmond,  has  been  named  president- 
elect of  the  Southern  Psychiatric  Associa- 
tion. He  will  be  installed  as  president  at  the 
1972  meeting  in  New  Orleans. 


Virginia  Division,  American  Cancer  So- 
ciety. 

Dr.  J.  Shelton  Horsley,  III,  Charlottes- 
ville, has  been  elected  president  of  the  Vir- 
ginia Division  of  this  Society.  Dr.  Richard 
P.  Elzay,  Richmond,  has  been  named  medi- 
cal vice-president. 

Postgraduate  Course  in  Head  and  Neck 

Anatomy. 

A four-day  course  entitled  "The  Alton  D. 
Brashear  Postgraduate  Course  in  Head  and 
Neck  Anatomy”  will  be  held  at  the  Medical 
College  of  Virginia,  Department  of  Anato- 
my, March  6-9,  1972. 

Fresh  specimens  (unpreserved)  will  be 
used  in  dissections  and  individual  surgical 
approaches  are  welcomed.  Lectures  and 
demonstrations  will  augment  the  laboratory 
work.  The  course  is  approved  for  40  elec- 
tive hours  by  the  American  Academy  of 
General  Practice  and  Academy  of  General 
Dentistry. 

Further  information  may  be  obtained 
from  Dr.  Hugo  R.  Seibel,  Department  of 
Anatomy,  Medical  College  of  Virginia,  I 
Richmond,  Virginia  23219. 


Modern  air  conditioned  office  in  South 
Richmond,  Virginia.  Four  examining  rooms, 
waiting  room,  nurse’s  and/or  receptionist’s 
room,  two  bathrooms,  laboratory,  fluoro 
room,  supply  rooms.  Oil  heat  furnace  in 
basement.  Plenty  of  parking  space.  |- 

Suitable  for  doctors  or  lawyers,  etc.  Pres-  p 
ent  doctor  tenant  will  soon  move  into  his  aj 
new  building.  Lucrative  area  and  consid-  p, 

erate  patients.  Should  be  available  in  late  m 

fall  of  1971.  J|  D 

For  information,  contact  R.  P.  Beckwith, 

Jr.,  M.D.,  2801  Hey  Road,  Richmond,  Vir- 
ginia 23224.  Phone  276-5  830.  ( Adv .) 


For  Rent  or  Sale. 
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Obituary . . . . 


Dr.  Ray  Atkinson  Moore, 

Farmville,  died  October  9.  He  was 
ninety-one  years  of  age  and  a graduate  of 
the  former  University  College  of  Virginia 
in  1906.  Dr.  Moore  had  practiced  in  Char- 
lotte County  and  the  Farmville  area  since 
his  graduation.  He  was  a physician  at 
Hampden-Sydney  College  and  Longwood 
College  for  many  years.  In  1970  Hamp- 
den-Sydney honored  him  with  the  honor- 
ary doctor  of  humanities  degree.  Dr. 
Moore  was  a veteran  of  World  War  I.  He 
was  a Mason  and  a member  of  the  Farmville 
Lions  Club.  He  had  been  a member  of  The 
Medical  Society  of  Virginia  for  sixty-four 
years. 

Dr.  Moore  is  survived  by  his  wife  and 
four  sons,  three  of  whom  are  doctors. 

Dr.  Berkeley  Hancock  Martin, 

Richmond,  died  October  15,  at  the  age 
of  ninety-three.  He  was  a graduate  of  the 
Medical  College  of  Virginia  in  1908.  Upon 
graduation  he  settled  in  the  Westhampton 
area  of  Richmond  as  a country  doctor  with 
a horse  and  buggy.  Dr.  Martin  was  a former 
member  of  the  board  of  supervisors  of  Hen- 
rico County  and  was  also  a member  of  the 
Henrico  County  Health  Board.  When  his 
part  of  the  county  was  annexed  he  was 
appointed  to  the  City  Board  of  Health  which 
position  he  held  until  he  resigned  as  chair- 
man to  move  back  to  Chesterfield  County. 
Dr.  Martin  was  an  organizer  of  the  West- 
hampton Baptist  Church  where  he  taught 
Sunday  School  for  more  than  forty  years 
and  was  honored  by  having  a class  bear  his 
name.  He  had  been  a member  of  The  Med- 
ical Society  of  Virginia  since  1908. 

Dr.  Martin  is  survived  by  four  children, 


one  of  them  being  Dr.  Martin,  Jr.,  also  of 
Richmond. 

Dr.  Joseph  Eagle  Barrett, 

Former  State  Commissioner  of  Mental 
Hygiene  and  Hospitals  died  at  his  home 
in  Northport,  Alabama,  October  20.  He 
was  eighty-one  years  of  age,  and  graduated 
in  medicine  from  the  University  of  Tennes- 
see in  1922.  Dr.  Barrett  began  his  career 
in  Virginia’s  state  mental  hospitals  in  1937 
as  clinical  director  of  Southwestern  State 
Hospital  and  in  1943  became  superintendent 
of  the  hospital  in  Williamsburg.  He  was  ap- 
pointed commissioner  for  the  state  in  1946, 
resigning  in  1957,  and  returning  to  Eastern 
State  Hospital  where  he  served  as  superin- 
tendent until  his  full  retirement  in  1959. 
Dr.  Barrett  retired  to  Alabama  where  for  a 
while  he  was  associated  with  a mental  hos- 
pital in  Tuscaloosa.  He  was  a past  president 
of  the  Williamsburg  Rotary  Club  and  a 
member  of  the  Masonic  Lodge.  Dr.  Barrett 
was  a member  of  The  Medical  Society  of 
Virginia,  having  joined  in  1939. 

Two  sons  survive  him. 

Dr.  Richard  Hemans  Price 

Died  October  15  at  the  Philadelphia  Na- 
val Hospital  where  he  had  been  a patient 
for  the  past  five  years.  He  was  seventy-five 
years  of  age.  Dr.  Price  joined  The  Medical 
Society  of  Virginia  in  1946  when  he  was 
located  in  Roanoke.  He  entered  the  Public 
Health  Service  in  1937  and  served  with  the 
Navy  during  World  War  II  and  the  Korean 
war,  retiring  with  the  rank  of  Captain. 
More  recently,  Dr.  Price  was  head  of  the 
neuropsychiatric  services  at  the  Veterans 
Administration  Hospital  in  Elsmere. 

His  wife,  a son  and  a daughter  survive 
him. 
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Dr.  Peter  Charles  Conlon, 

Richmond,  died  October  9,  at  the  age  of 
forty-seven.  He  was  a native  of  England 
and  a graduate  of  the  Nottingham  Univer- 
sity College  in  1944.  Dr.  Conlon  came  to 
the  United  States  in  1961  and  for  the  past 
several  years  had  been  with  the  x-ray  de- 
partment of  the  Richmond  Memorial  Hos- 
pital. He  was  a member  of  The  Medical 
Society  of  Virginia. 

His  wife  and  three  children  survive  him. 

Dr.  Mundy. 

On  July  1,  1971,  the  Lynchburg  Academy  of 
Medicine,  and  the  practice  of  medicine,  lost  one  of 
its  most  highly  respected  and  able  physicians. 

Dr.  Bernard  Kyle  Mundy,  a native  of  Lynchburg 
was  educated  in  the  public  schools  of  our  city,  and 
received  both  B.S.  and  M.D.  degrees  from  the  Uni- 
versity of  Virginia  where  he  was  elected  to  Phi  Beta 
Kappa.  His  post-graduate  training  was  at  the  Univer- 
sity of  Virginia  Hospital  in  general  surgery  and  at 
the  Johns  Hopkins  Hospital  in  Baltimore  in  ortho- 
pedic surgery. 


In  1943  he  answered  the  call  of  his  country  serving 
in  the  Medical  Corps  of  the  Army  of  the  United 
States  for  three  years  in  the  South  Pacific  and  Phil- 
ippine Islands.  On  his  discharge  from  the  Army  as 
Major,  M.C.,  he  entered  practice  here  with  the  late 
Dr.  Bernard  H.  Kyle,  and  some  time  after  Dr.  Kyle’s 
death  he  was  associated  with  Dr.  Robert  Bowen. 

Dr.  Mundy  exemplified  the  best  in  medicine  in 
his  knowledge  and  skill  of  his  profession,  his  excellent 
judgment,  and  his  compassion  and  careful  attention 
to  the  needs  of  his  patients,  to  such  a degree  as  to 
make  us  all  proud  to  be  his  associates. 

He  demonstrated  quiet  courage  in  the  manner  in 
which  he  pursued  his  work,  handicapped  through  his 
life  by  a speech  impediment,  and  more  greatly  handi- 
capped in  his  last  years  by  a heart  affliction  which 
finally  took  his  life. 

As  a member  of  the  Lynchburg  Academy  of  Med- 
icine and  member  of  the  hospital  staffs  here,  he  served 
in  a responsible  manner  on  important  committees 
and  our  Board  of  Directors. 

The  Lynchburg  Academy  of  Medicine  wishes,  in 
this  small  way,  to  acknowledge  our  loss,  and  to 
record  this  in  our  minutes  of  tonight’s  meeting  and 
to  send  a copy  to  Dr.  Mundy’s  family. 

George  B.  Craddock,  M.D. 

J.  E.  Haynsworth,  M.D. 

F.  Read  Hopkins,  M.D. 
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Flashback  phenomenon,  The,  317 

Formulary,  A nineteenth  century,  200 

Government  and  medicine,  1971,  312 

Gynecology,  Adventures  in  Arabian, 
262 

Headache,  637 

Heart  surgery  for  infants  and  chil- 
dren, The  present  status  of  open, 
187;  Surgical  treatment  of  congeni- 
tal — defects,  408 

Hepatitis-associated  antigen  (HAA), 
Evaluation  and  comparison  of  sero- 
logical procedures  for,  494,  Homolo- 
gous serum  — , 665 

Hepatosplenomegaly  presenting  as 
“preleukemia”,  A familial  disorder 
characterized  by,  644 

Hip,  The  role  of  surgery  in  the  pain- 
ful arthritic,  305 

Humidity  on  air-borne  bacteria  and 
viruses,  The  lethal  effect  of  rela- 
tive, 19 

Hydroma,  Isotope  cisternography  in 
the  diagnosis  of  chronic  subdural, 
602 

Hypoglycemia  in  a patient  with  dia- 
betes insipidus  treated  with  chlor- 
propamide, 374 

Icterus  and  anemia  in  20-year-old 
man,  Post-traumatic  abdominal  pain, 
147 

Imaging  of  sequential  isotope  distribu- 
tions, Rapid,  67 

Insurance  pools,  Private,  428 

Intestinal  obstruction,  Some  interest- 
ing cases  of,  80 

Isotope  distributions,  Rapid  imaging  of 
sequential,  67 ; — cisternography  in 
the  diagnosis  of  chronic  subdural 
hydrome,  602 

Jefferson,  Thomas,  and  medicine,  4 

L-Dopa  therapy  in  Parkinson’s  disease, 
242 

Learning  disabilities  in  preschool  chil- 
dren, The  physician’s  responsibility 
in  predicting,  89 

Leukemia,  Pre-,  a familial  disorder 
characterized  by  hepatosplenomegaly 
presenting  as,  644 

Lumbar  disc  disease,  Intraspinal  neu- 
rilemmomas simulating,  25 

Malaria,  158;  Imported  — in  Virginia, 
371 

Maternal  health,  Television  and  radio 
informational  services  on,  496;  — 
nutrition  and  the  course  of  preg- 
nancy, 381 ; — mortality  following 
spontaneous  rupture  of  the  sigmoid 
colon,  258 

Medicaid,  Determining  the  level  of 
skilled  nursing  home  care  covered 
under,  449 

Medical  schools,  community  hospitals, 
— societies,  and  government,  Experi- 
ences in  continuing  education  involv- 
ing, 474 

Medical  Society  of  Virginia,  The;  an- 
nual report  of  committee  on  phar- 
macy, 51;  minutes  of  Council,  164, 
391,  619;  preliminary  program,  449; 
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delegates,  507 ; reports  of  commit- 
tees, 50 9,  Minutes  of  annual  meet- 
ing, 666 

Mental  health  licensing  changes,  340; 

— — research  study-grant  award- 
ing, 161 ; Community  — — clinics, 
384;  A comparison  of  attitudes  to- 
wards a general  medical  and  a 
psychiatric  hospital,  223;  Regional 

— retardation  training  centers,  109; 
Geriatric  screening  at  Eastern  State 
Hospital,  282,  — — services  to  the 
aging  in  Virginia,  661 

Neurilemmomas  simulating  lumbar  disc 
disease,  Intraspinal,  25 

Nose,  A new  approach  for  the  elim- 
ination of  cerebral  spinal  fluid  dis- 
charge from  the,  649 

Obituary 

Joseph  Eagle  Barrett,  695 
Charles  P.  Brown,  467 
Benjamin  Leo  Carlton,  353 
Peter  Charles  Conlon, 

Charles  David  Cooper,  353 
Russell  Mills  Cox,  61,  123,  182 
Henry  Walker  Decker,  239 
Homer  Earle  Ferguson,  634 
Kester  St.  Clair  Freeman,  634 
John  Stewart  Gilman,  296 
Frank  Spencer  Givens,  61 
Kenneth  Dawson  Graves,  123,  183 
Ernest  Linwood  Grubbs,  181,  406 
Jack  Hawley  Harris,  62,  124 
Meredith  B.  Hesdorffer,  182 
Edward  Marion  Holmes,  Jr.,  240 
Raymond  C.  Hooker,  63 
Jeannette  Morris  Jarman,  182 
Miletus  Brown  Jarman,  532 
Frank  Stoddard  Johns,  576 
Robert  Walter  Johnson,  467,  634 
George  Richardson  Joyner,  61,  124 
Kurt  Oscar  Leonhardt,  62 
Frederick  Byrne  Mandeville,  61,  297 
Berkeley  Hancock  Martin,  695 
Vincent  Jerome  Meads,  184 
Richard  Muder  Meiller,  353 
Maurice  Albert  Michael,  240 
Ray  Atkinson  Moore,  695 
Robert  William  Moseley,  182 
Bernard  Kyle  Mundy,  532,  696 
Frederick  Ralph  Person,  406 
Robert  B.  Phillips,  182 
Wayne  McLean  Phipps,  296 
Joseph  Charles  Placak,  62 
Richard  Hemans  Price,  695 
William  Irvin  Prichard,  239 
John  Atkins  Proffitt,  181,  297 
Russell  Edward  Reid,  123,  297 
Edward  Henderson  Richardson,  181 
Peter  Rosanelli,  Sr.,  405 
John  Lauchheimer  Rosenthal,  62,  296 
Anderson  Thomas  Scott,  Sr.,  240 


John  William  Shawver,  123 
John  Collis  Sherburne,  62 
Lewis  Betty  Staton,  467 
William  Durwood  Suggs,  63,  353 
Harry  Baylor  Taylor,  353,  468 
Judson  Tompkins  Vaughan,  181 
Harry  Easley  Whaley,  576 
Norman  Francis  Wyatt,  405 
Jacob  Derk  Zylman,  405 

Otitis  media  and  trauma,  Surgical 
management  of  facial  paralysis  in 
Bell’s  palsy,  Chronic,  214 
Ovarian  dermoid  during  labor,  Acute 
abdomen  secondary  to  ruptured,  86 

Pacemakers  in  the  community  hospital, 
Cardiac,  549 

Parkinson’s  disease,  L-Dopa  therapy 
in,  242 

Phosphate  poisoning  (Parathion),  Or- 
ganic, 459 

Pregnancy,  Maternal  nutrition  and  the 
course  of,  381;  Acute  abdomen  sec- 
ondary to  ruptured  ovarian  dermoid, 
86 

Pregnant  school  girl  in  Virginia,  The, 
377,  558, 

President,  Address  of  the,  580 
Psychiatry  and  medicine,  The  case  of, 
545  ; Brief  historical  notes  of  slightly 
remote  events  in  Virginia  psychiatry, 
45 

Pulmonary  blastomas  (embryonal  sar- 
coma of  the  lung),  249 

Radioiodine  uptake,  The  normal  thy- 
roidal, 301 

Retro  pharyngeal  abscess  following  en- 
dotracheal anesthesia  for  thyroid  sur- 
gery, 554 

Salmonella  enteritides,  Acute  suppura- 
tive thyroiditis  due  to,  566 
Sarcoma  of  the  lung,  embryonal  and 
pulmonary  blastoma,  249 
Semmelweis,  The  American,  13 
Serratia  marcescens  septicemia  com- 
plicating splenectomy  in  a child,  605 
Sinuses,  Pre-auricular  cysts  and,  195 
Skiing,  Snow,  436 
Snow  skiing,  436 

Societies 

Accomack  County  Medical  Society,  294 
Alexandria  Medical  Society,  237 
Albemarle  County  Medical  Society,  178 


Alleghany-Bath  County  Medical  Society, 
465 

American  College  of  Emergency  Physi- 
cians, Virginia  Chapter,  632 
Arlington  County  Medical  Society,  121 
Augusta  County  Medical  Society,  465 
Bedford  County  Medical  Society,  465 
Culpeper  County  Medical  Society,  529 
Fairfax  County  Medical  Society,  178 
Fauquier  County  Medical  Society,  465 
Fourth  District  Medical  Society,  121 
Fredericksburg  Medical  Society,  529 
Halifax  County  Medical  Society,  59 
Henry  County  Medical  Society,  179 
Loudoun  County  Medical  Society,  631 
Lynchburg  Academy  of  Medicine,  465, 
573 

Mid-Tidewater  Medical  Society,  529 
Newport  News  Medical  Society,  179 
Northampton  County  Medical  Society, 
179 

Northern  Neck  Medical  Association,  693 
Northern  Virginia  Medical  Society,  631 
Portsmouth  Academy  of  Medicine,  59, 
529 

Prince  William  Countv  Medical  Society, 
121 

Richmond  Academy  of  Medicine,  121 
Richmond  Surgical  and  Gynecological 
Society,  59 

Roanoke  Academy  of  Medicine,  694 
Southern  Medical  Association,  121 
Southwestern  Virginia  Medical  Society, 
631 

Tri-County  Medical  Society,  179 
Virginia  Academy  of  General  Practice, 
294 

Virginia  Beach  Medical  Society,  237 
Virginia  Society  of  Internal  Medicine, 
465 

Wise  County  Medical  Society,  294,  529 

Spencer,  Dr.  Pitman  Clemens,  13 
Splenectomy  in  a child,  Serratia  mar- 
cescens septicemia  complicating,  605 
Suicide  in  children  and  adolescents, 
209 

Thyroid  surgery,  Retro  pharyngeal  ab- 
scess following  endotracheal  anes- 
thesia for,  554 

Thyroidal  radioiodine  uptake,  The 
normal,  301 

Thyroiditis  due  to  salmonella  enteri- 
tides, Acute  suppurative,  556 
Tuberculosis,  485;  — : a continuing 
problem,  144 

Urinary  diversion:  discussion  of  the 
modified  Gersury  technique,  74 

Vitamin  Bi2  deficiency  in  a general 
medical  clinic,  589 

Yesterday  and  to-day,  357 
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. . . that  call  for  strong  medicine 
...the  kinds  that  potent  DRIXORAL  is  reserved  for. 
(Noses  under  1 2 years  of  age 
aren't  eligible.)  For  the  adult  case  of 
nasal/sinus  congestion: 
a tablet  for  the  day  keeps  congestion  away, 
a tablet  at  night,  sleeper’s  delight. 


brand  of  dexbrompheniramine  maleate  6 mg.  and  d-isoephedrine  sulfate  120  mg. 

The  round-the-clock  oral  deconge/tant 


Clical  Considerations:  Indications:  DRIXORAL  is  indicated  for  round-the- 
dc  relief  of  symptoms  of  upper  respiratory  mucosal  congestion  in  seasonal 
omoerenniol  nosol  allergies,  acute  rhinitis  ond  rhinosinusitis,  and  eustochian 
'-b  blockage. 

Co  raindications:  DRIXORAL  should  not  be  given  to  children  under  12  years 
)e.  DRIXORAL  should  not  be  administered  to  pregnant  women  or  nursing 
prs  until  the  safety  of  this  preparation  for  use  during  gestation  ond  locta- 
s established.  The  preparation  is  contraindicoted  also  in  patients  with 
e hypertension  and  coronary  artery  disease  Warnings:  As  in  the  cose  of 
preparations  containing  central  nervous  system  acting  drugs,  patients 
ving  DRIXORAL  should  be  coutioned  about  possible  additive  effects  with 
10I  and  other  central  nervous  system  depressants  (hypnotics,  sedatives, 
uilizers).  For  the  same  reason  they  should  be  cautioned  against  hazardous 
Dations  requiring  complete  mental  alertness  such  as  operating  machinery 


or  driving  a motor  vehicle.  Precautions:  Isoephedrine-containing  preparations 
should  be  used  with  caution  in  the  presence  of:  hypertension;  coronary  artery 
disease;  any  other  cardiovascular  disease;  glaucoma;  prostatic  hypertrophy; 
hyperthyroidism,-  diabetes  Adverse  Reactions:  The  physician  should  be  alert 
to  the  possibility  of  all  possible  adverse  reactions  which  hove  been  observed 
with  sympathomimetic  and  antihistaminic  drugs.  These  include:  drowsiness,- 
confusion,-  restlessness;  nausea,-  vomiting;  drug  rash;  vertigo,-  palpitation; 
anorexia;  dizziness,-  dysuria  due  to  vesicle  sphincter  spasm,-  headache;  in- 
somnia,- anxiety,-  tension;  weakness;  tachycardia;  angina,-  sweating,-  blood 
pressure  elevotion,-  mydriosis;  gastric  distress;  abdominal  cramps;  central  ner- 
vous system  stimulation,-  circulatory  collapse.  For  more  complete  details,  con- 
sult package  insert  or  Schering  literature  available  from  your  Schering 
Representative  or  Medical  Services  Department,  Schering  Corporation, 
Union,  New  Jersey  07083.  SCH  2654 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

0S0 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Riverside 

Convalescent1  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 


TIDEWATER 
PSYCHIATRIC 
INSTITUTE 

1005  Hampton  Boulevard 
Norfolk,  Va.  23507 
(703)622-2341 

The  Tidewater  Psychiatric  Institute 
of  Norfolk,  Va.  announces 
the  opening  of  its  50  bed 
private  mental  health  facility 
for  adults  and  adolescents. 

Tidewater  Psychiatric  Institute  offers  a 
comprehensive  program  of  diagnostic, 
consultative,  and  treatment  services  within 
the  setting  of  a therapeutic  community. 

TREATMENT  PROGRAMS: 

The  basic  treatment  orientation  at  Tidewater 
Psychiatric  Institute  is  psychodynamic 
group  therapy  carried  out  by  treatment 
teams. 

Intermediate  Treatment  Team: 

For  patients  requiring  intermediate 
treatment  of  a few  weeks  or  months. 

Acute  Treatment  Team: 

A crisis  intervention  service  providing 
hospitalization  for  evaluation  and  treatment 
of  acute  disturbances. 

Attending  Physicians  Team: 

For  physicians  who  wish  to  continue  to  treat 
their  hospitalized  patients  within  a 
structured  psychiatric  milieu. 

Rehabilitation  Services: 

Rehabilitation  activities  include  individual 
and  group  counseling,  social  discussion 
groups,  vocational  groups,  special 
education  programs,  and  recreational 
activities. 

Staff  open  to  all  psychiatrists  on  application. 
Stuart  Ashman,  M.D.,  Medical  Director 
Julian  W.  Selig,  Jr.,  M.D.,  Clinical  Director  & 
Attending  Team  Director 
Robert  F.  Scott,  M.D.,  Intermediate  Team  Director 
Lawrence  A.  Bernert,  M.D.,  Intermediate  Team 
Director 

David  B.  Kruger,  M.D..  Acute  Team  Director 
David  C.  Butler,  HosDital  Administrator 
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Westbrook 

Psychiatric  Hospital,  Inc. 
Richmond,  Virginia 


FOUNDED  1911 


PSYCHIATRY 

REX  BLANKINSHIP,  M.  D. 
Chairman,  Advisory  Group 

JOHN  R.  SAUNDERS,  M.  D. 
Medical  Director 

THOMAS  F.  COATES,  JR.,  M.  D. 
Assistant  Medical  Director 

OWEN  W.  BRODIE,  M.  D. 
Associate  in  Psychiatry 

M.  M.  VITOLS,  M.  D. 
Associate  in  Psychiatry 


NEUROLOGY 

GERALD  W.  ATKINSON,  M.  D. 
Associate  in  Neurology 

CHILD  PSYCHIATRY 

GILBERT  SILVERMAN,  M.  D. 
Associate  in  Child  Psychiatry 

ADMINISTRATION 

H.  R.  WOODALL 
Administrator 


ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGuire  clinic,  inc. 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Webster  P.  Barnes,  M.D. 
John  H.  Reed,  Jr.,  M.D. 
Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Endoscopy,  Thoracic  & Vascular 
Surgery 

Joseph  W.  Coxe,  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 


Internal  Medicine 

John  P.  Lynch,  M.D. 
William  H.  Harris,  Jr.,  M.D. 
John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
Alice  V.  Thorpe,  M.D. 

David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 
W.  Wayne  Key,  Jr.,  M.D. 

Anesthesiology 

Beverley  Jones,  M.D. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  P.  King,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

G.  E.  Smith,  Jr.,  M.D. 

Physical  Therapy 

Elizabeth  L.  Watson,  R.P.T. 


Hospital  Administrator 

Charles  M.  Green 

Director  of  Nurses — St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N. 

School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 


Clinic  Manager 

S.  Taylor  Ware,  Jr. 

Director  of  Nurses — McGuire  Clinic,  Inc 

Mary  E.  Simmons,  R.N. 
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BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 


Accredited  by  the  Joint  Commission  on  Accreditation  & Approved  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive).  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jose  A.  Montes,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 


Gill  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 


STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Dr.  M.  Kemper  Humphries  III 
Charles  T.  Akers,  Jr. 
Administrator 


A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology.  Otolaryngology, 
Surgery  for  Deafness,  Rhinoplastic  Sur- 
gery, Bronchoscopy  and  Esophagoscopy. 


Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance. 

For  further  information,  address : 

Administrator,  Box  1789,  Roanoke,  Virginia  24008 
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Fourth  Decade  of  Nursing 


Accredited 


by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947) 


GENE  CLARK  REGIRER  (1912-1962) 


A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  353-3981 


SAINT 

ALBANS 

PSYCHIATRIC  HOSPITAL 

Radforc 

, Virginia 

James  P.  King,  M.D. 

Edward  E.  Cale,  Jr.,  M.D. 

William  D.  Keck,  M.D 

Don  L.  Weston,  M.D. 

Morgan  E.  Scott,  M.D. 

J.  William  Ciesen,  M.D. 

David  S.  Sprague,  M.D. 

Delano  W.  Bolter,  M.D. 

Davis  C.  Garrett,  M.D. 

Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D 

Don  Phillips,  Administrator 

Carl  McGrow,  Ph.D. 

R.  Lindsay  Shuff,  M.  H.  A. 

James  E.  Dublin,  Ph.D. 

Thomas  M.  Weddig,  Ph.D. 

Asst.  Administrator 

AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center 

Beckley  Mental  Health  Center 

Federal  Street,  Bluefield,  W.  Va. 

109  E.  Main  Street,  Beckley,  W.  Va. 

David  M.  Wayne,  M.D. 

Leslie  J.  Borbely,  M.D. 

Mental  Health  Clinic 

Professional  Building,  Wise,  Va. 

Pierce  D. 

Nelson,  M.D. 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  tor  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
James  Asa  Shield,  Jr.,  M.D. 


STUART  CIRCLE  HOSPITAL 


413-21  Stuart  Circle 

Medicine : 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

William  W.  Martin,  Jr.,  M.D. 
James  R.  Wickham,  M.D. 

Obstetrics  and  Gynecology: 

Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 

Orthopedics : 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 

Pediatrics : 

Edward  G.  Davis,  Jr.,  M.D. 

Thomas  P.  Overton,  M.D. 

Albert  S.  Thompson,  Jr.,  M.D. 
Edward  J.  Wiley,  M.D. 

Roentgenology  and  Radiology: 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

James  W.  Proffitt,  M.D. 


RICHMOND,  VIRGINIA 

Anesthesiology : 

William  B.  Moncure,  M.D. 
Heth  Owen,  Jr.,  M.D. 

Surgery : 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 
Wyatt  S.  Beazley,  III,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Ophthalmology,  Otolaryngology: 

Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 

Pathology: 

W.  Scott  Gilmer,  Jr.,  M.D. 
Physical  Therapy: 

William  J.  Cowan,  R.P.T. 

Director: 

Charles  C.  Hough 
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Triaminic 

phenylpropanolamine  hydrochloride,  pyrilamine  maleate,  pheniramine  maleale 

"the  Sunshine  Tablet” 


Formula:  Each  timed-release  tablet  contains  phenylpropanolamine  hydrochloride,  50  mg.;  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate.  25  mg.  Indications:  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and  pw 

postnasal  drip  associated  with  colds,  nasal  allergies,  sinusitis  and  rhinitis.  Precautions:  Patients  should  not  drive  a car  MX 

or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  ONI  Y 

cardiovascular  disease,  or  diabetes.  Side  Effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  wlNLT 

dizziness,  nervousness  or  gastrointestinal  upsets.  Dosage:  Adults-one  tablet  swallowed  whole,  in  morning,  midafternoon 
and  before  retiring.  Availability:  In  bottles  of  100,  250.  v 

Oorsey  Laboratories,  Lincoln,  Nebraska,  68501 


in  cardiac  edema 


gets  the  water  out 
spares  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 


Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


SK 

&F 


SK&F  Co.,  Carolina,  P R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 


DZ-108 


DOCTORS: 


ADMINISTRATORS: 

Terrace  Hill  ...  An  Extended 
Care  Facility  Accredited  by 
the  J.C.A.H.  and  Approved  by 
Medicare. 

In  compliance  with  the  Civil  Rights  Act  of  1964 

Within  9 minutes  from  any  local  hospital 

• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  • Activities 

• Trained  Dietitian  • Male  Orderlies 

• Air-Conditioned  Rooms 

Administrator 

” Understanding  Care ” 

Terrace  Hill  Nursing  Home,  ■«. 

Member  2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 


ST.  ELIZABETHS  HOSPITAL 

Radiology  Associates  of  Richmond,  Inc. 

617  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

James  T.  Gianoulis,  M.D. 

Austin  I.  Dodson,  Jr.,  M.D. 

Elmer  S.  Robertson,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

James  W.  Pancoast,  M.D. 

J.  Edward  Hill,  M.D. 

Gladstone  E.  Smith,  Jr.,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Pathology 

Leroy  Smith,  M.D. 

William  T.  Stuart,  M.D. 

Ronald  K.  Davis,  M.D. 

Plastic  Surgery 

Urology 

General  Surgery  & Gynecology 

Clarry  C.  Trice,  M.D. 

George  W.  Reese,  Jr.,  M.D. 

General  Medicine 

Internal  Medicine 

Jack  A.  Peters,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 

Accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  an 
Extended  Care  Facility. 

John  P.  Pate 
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Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 

An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  Robert  J.  Rollins,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 


lief! 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144  s — 144  tablets  in  12  rolls. 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 
A.  G.  JEFFERSON 


INC. 


Main  Office 
Allied  Arts  Buildings 


Branch  Office 
2010  Tate  Springs  Road 


REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES-WE  MAKE  THEM 
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with  attraction. 

The  Williams  Printing  Company 

Richmond,  Virginia  23211 

ESTABLISHING  A PROFESSIONAL  CORPORATION 
OR  INTERESTED  IN  A KEOGH  ACT  PLAN? 

JhL  View  Vyi&dimJL  Socxsh^  oft,  (JbxqhvucL 
VYbwibsiM!  dhjtiMmsmt  (pkinA  (fasL  dvailcdblsL . . . 

FOR  INFORMATION  CALL  OR  WRITE: 

The  Trustees  of  The  Medical  Society  of  Virginia 
Members'  Retirement  Plan 

2425  Wilson  Boulevard 
ARLINGTON,  VIRGINIA  22201 

703/525-6700  (collect  calls  accepted) 


Volume  98,  December,  1971 


35 


Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 
antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 


16  ec.  vui  Sterile  Solution 

Lincocin* 

(lincomycin 
hydrochloride  injection) 

lo  300  mf.  p«f cc- 

icomyon 

3Gm.  per  lOcc. 

I Cate  FWU  w P ‘M**1 
t wrthout  pre 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (li neomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


k® 


(lincomycin  hydrochloride, 
Upjohn) 


For  further  prescribing  information,  please  see  following  page.  JJ 
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tr  x va»  Soi  jW"  5 

lincocin* 

U»ncomyc»n  \ 

ftraroef^  de  .ntfcUort  I 

Ivn  »«  300  m|.  p«r  cc. 


3Gm.  per  luce 
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(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylococc 


Each  Lincomycin  hydro- 

preparation  chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

‘Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and. 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypote 
sion  following  parenteral  administratk 
have  been  reported,  particularly  after  t< 
rapid  I.V.  administration.  Rare  instanc 
of  cardiopulmonary  arrest  have  been  r 
ported  after  too  rapid  I.V.  administratio 
If  4.0  grams  or  more  administered  I.\ 
dilute  in  500  ml.  of  fluid  and  administ 
no  faster  than  100  ml.  per  hour.  Loc 
reactions—  Excellent  local  tolerance  der 
onstrated  to  intramuscularly  administer! 
Lincocin.  Reports  of  pain  following  i 
jection  have  been  infrequent.  Intrav 
nous  administration  of  Lincocin  in  2! 
to  500  ml.  of  5%  glucose  in  distilli 
water  or  normal  saline  has  produced  i 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  m 
Capsules— bottles  of  24  and  100. 

Sterile  Solution , 300  mg.  per  ml- 2 ai 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pi 
bottles. 


For  additional  product  information,  co 
suit  the  package  insert  or  see  your  Upjol 
representative. 

JA71-1203  MED  B-5-SR  (KZl- 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


THE  GREATEST  SINGLE  THREAT  TO  YOUR  FINANCIAL  STABILITY  IS 


NOW  YOU  CAN  INSURE  AGAINST  THAT  THREAT  WITH 
THE  MEDICAL  SOCIETY  OF  VIRGINIA 

(and  its  component  societies)  Sponsored  and  Approved 

DISABILITY  INCOME  PLAN 

ADVANTAGES 

■ Pays  up  to  $1,200  a month  ($1,320  with  the  10°/o  Bonus  now  in  force) 

■ Tax-free  money  to  spend  as  you  wish 

■ Coverage  anywhere  in  the  world,  24  hours  a day,  365  days  a year,  while 
practicing,  relaxing  or  traveling 

■ Special  low-cost  plan  designed  for  the  younger  doctors 

■ Renewable  to  age  65  (you  may  continue  coverage  to  age  75) 

■ Conversion  privilege 

■ Few  exclusions  — even  private  flying  is  included 

■ Pays  in  addition  to  any  other  insurance  you  may  carry 

You  can  receive  information  immediately  by  writing  or  phoning  the  ad- 
ministrators. A minute  of  your  time  now  will  provide  you  and  your  family  an 
income  when  it’s  needed  most. 

Program  administered  by:  DAVID  A.  DYER  INSURANCE  AGENCY 

Medical  Arts  Building 
Roanoke.  Virginia  24011 
Phone:  344-5000 

and 

FRED  W.  HALL-ASSOCIATE 

8924  Orange  Hunt  Lane 
Annandale.  Virginia  22003 
Phone:  461-8087 

Specialists  in  providing  sound,  up-to-date  insurance  protection  for  the  Virginia 
physician. 

Other  Sponsored  and  Approved  Group  Plans  For  Your  Protection  ■ IN-HOSPITAL  IN- 
COME ■ PROFESSIONAL  OVERHEAD  EXPENSE  ■ MAJOR  HOSPITAL  NURSING 
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